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The . Fish’s  . . Name . . . Is . . . .Halibut 


On  account  of  long  experience 
in  the  cod  liver  oil  field,  Mead 
Johnson  & Company  happily 
is  able  to  offer  without  delay — 
now — to  the  medical  profes- 
sion, a superior  grade  of  undi- 
luted halibut  liver  oil  contain- 


ing viosterol,  low  in  acidity, 
clear  in  color,  high  in  potency 
(not  less  than  100,000  U.  S.  P. 
vitamin  A units  and  3,333 
Steenbock  vitamin  D units  per 
gram),  without  vegetable  oil 
or  other  diluent. 


One -fifth  of  the  vitamin  D in 

MEAD’S  VIOSTEROL  In  HALIBUT  LIVER  OIL  tSO  D 

is  supplied  by  the  undiluted  halibut  liver  oil. 


INDICATIONS 


DOSAGE 


Vitamin  A deficiencies:  as  a prophy- 
lactic against  infections  of  the  mucous 
membranes.  For  the  control  of  cal- 
cium-phosphorus deficiencies  in  rick- 
ets, tetany,  osteomalacia,  tuberculosis, 
allergies,  dental  caries,  fractures  and 
pregnancy. 


The  same  as  for  Mead’s  Viosterol  in  Oil 
250  D:  Infants,  10  drops  daily;  prema- 
tures and  rapidly-growing  children,  15 
drops;  older  children,  10  to  20  drops; 
pregnant  and  nursing  mothers,  25 
drops  or  more.  Special  cases  may  re- 
quire larger  dosage. 


Samples  on  request 

MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.  S.  A. 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons 
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Scarlet  Fever  immunization  is  es- 
pecially important  in  institutions. 

It  eliminates  the  ever-present  dan- 
ger of  contagion. 

An  instance  of  the  effectiveness 
of  this  protection  is  given  in  the 
September,  1932,  issue  of  the  American 
Journal  Diseases  of  Children.  Of  258  adults 
examined  in  the  Children’s  Memorial  Hos- 
pital of  Chicago,  186  gave  negative  reac- 
tions to  the  Dick  Test  and  none  of  these 
contracted  Scarlet  Fever  during  an  epi- 
demic. Forty  of  the  forty-five  who  gave 
positive  reactions  were  immunized  with 
Squibb  Scarlet  Fever  Toxin  to  the  point 
of  negative  skin  reactions.  Only  two  of 
these  contracted  Scarlet  Fever  and  they 
contracted  mild  cases  before  the  immuni- 
zation was  completed.  Two  of  the  five  who 
were  not  immunized  contracted  severe 
attacks  of  the  disease. 

Equally  effective  results  have  been  noted 
in  the  control  of  a number  of  epidemic* 
throughout  the  country.  It  has  been  proved 


without  doubt  that  with  proper  measures 
of  immunization  no  susceptible  person 
need  have  Scarlet  Fever. 

Squibb  Scarlet  Fever  Products  are  made 
under  license  from  the  Scarlet  Fever  Com- 
mittee, Incorporated.  A triple  control  of 
the  Squibb  Scarlet  Fever  Products  assures 
potency.  This  control  includes  laboratory 
tests  and  clinical  trials,  approval  of  the 
National  Institute  of  Health  at  Washing- 
ton, D.  C.,  and  tests  by  the  Scarlet  Fever 
Committee,  Incorporated. 

Squibb  Authorized  Scarlet  Fever  Prod- 
ucts include  Scarlet  Fever  Toxin  for  Dick 
test  and  immunization,  and  Squibb  Scarlet 
Fever  Antitoxin  for  temporary  prophylaxis 
and  treatment. 


For  literature,  write  Professional  Service 
Department , 745  Fifth  Ave.,  New  York  City 
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HIGHWAY  ACCIDENTS  AND 
THEIR  CARE  BY  DOCTORS 
AND  HOSPITALS 


F.  D.  VICKERS,  M.  D. 

Deming,  New  Mexico 

(Address  of  the  President-Elect  at  the  Eighteenth 
Annual  Meeting  of  the  Medical  and  Surgical  Asso- 
ciation of  the  Southwest,  held  at  Albuquerque,  N.  M., 
Dec.  8 to  10,  1932.) 

There  has  been  in  the  past  few  years  a steady  in- 
crease in  highway  accidents,  till  now  the  death  rate 
is  much  like  modern  war  and  the  injured  number 
something  like  one  million  per  year.  This  same  con- 
dition seems  destined  to  overtake  many  nations.  Eng- 
land last  year  had  more  killed  and  nine  times  as 
many  wounded  on  her  highways  as  she  lost  in  three 
years  of  South  African  war.  War  stops  in  time,  but 
there  seems  to  be  no  way  to  halt  this  great  epidemic. 

Our  mass  psychology  seems  to  take  all  this  for 
granted.  We  note  the  millions  of  miles  our  railroads 
run  without  fatality,  we  are  conscious  of  safety- 
first  in  our  industries,  our  street  cars  have  carefully 
selected  motormen,  and  yet  we  allow  the  children, 
the  woman  who  faints  on  slight  alarm,  the  man  who 
is  half  drunk,  and  about  all  our  mental  and  physical 
incompetents,  to  run  two-ton  and  runabout  loco- 
motives through  crowds,  and  speed  faster  than  trains 
up  and  down  our  highways;  and  our  sense  of  alarm 
seems  stupefied — they  are  only  highway  accidents. 

I have  no  remedy  to  offer,  but  I hope  some  means 
may  be  devised  that  will  take  care  of  the  injured  on 
some  such  plan  as  they  buy  gasoline.  Most  of  these 
accident  cases  do  not  carry  insurance,  or  at  least  the 
right  kind  of  insurance.  If  they  do  have  the  right 
kind  of  insurance  there  is  a settlement  up  a legal 
lane  at  some  place  and  time  remote  from  the  scene 
of  the  accident,  and  if  the  accident  cases  win  in  two 
or  three  years  from  a higher  court,  then,  when  the 


lawyer  is  paid,  and  if  they  are  honest — and  we  some- 
times lament  with  the  old  woman,  "If  burglars  were 
only  honest,” — well,  after  all  of  this,  the  hospital 
and  the  doctor  may  or  may  not  be  paid,  less  the 
pleasure  trip  to  court  as  a witness. 

Many  states  have  passed  "financial  responsibility” 
laws,  varying  in  character,  but  in  geenral  requiring 
proof  of  ability  to  pay  damages  in  case  of  responsibil- 
ity for  accidents — and  the  motorist  usually  carries 
liability  insurance. 

Compulsory  liability  insurance  is  required  of  all 
motorists  in  Great  Britain  and  some  Scandinavian 
countries.  Some  forty  of  our  states  require  taxicabs 
and  busses  to  be  covered  with  liability  insurance  to 
protect  not  only  passengers  but  pedestrians.  Quite  a 
number  of  states  require  freight  cars  to  carry  this 
liability  insurance. 

Massachusetts  has  required  the  passenger  cars  to 
carry  liability  insurance,  but  thi?  does  not  apply  to 
out-of-state  motorists.  Under  the  Massachusetts  law, 
more  claimants  are  able  to  collect  damages,  but  trials 
are  delayed  as  long  as  in  other  states. 

It  would  seem  a logical  conclusion  that  we  should 
work  out  in  the  various  states,  insurance  on  the  lines 
of  industrial  compensation.  Twenty  years  ago  our 
industrial  compensation  was  in  about  the  same  status 
as  our  automobile  insurance  is  now.  Practically  all 
of  the  states  have  passed  legislation  entitling  work- 
men to  compensation  regardless  of  whose  fault 
causes  the  accident.  The  employer  is  required  to  pay 
the  premiums.  The  workman  proves  to  the  state 
board  the  facts  of  his  case  and  the  gravity  of  his  in- 
juries. The  cases  are  not  taken  to  court  except  on 
appeal  from  the  decision  of  this  board. 

The  workman’s  compensation  principle  is  now  so 
well  established  that  the  Ballantine  Committee  has 
reported  a tentative  plan,  having  for  its  basis  the 
New  York  Workman’s  Compensation  Act  to  be  car- 
ried to  the  automobile  field.  It  provides  compensa- 
tion to  all  persons  disabled  for  more  than  a week;  to 
the  dependents  of  persons  killed,  fo*;  funeral  ex- 
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penses  and  medical  care.  The  cost  of  such  insur- 
ance would  depend  on  the  liberality  of  compensation. 
This  would  be  handled  at  once  by  the  state  board 
and  kept  out  of  court,  thus  sparing  attorney’s  fees, 
which  are  no  small  item.  The  Ballantine  Commit- 
tee, having  as  its  chairman  Mr.  Ballantine  of  the  New 
York  bar,  also  assistant  secretary  of  the  treasory,  in 
vestigated  more  than  eight  thousand  personal  injury 
cases  in  different  localities,  court  records  and  state 
laws  bearing  on  compensation  problems;  making  the 
first  complete  study  of  compensation  in  automobile 
personal  injuries  and  deaths.  The  Committee  goes  on 
record  as  favoring  compulsory  liability  insurance  on 
part  of  automobile  owners,  and  proposes  law  to  cover 
the  treatment  and  care  of  injured  persons  to  be  borne 
by  the  owner  of  the  automobile  responsible  for  the 
accident. 

The  National  Safety  Council  estimate,  from 
studies  of  accidents  in  eight  states  having  a system 
of  driver’s  license  w'hich  throw  out  a few  of  the  ob- 
viously unfit,  reduction  of  the  expectation  of  fatali- 
ties by  29  per  cent.  Private  passenger  vehicle  fatal 
mishaps  have  increased  5 0 per  cent  in  the  past  four 
years,  and  in  the  same  interval  of  time  the  number 
of  truck  deaths  decreased  6 per  cent,  fatal  accidents 
from  taxicabs  decreased  3 5 per  cent  despite  a large 
increase  of  such  vehicles,  and  bus  accident  deaths  de- 
clined 12  per  cent. 

This  compulsory  insurance  would  compel  drivers 
of  cars  to  pass  examinations  and  have  driver’s  li- 
cense. 

The  economic  losses  resulting  from  highway  acci- 
dents are  immeasurable,  and  they  fall  heavily  on  the 
hospitals  and  physicians.  An  idea  of  the  enormous 
loss  from  these  injuries  and  deaths  may  be  had  by 
considering  what  it  costs  our  government  to  cover 
our  war  injuries  and  deaths,  and  they  correspond  to 
one  and  a half  years  of  automobile  accidents;  and 
these  accidents  go  merrily  on  while  war  stops  to 
breathe. 

The  Columbia  University  Council  for  Research  in 
Social  Sciences  studied  compensation  in  automobile 
accidents  in  313  fatal  accidents.  Insured  cases  were 
able  to  meet  cost  of  funeral  and  medical  care  in  77 
per  cent,  and  part  payment  in  1 1 per  cent.  In  only 
12  per  cent  was  there  no  payment.  Of  cases  not 
covered  with  insurance,  payment  was  made  in  only 
7 per  cent,  part  payment  in  8 per  cent,  no  payment 
in  8 5 per  cent.  In  Philadelphia  Hospital  free  treat- 
ment was  given  to  62  per  cent  of  cases.  Of  those 
who  were  charged,  one-third  of  the  amount  was  un- 
paid at  the  end  of  one  year.  In  New  Jersey,  of  1781 


automobile  accidents,  56  per  cent  of  hospital  care 
was  paid.  In  Ohio,  1930,  5 0 per  cent  was  consid- 
ered non-collectable. 

A logical  conclusion  would  be  that  we  seek  to  have 
our  various  states  pass  laws  compelling  automobile 
owners  to  carry  insurance  along  the  line  of  work- 
men’s compensation  laws  at  present  in  force;  to  pro- 
vide a state  board  to  settle  these  cases  instead  of  go- 
ing to  courts;  that  the  settlement  should  take  care  of 
the  hospital  and  medical  cost  of  the  cases;  and  that 
the  state  should  have  a system  to  license  drivers; 
that  we  encourage  the  legislation  committees  of  our 
state  societies  to  carry  this  matter  to  their  legisla- 
tures. 


TISSUE  REACTIONS  TO  THE 
TUBERCLE  BACILLUS 


JOHN  W.  FLINN,  M.  D.,  F.  A.  C.  P„ 
Prescott,  Ariz. 

ZEBUD  M.  FLINN,  M.  D. 
Albuquerque,  N.  M. 


(Read  before  the  Eighteenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, held  at  Albuquerque,  N.  M.,  Dec.  8-10,  1932.) 

For  several  centuries  medical  knowledge  regard- 
ing the  reaction  of  the  animal  body  to  injury  was 
embraced  in  the  single  word  inflammation.  This  con- 
dition was  characterized  by  calor,  tumor,  rubor  and 
dolor.  If  the  injury  was  slight  the  inflammation 
subsided.  If  it  was  severe  it  resulted  in  the  forma- 
tion of  pus,  laudable  or  otherwise.  Even  in  those 
days  a "cold  abscess”  was  also  recognized. 

The  science  of  bacteriology  soon  revealed  several 
pathogenic  microorganisms  as  causes  of  inflamma- 
tion and  pus  formation.  Later  histopathology  dis- 
closed considerable  information  regarding  the  reac- 
tions of  the  individual  tissues  of  the  body  to  dif- 
ferent infections.  Still  later  hematology  has  shown 
that  these  reactions  are  often  reflected  in  the  cell 
content  of  the  blood  stream.  Today  the  skilful 
surgeon  demands  a careful  blood  count  before  oper- 
ating in  many  acute  abdominal  conditions.  A sim- 
ilar count  often  proves  very  helpful  to  the  phy- 
sician in  diagnosing  many  acute  and  chronic  diseases. 

The  disease  tuberculosis  derived  its  name  from  the 
tubercula  or  small  tumors  which  were  early  recog- 
nized as  being  characteristic  of  this  disease.  For 
many  years  after  the  discovery  of  the  tubercle  bacil- 
lus by  Robert  Koch  all  the  histopathologists  could 
ascertain  was  that  these  tubercles  were  composed  of 
epithelioid  cells  (so  called),  with  one  or  more  giant 
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cells  toward  the  center,  and  with  a varying  num- 
ber of  bacilli  scattered  throughout.  About  all  that 
was  known  of  epithelioid  cells  was  that  in  appear- 
ance they  resembled  (as  their  name  implies)  epithel- 
ial cells.  For  number  of  years  a rather  heated  dis- 
cussion was  carried  on  regarding  their  origin  and 
nature. 

It  was  not  until  after  the  introduction  of  supra- 
vital staining  methods  that  Cunningham,  Sabin  and 
their  associates  discovered  their  true  origin  and  sig- 
nificance. These  investigators  found  that  the  epi- 
thelioid cell  is  formed  from  the  monocyte  of  the 
fixed  tissues  of  the  area  surrounding  the  invading 
tubercle  bacilli.  Their  conception  is  that  an  epi- 
thelioid cell  is  simply  an  infected  monocyte  which 
has  become  so  poisoned  by  toxic  material  from  the 
ingested  tubercle  bacilli  that  it  has  lost  its  digestive 
powers,  and  the  bacilli  can  live  within  the  cell  in 
symbiosis. 

The  primary  tissue  reaction  of  the  animal  body  to 
infection  by  tubercle  bacilli,  therefore,  is  an  attack 
on  the  bacilli  by  the  monocytes  of  the  fixed  tissues 
of  the  area  infected.  If  the  number  of  infecting 
bacilli  is  very  small  they  may  all  be  successfully 
phagocytosed  and  digested  by  the  attacking  mono- 
cytes and  no  evidence  of  infection  remains.  If,  how- 
ever, a large  number  of  bacilli  gain  admission  the 
attacking  monocytes  lose  their  digestive  powers,  the 
bacilli  live  and  multiply  in  them,  and  the  monocyte 
becomes  an  epithelioid  cell.  A giant  cell  is  formed 
from  one,  or  possibly  more,  epithelioid  cells. 

When  a considerable  number  of  tubercle  bacilli 
become  localized  in  any  part  of  the  animal  body 
there  are  not  enough  monocytes  in  the  fixed  tissues 
of  this  area  to  attack  successfully  all  the  bacilli.  A 
hurrkd  call  is  then  sent  out  to  blood  forming  organs 
and  a large  number  of  monocytes  are  thrown  into 
the  blood  stream.  These  newly  formed  monocytes 
migrate  from  the  blood  vessels  into  the  fixed  tissues 
of  the  infected  area  and  join  their  older  fellows  in  an 
attempt  to  destroy  the  infecting  bacilli. 

Cunningham,  Sabin  and  their  co-workers  soon  dis- 
covered that  the  number  of  monocytes  in  the  circu- 
lating blood  was  a quite  accurate  index  of  the  epithe- 
lioid cell  production  and  the  tubercle  formation  in 
a laboratory  animal  artificially  inoculated  with  tu- 
bercle bacilli.  These  observations  have  since  been 
confirmed  in  man  by  a number  of  clinicians.' 

When  a tubercle  in  an  infected  animal  goes  on  to 
fibrosis  a number  of  lymphocytes  are  found  inter- 
mixed wi'.h  the  epithelioid  cells  and  the  fibrous  tis- 
sue in  the  outer  layers  of  the  tubercle,  and  also  in 


the  area  surrounding  the  tubercle.  Very  little  has 
yet  been  definitely  proven  about  the  origin  of  fi- 
brous tissue,  and  practically  nothing  has  been  discov- 
ered regarding  the  connection  between  lymphocytes 
and  scar  tissue  formation.  Carrel’s  experiments” 
suggest  that  in  tissue  growth  in  vitro  lymphocytes 
may  be  converted  into  fibroblasts  under  pressure. 
Baitsel  and  his  co-workers6  on  the  other  hand,  claim 
that  fibrous  tissue  is  formed  from  the  intercellular 
elements  of  the  plasma.  Until  further  experimental 
work  has  been  done  one  is  not  justified  in  drawing 
definite  conclusions. 

What  does  seem  to  have  been  quite  well  establish- 
ed, however,  is  that  there  is  a definite  connection 
between  the  lymphocytes  and  a healing  tuberculous 
lesion.  Sabin  and  her  co-workers  found  contantly  a 
large  number  of  lymphocytes  in  the  circulating 
blood  lesion.  So  reliable  an  index  did  they  find 
their  blood  counts  that  they  regarded  their  lympho- 
cyte ratio  as  an  accurate  indication  of  the  progress 
of  tuberculous  disease.  When  the  ratio  was  low 
autopsy  showed  a spreading  tuberculous  lesion.  With 
a high  ratio  a retrogressing  or  healing  lesion  was 
found.  These  and  similar  conclusions  have  been 
confirmed  in  man  by  a number  of  clinicians/  3 4 

When  infection  is  severe  the  tubercle  breaks 
down  at  its  center  and  tuberculous  suppuration  oc- 
curs. In  this  process  a third  cellular  element  pre- 
dominates. Medlar  and  his  associates’  found  that 
when  a large  number  of  monocytes  have  been  de- 
stroyed the  neutrophile  (polymorphonuclear)  cell  is 
attracted  to  the  infected  area  and  assumes  the  chief 
role  in  the  suppurating  process.  These  observers, 
too,  found  that  this  suppurating  process  is  reflected 
in  the  circulating  blood  by  the  presence  therein  of  a 
large  number  of  neutrophiles.  These  conclusions 
have  also  been  confirmed  in  man  by  clinicans. 

Finally,  the  work  of  Medlar  and  his  co-workers 
demonstrated  the  presence  of  monocytes  associated 
with  lymphocytes  in  a healing  tuberculous  lesion. 
They  found  these  monocytes  actively  engaged  in 
phagocytosis  in  the  healing  area.  They  also  found 
an  increased  number  of  monocytes  associated  with 
a large  number  of  lymphocytes  in  the  circulating 
blood  of  animals  having  a tuberculous  healing  lesion. 
In  our  work,  reported  in  detail  elsewhere,  we  have 
recorded  similar  blood  findings  in  "clearing”  pul- 
monary tuberculous  lesions  in  man.9 

SUMMARY 

Tissue  reactions  to  the  tubercle  bacillus  are  prin- 
cipally manifested  in  the  activities  of  the  monocyte, 
the  lymphocyte,  and  the  neutrophile. 
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The  monocyte  is  the  primary  aggressor.  It  acts 
first  as  a phagocyte.  Later  it  becomes  converted 
into  an  epithelioid  cell  and  forms  the  greatest  part 
of  a primary  tubercle.  In  the  healing  process  it  plays 
a less  conspicuous  part,  but  is  associated  with  the 
lymphocyte  and  acts  as  a scavenger  of  inflamma- 
tory products. 

The  lymphocyte  is  definitely  associated  with  the 
healing  process  but  in  exactly  what  way  has  not 
yet  been  demonstrated. 

The  neutrophile  plays  the  chief  role  in  purely  tu- 
berculous suppuration. 

All  these  reactions  are  quite  accurately  reflected 
in  differential  counts  of  the  circulating  blood. 

CONCLUSIONS 

In  uncomplicated  cases  of  active  tuberculosis  care- 
ful differential  blood  counts  may  be  safely  interpre- 
ted as  follows: 

A high  monocyte  count  with  a low  lymphocyte 
count  suggests  a spreading  lesion,  increasing  by  new 
tubercle  formation. 

A high  lymphocyte  count  suggests  a healing  le- 
sion. If  it  is  accompanied  by  an  increase  in  mono- 
cytes it  suggests  that  clearing  (roentgenograph- 
ically  speaking)  is  taking  place  in  addition  to  hard- 
ening. 

A high  neutrophile  count  suggests  a suppurating 
process. 
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INFLAMMATORY  STRICTURE  OF 
THE  URETER  IN  THE  FEMALE 


LEE  M.  MILES,  B.S.,  M.D.,  F.A.C.S. 

Lovelace  Clinic 
Albuquerque,  New  Mexico. 

(Read  before  the  New  Mexico  Medical  Society,  at 
its  Fiftieth  Annual  Meeting,  held  at  Santa  Fe,  N.M., 
May  19-21,  1932.) 

"Ureteral  stricture  or  narrowing  of  the  ureteral 
lumen  due  to  intrinsic  inflammatory  changes  in  the 
ureteral  wall  is  a disease  far  more  common  and  of 


vastly  greater  importance  than  the  literature  or  our 
previous  experience  has  led  us  to  believe.”  With  this 
opening  statement  Hunner,1  in  his  article  entitled 
"Ureteral  Stricture — Report  of  100  Cases,”  opened 
a new  chapter  in  urology.  Prior  to  this  paper  very 
little  had  been  written  about  strictures  of  the  ureter 
and  most  that  had  been  written  dealt  with  congeni- 
tal and  not  with  inflammatory  strictures.  Experi- 
ence of  numerous  urologists  and  gynecologists 
throughout  the  country  bears  out  the  truth  of  Hun- 
ner’s  statement,  namely,  that  ureteral  strictures  oc- 
cupy a very  common  and  important  place  among  dis- 
eases of  the  female  urinary  tract.  It  is  the  purpose  of 
this  paper  to  deal  primarily  with  the  symptomatol- 
ogy and  diagnosis  of  this  condition. 

The  inflammatory  process  which  develops  into  a 
sricture  has  its  origin  in  some  distant,  primary  focus 
of  infection.  This  primary  focus  of  infection  may 
be  the  tonsils,  teeth,  sinuses,  gastro-intestinal  tract, 
or  the  cervix  of  the  uterus.  The  fact  that  stricture 
of  the  ureters  is  much. more  common  in  women  than 
in  men,  points  to  a focus  of  infection  in  women 
which  is  peculiar  to  the  sex,  which  is  probably  the 
cervix  of  the  uterus  or  the  uterus  itself.  The  extreme 
frequency  with  which  we  have  x-ray  evidence  of  in- 
flammatory processes  originating  from  the  cervix  or 
the  uterus  and  spreading  to  the  pelvic  lymph  nodes 
and  the  pelvic  veins,  as  shown  by  calcified  lymph 
nodes  and  phleboliths,  would  seem  to  indicate  that 
the  inflammation  might  readily  involve  the  ureter 
and  the  peri-ureteral  tissue. 

Stricture  may  result  from  an  inflammatory  pro- 
cess which  involves  the  mucosa  of  the  kidney  pelvis 
and  the  ureter,  pyelo-ureteritis,  with  ulceration  and 
infiltration  of  the  ureteral  wall  at  some  point  or 
points.  This  infiltration  with  round  cells  and  fi- 
brous tissue  causes  narrowing  of  the  lumen  of  the 
ureter  with  interference  with  the  normal  flow  of 
urine  and  peristalsis  of  the  ureter.  This  infiltration 
of  the  ureteral  wall  with  round  cells  and  fibroblasts 
constitutes  the  essential  pathology  of  ureteral  stric- 
tures as  described  by  Hunner  and  Wharton"  and  by 
Miles.3  This  intrinsic  inflammatory  process  is  the 
usual  cause  of  strictures  of  the  ureter;  however,  an 
inflammatory  process  entirely  extrinsic  to  the  uri- 
nary tract  may  also  cause  narrowing  of  the  ureters 
and  stricture.  In  two  unreported  cases  the  writer 
encountered  strictures  which  were  unusually  resistant 
to  treatment  by  dilatations.  In  both  of  these  cases 
the  urine  was  constantly  sterile  to  cultures,  negative 
microscopically  and  to  chemical  examination.  Both 
women  gave  a history  of  fever  and  disability  follow- 
ing childbirth,  from  which  time  they  dated  their 
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symptoms.  In  each  case  operation  was  finally  resort- 
ed to,  in  order  to  give  relief  from  pain,  and  in  each 
case  the  ureter  was  found  to  be  surrounded  by  dense 
old  inflammatory  tissue.  Separation  of  the  ureter 
from  this  surrounding  fibrous  tissue  allowed  a 5 mm. 
Hegar  dilator  introduced  into  the  ureter  to  pass  read- 
ily without  resistance  into  the  bladder,  showing  that 
the  ureteral  wall  was  not  primarily  involved  in  the 
inflammatory  process.  The  inflammatory  process  in 
these  cases  was  quite  definitely  a parametritis  which 
had  extended  along  the  blood  vessels  and  lymphatics 
in  the  cellular  tissue  surrounding  the  ureter,  with 
stricture  resulting  from  organization  of  the  inflam- 
matory exudate  surrounding  the  pelvic  portion  of 
the  ureter. 

The  essential  pathology  at  the  site  of  the  stricture 
has  been  mentioned  above.  Pathological  changes  in 
the  kidney  and  ureter  above  the  stricture  are  of  even 
greater  importance  from  the  standpoint  of  health 
than  the  local  changes.  The  kidney  is  able  to  ex- 
crete urine  against  a constantly  maintained  pressure 
of  100  mm.  of  mercury.  If  the  stricture  is  so  narrow 
as  to  cause  a constantly  increased  pressure  in  the 
urinary  tract  above  the  obstruction,  then  certain 
changes  are,  sooner  or  later,  bound  to  occur. 

The  first  change  that  takes  place  is  a hypertrophy 
of  the  muscle  coats  of  the  ureter  and  kidney  pelvis. 
Later,  as  this  pressure  is  maintained  or  increased, 
the  muscle  becomes  thinned  out  and  dilatation  of 
the  ureter  and  pelvis  occurs.  Degeneration  of  the 
kidney  parenchyma  results,  according  to  Hinman 
and  Helper^  from  the  longitudinal  stretching  of 
the  renal  arteries  as  the  result  of  hydronephrosis, 
which  decreases  the  lumen  of  the  vessels  and  dimin- 
ishes the  blood  supply  to  the  kidney.  Renal  ptosis 
and  kinks  of  the  ureters  are  also  a result  of  the  in- 
creased size  and  weight  of  the  hydronephrosis  and 
hydro-ureter.  These  pathological  conditions  are  the 
direct  results  of  stricture  of  the  ureters.  Strictures 
of  the  ureters  are  more  commonly  bilateral  than  uni- 
lateral, though,  if  only  one  ureter  is  strictured,  there 
seems  to  be  a predilection  for  the  right  ureter.  Stric- 
tures also  frequently  occur  at  more  than  one  point 
in  the  same  ureter. 

The  symptoms  of  stricture  of  the  ureter  arc  many 
and  various.  Moreover,  as  this  is  usually  a chronic 
condition,  nearly  every  patient  has  formed  a pretty 
definite  opinion  as  to  just  where  her  trouble  lies. 
Thus,  we  have  the  patient  volunteering  the  informa- 
tion that  she  has  "bilious  attacks,”  gallbladder  trou- 
ble, chronic  appendicitis,  colitis,  "gas  in  the  colon,”  a 
pain  in  the  ovaries,  or  any  other  intra-abdominal  or- 
gan of  which  she  knows  the  name  and  location.  The 


multiplicity  of  complaints  and  symptoms  is  confus- 
ing and  many  a needless  abdominal  operation  has 
been  done  to  give  relief,  some  organ  or  organs  being 
removed  without  in  the  least  ameliorating  the  con- 
dition. Trixier  and  ClaveF  have  referred  to  this  va- 
riety of  symptoms  under  the  head  of  "the  retro- 
peritoneal syndrome”  and  they  cite  from  experi- 
mental work  that  the  reflexes  arising  from  a kidney 
and  ureter  which  are  the  site  of  increased  pressure 
may  be  classified  as:  (1)  Reno-gastric  reflexes  af- 
fecting the  stomach  both  as  to  motility  and  secre- 
tory activity,  sometimes  being  excitatory  and  some- 
times inhibitory  in  character;  (2)  reno-intestifial  re- 
flexes— the  colon  being  particularly  sensitive  to  these 
stimuli  which  may  be  either  motor  or  inhibitory;  (3) 
peritonism  of  renal  origin — a condition  closely  re- 
sembling peritonitis  without  the  fever. 

Pain  is  the  predominant  symptom  of  ureteral  stric- 
ture and  in  about  5 0 per  cent  of  cases  the  pain  is  re- 
ferred by  the  patient  to  some  part  of  the  urinary 
tract.  Frequency  of  urination,  pain  on  urination, 
extreme  urgency  of  urination,  incontinence  of  urine 
on  coughing,  sneezing,  or  straining,  and  pain  in  the 
region  of  the  kidneys,  are  the  usual  compliants  which 
are  referable  to  the  urinary  organs.  Acute  or  chron- 
ic cystitis  is  frequently  associated  with  strictures. 
Pain  not  referred  by  the  patient  to  the  urinary  or- 
gans may  be  located  anywhere  from  the  diaphragm 
to  the  feet.  The  most  usual  site  of  pain  is  in  the 
pelvis  somewhat  lateral  to  the  mid-line.  Because  of 
the  location  of  this  pain,  it  is  frequently  interpreted 
as  ovarian  in  origin.  This  pain  may  be  sharp  and 
cutting  or  a dull  ache,  it  may  be  worse  on  standing, 
though  many  complain  particularly  of  the  pain  while 
sitting  down.  Many  women  complain  of  dysmenor- 
rhea, but  a careful  history  will  bring  out  the  fact 
that  the  pain  at  the  periods  is  merely  an  exaggera- 
tion of  the  pain  which  occurs  throughout  the  month. 
Pain  referred  from  the  original  site  is  frequently  no- 
ticed and  the  most  common  sites  for  this  referred 
pain  arc  the  sacro-iliac  joint,  the  hip  joints,  and 
along  the  course  of  the  sciatic  nerve.  Fetterman* 
recently  reported  ten  cases  with  pain  referred  down 
the  thighs  and  extending  even  as  far  as  the  heel.  This 
referred  pain  disappeared  after  appropriate  treatment 
of  the  ureteral  condition. 

The  symptoms  caused  by  ureteral  strictures  are 
subject  to  periods  of  remission  and  exacerbation. 
This  is  noted  particularly  in  that  group  of  symptoms 
accompanying  the  menstrual  periods:  the  dull  aching 
or  nagging  pain  that  lasts  throughout  the  month  be- 
comes acute  with  the  peri-ureteral  congestion  which 
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occurs  at  the  monthly  periods.  In  this  type  of  stric- 
ture the  obstruction  is  likely  to  be  low  in  the  ureter, 
either  in  the  broad  ligament  region  or  in  the  bladder 
wall. 

The  symptoms,  other  than  dysmenorrhea,  caused 
by  stricture  are  also  subject  to  variations  in  inten- 
sity, depending  upon  the  general  state  of  health  of 
the  individual.  Over-work,  worry,  acute  attacks  of 
coryza  or  tonsillitis,  and  extraction  of  abscessed 
teeth,  or  removal  of  other  foci  of  infection — all  tend 
to  increase  the  intensity  of  the  pain. 

The  physical  findings,  while  not  pathognomonic, 
give  fairly  definite  evidence  of  disease  of  the  urinary 
tract  and  are  suggestive  of  the  nature  of  the  trouble. 
Complete  abdominal  palpation  is  carried  out  in  every 
case  and  the  following  points  are  especially  noted. 
(1)  Palpation  of  the  kidneys.  With  one  hand  at  the 
costovertebral  angle  posteriorly  and  the  other  hand 
anteriorly  just  below  the  costal  margin,  the  patient 
is  asked  to  inhale  deeply.  The  lower  pole  of  the 
right  kidney  is  normally  palpable.  By  this  maneuver, 
the  size  and  mobility  of  the  kidney  may  be  deter- 
mined and  any  unusual  tenderness  of  that  organ,  or 
referred  from  it,  can  be  discovered.  If  there  is  any 
marked  degree  of  hydronephrosis  present,  pressure  on 
the  kidney  will  be  painful  and  will  usually  cause  a 
pain  in  the  pelvis  at  the  site  of  stricture  and  will 
also  cause  a desire  to  urinate,  due  to  the  volume  of 
urine  forced  into  the  bladder.  (2)  The  ureters  cross 
the  pelvis  at  a point  about  an  inch  and  a half  lateral 
to  and  about  one  inch  below  the  umbilicus.  Pressure 
at  these  points  usually  elicits  tenderness  and  possibly 
a desire  to  void.  On  the  right  side  this  point  is  medial 
to  McBurney’s  point.  In  cases  of  stricture  of  the 
ureter,  there  is  pain  but  no  muscle  spasm,  because 
there  is  no  peritoneal  inflammation.  (3)  Pressure 
deep  into  the  pelvis  lateral  to  the  mid-line  causes 
pain  and  desire  to  urinate,  but  no  muscle  spasm  as 
in  salpingitis.  (4)  Vaginal  examination.  Biman- 
ual pressure  usually  elicits  pain  over  the  trigone 
region  of  the  bladder,  for  in  most  cases  of  stricture 
of  the  ureter  there  is  an  accompanying  trigonitis. 
The  lower  portion  of  the  ureter,  from  the  bladder 
beyond  the  broad  ligaments,  may  be  palpated  in  a 
great  many  normal  women  and,  in  cases  of  stricture 
of  this  portion  of  the  ureter,  it  may  be  quite  readily 
palpated  as  a firm,  cordlike  structure.  Pressure  on 
this  thickened  ureter  is  always  very  painful  and  fre- 
quently draws  the  remark  from  the  patient  that 
"there  is  where  I have  my  pain.” 

The  results  of  urine  examination  are  disappointing 
in  most  cases.  Hunner  reports  about  3 3 per  cent  of 


positive  urine  cultures,  5 0 per  cent  as  containing  a 
few  leukocytes,  a few  erythrocytes,  a few  casts,  a 
trace  of  albumin  or  a combination  of  two  or  more 
evidences  of  some  pathological  condition  of  the 
urinary  tract,  and  30  per  cent  of  completely  nega- 
tive urines.  The  combined  experience  of  others 
working  with  this  condition  corroborates  these  fig- 
ures cited  by  Hunner. 

The  final  diagnosis  of  stricture  of  the  ureter  can 
be  made  only  by  thorough  examination  of  the  en- 
tire urinary  tract  by  means  of  the  cystoscope,  uret- 
eral catheterization,  x-ray  study  of  the  urinary  tract 
both  before  and  after  instillation  of  an  opaque  med- 
ium, and  in  many  cases  the  further  exploration  of 
the  ureters  with  bulbed  catheters.  Pyelo-ureterog- 
raphy  is  the  one  most  valuable  adjunct  to  diag- 
nosis, for  when  positive  it  gives  visual  evidence  of 
dilatation  of  the  kidney,  pelvis,  or  the  ureter,  and 
also  shows  definitely  the  location  of  the  zone  of 
narrowing  in  the  ureter.  Unfortunately,  in  many 
instances  the  pyelo-ureterograms  do  not  show  defi- 
nite evidence  of  stricture  or  dilatation  of  the  upper 
urinary  tract.  Many  urologists  and  roentgenologists 
refuse  to  diagnose  strictures  of  the  ureter  unless 
there  is  x-ray  evidence  of  dilatation  of  the  kidney 
pelvis  or  the  ureter.  There  has  been  much  discussion 
as  to  whether  or  not  a stricture  can  exist  without 
visible  evidence  of  dilatation  of  the  urinary  tract 
above  the  stricture  site.  In  the  early  stages  of  stric- 
ture formation,  there  can  undoubtedly  be  a narrow- 
ing of  the  ureteral  lumen,  sufficient  to  produce 
symptoms  without  dilatation  occurring.  In  fact 
some  of  the  most  painful  strictures  show  no  dilata- 
tion, and  the  capacity  of  the  upper  urinary  tract,  as 
determined  by  instillation  of  fluid,  may  be  less  than 
normal.  This  apparent  paradox  is  caused  by  a 
marked  spastic  condition  of  the  ureter  and  pelvis 
which  resists  dilatation.  Conversely,  many  of  the 
old  stricture  cases,  with  huge  sac-like  hydronephrotic 
kidneys,  give  rise  to  very  few  symptoms.  The  kid- 
ney pelvis,  and  ureter  have  given  up  the  struggle 
and  have  become  resigned  to  their  sad  fate.  In  these 
cases  without  dilatation,  we  have  more  positive  evi- 
dence than  the  x-ray  can  give,  and  diagnosis  of 
stricture  can  be  made  and  information  about  the 
upper  passages  obtained  without  its  use.  Intraven- 
ous pyelography  with  iopax  and  uroselectan,  while 
very  popular  at  the  moment,  is  an  unsatisfactory 
substitute  for  retrograde  catheterization  and  instilla- 
tion of  radio-opaque  material.  Its  use  should  be  lim- 
ited to  those  cases  in  which  ureteral  catheterization  is 
either  impossible  or  contra-indicated. 
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With  a small  plain  catheter  in  the  ureter  and  a 
catheter  in  the  urethra,  some  readily  recognizable 
solution  is  gently  instilled  into  the  kidney  and 
ureter.  The  capacity  of  the  upper  urinary  tract  is 
noted  during  injection  and  also  the  urethra  catheter 
is  watched  to  detect  return  of  the  solution  per  blad- 
der. The  normal  kidney  and  ureter  will  hold  up  to 
10.5  cc.  of  solution  without  return  per  bladder.  If 
the  volume  of  fluid  instilled  without  return  is  12 
cc.  or  over,  it  indicates  dilatation  of  the  pelvis  and 
upper  ureter.  The  symptoms  produced  by  catheter- 
ization and  instillation  of  fluid  are  very  important. 
Passage  of  the  catheter  may  cause  typical  pain  at 
the  stricture  site  and  instillation  of  the  fluid  will 
probably  cause  typical  pain  in  the  back  or  kidney. 
Patients  frequently  state  very  positively  that  the 
pain  caused  by  these  methods  is  "my  old  pain.”  At 
subsequent  examinations  or  treatments,  a wax  bulb  is 
placed  on  the  catheter  and  the  same  procedure  is 
carried  out  with  the  added  information  gained  on 
withdrawal  of  the  catheter.  As  the  wax  bulb  en- 
counters the  stricture,  very  marked  resistance  is  felt. 
This  "hang”  is  typical  of  stricture  and  causes  pain 
at  the  stricture  site,  which  is  again  definitely  as- 
sociated with  the  "old  pain”  by  the  patient.  The 
catheter  is  marked  at  the  external  urethral  meatus 
and  withdrawn,  and  the  distance  from  the  meatus 
to  the  bulb  marks  the  location  of  the  stricture.  It 
is  not  unusual  to  find  several  points  of  resistance 
on  withdrawal  of  the  bulbed  catheter.  There  are 
three  points  at  which  the  normal  ureter  is  narrowed; 
these  are  at  the  uretero-pelvic  junction,  just  below 
the  pelvic  brim,  and  in  the  bladder-wall  portion  of 
the  ureter.  The  normal  ureter  will  admit  of  the 
passage  of  a 5 mm.  bulb  with  very  little  resistance 
even  at  these  physiologically  narrow  points.  Stric- 
ture rarely  occurs  at  these  points.  Urine  specimens 
for  culture,  chemical  and  miscroscopic  examination, 
are  collected  at  the  first  examination  and  functional 
tests  of  the  kidneys  may  be  performed  if  indicated. 

The  reaction  of  the  patient  following  passage  of 
bulbed  catheters  or  other  intra-ureteral  procedures  is 
also  of  diagnostic  importance.  An  individual  with 
normal  ureters  rarely  has  any  severe  reaction  to  uret- 
eral catheterization.  The  first  passage  of  a plain 
catheter  or,  more  surely,  a bulbed  catheter,  through 
a strictured  ureter  is  always  followed  by  a very  se- 
vere reaction  which  consists  of  severe  pain  in  the 
stricture  site  and  in  the  upper  urinary  tract.  This 
pain  may  be  so  severe  as  to  lead  the  patient  and  the 
doctor  to  believe  that  a ureteral  stone  is  being  passed. 
The  pain  may  last  as  long  as  24  hours  or  even  longer 


in  some  cases.  This  severe  reaction  is  the  result  of 
trauma  to  the  walls  of  the  ureter  at  the  site  of  the 
stricture  and  the  subsequent  edema,  which  tempor- 
arily occludes  the  ureter  almost  completely.  As  this 
edema  subsides,  the  caliber  of  the  stricture  having 
been  enlarged  by  the  bulbed  catheter,  the  patient, 
after  the  severe  reaction  passes,  has  considerable  re- 
lief, not  only  from  the  reaction  pain  but  from  the 
"old  pain”  as  well. 

Treatment  of  ureteral  stricture  is  important:  (1) 
to  relieve  the  patient  of  pain  and  disability;  (2)  to 
prevent  permanent  and  increasing  damage  to  the 
renal  parenchyma,  which  will  surely  result  if  in- 
creased pressure  is  allowed  to  continue;  (3)  to  pro- 
vide adequate  drainage  in  frankly  infected  cases;  (4) 
to  dilate  the  stricture  in  the  same  manner  as  stric- 
tures in  other  hollow  organs  are  treated,  so  as  to 
maintain  an  open  and  unobstructed  passage  for  urine 
from  the  kidney  to  the  bladder.  To  accomplish  these 
ends,  systematic  treatment  must  be  instituted  and  the 
strictures  may  be  successfully  passed  by  bulbs  of  5% 
to  5 M:  mm.  in  diameter.  At  the  same  time  these 
treatments  are  carried  out,  foci  of  infection  in  other 
parts  of  the  body  should  be  eliminated.  Infection  of 
the  urinary  tract  is  treated  with  instillations  of  mer- 
curochrome  or  silver  nitrate  through  the  ureteral 
catheters  and  by  the  customary  urinary  antiseptics 
by  mouth,  such  as  hexenamine,  caprokol,  pyridium, 
malophene,  serenium  combined  with  acid  or  alkali, 
as  the  condition  indicates. 

Operative  treatment  of  strictures  is  rarely  neces- 
sary, though  in  some  instances  of  undilatable  ob- 
struction, transplantation  of  the  ureter  into  the  blad- 
der or  surgical  separation  of  the  ureter  from  sur- 
rounding inflammatory  tissue,  may  be  necessary.  In 
neglected  cases  nephrectomy  may  be  the  only  means 
of  giving  relief,  and  in  certain  cases  of  pyelone- 
phritis and  infected  hydronephrosis.  But  in  all  cases 
treatment  by  dilatation  should  be  given  a fair  trial, 
as  Hinman  and  Morrison'  have  shown  that  the  kid- 
ney shows  remarkable  powers  of  resumption  of  func- 
tion if  the  obstruction  is  adequately  relieved.  The 
prognosis  of  ureteral  strictures  depends  on  the  skill 
and  tact  of  the  physician  and  the  perseverance  of  the 
patient.  Relief  from  pain  and  prevention  of  dam- 
age to  the  kidney  can  be  accomplished  in  most  cases 
that  are  adequately  treated.  It  is  impossible  in  any 
given  case  to  state  the  exact  number  of  treatments 
necessary  to  accomplish  the  desired  result.  Many 
cases  are  entirely  cleared  up  with  a few  treatments, 
others  require  many.  The  end  results  are  as  a rule 
gratifying  to  the  patient.  Hunner7  reported  29  per 
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cent  complete  cures,  5 0 per  cent  much  improved,  1 5 
per  cent  improved,  and  6 per  cent  unimproved,  in 
a report  based  on  the  patients’  own  opinion  of  the 
results  of  treatment.  In  my  experience,  over  5 0 per 
cent  of  patients  can  be  improved  in  condition  to  the 
point  that  treatments  are  necessary  only  at  long  in- 
tervals, and  a number  can  be  classed  as  permanently 
cured. 

CASE  REPORTS 

Case  I.  Mrs.  G.  J.,  married,  no  pregnancies,  age 
32,  first  seen  Oct.  9,  1931. 


Figure  1.  Case  I.  Note  ptosis  of  kidney,  tor- 
tuous course  of  ureter,  dilatation  of  kidney  pelvis 
and  ureter  and  stricture  of  ureter  in  mid  pelvis. 

C.  C.  Pain  in  right  kidney  iand  bladder,  of  two 
years’  duration.  Biliousness  and  much  gas  in  in- 
testinal tract.  There  was  marked  frequency  of 
urination  and  pain.  Past  history:  Pulmonary  tu- 

berculosis— -said  to  have  been  an  “arrested  case” 
for  four  years.  Salpingectomy. 

Physical  Examination  : Right  kidney  large,  pain- 
ful on  pressure;  tenderness  along  course  of  both 
ureters,  more  marked  on  right,  base  of  bladder  and 
along  right  ureter.  Cystoscopy,  Oct.  27,  1931. 
Urethra  dilates  with  difficulty,  bladder  mucosa  in- 
flamed, two  ulcers  about  8 mm.  in  diameter  on  pos- 
terior wall.  Right  ureter  catheterized  with  much 
difficulty  because  of  edema  and  papilla-like  pro- 
cesses around  orifice.  Severe  pain  was  experienced 
on  passage  of  catheter. 

Phenolsulphonphthalein  test:  Right  kidney  12 

per  cent  in  15  minutes,  left  kidney  18  per  cent  in 
15  minutes;  urine  analysis  showed  numerous  leuko- 
cytes and  an  occasional  red  cell;  chemical  exam- 
ination was  negative.  Cultures  were  negative  and 
guinea  pig  inoculation  was  negadive  after  two 
months.  Pyelogram  was  taken  which  showed  mark- 
ed dilatation  of  the  right  kidney  pelvis,  ptosis  of 
the  kidney  with  tortuous  ureter,  which  is  dilated 
to  bladder-wall  region  (Fig.  1). 


While  waiting  for  the  guinea  pig  inoculation  re- 
sult, no  treatments  were  done.  Jan.  4,  1932,  cys- 
toscopy with  passage  of  3%  mm.  bulb  through 
right  ureter.  Ten  per  cent  silver  nitrate  was  ap- 
plied to  the  bladder  ulcers.  Firm  resistance  to 
withdrawal  of  the  bulb  in  the  bladder-wall  region. 

Patient  had  severe  reaction  to  treatment.  Cys- 
toscopy was  performed  on  Jan.  12,  19,  26,  Feb.  3 
and  10,  with  much  relief.  Still  had  severe  reaction 
after  each  treatment  but  was  generally  improved, 
bladder  ulcers  healed,  stricture  now  admits  passage 
of  a 5 mm.  bulb.  No  treatments  in  March  because 
of  feeling  so  much  better.  In  April  two  abscessed 
teeth  were  removed,  with  a severe  return  of  pain. 
Returned  April  18  for  cystoscopy — 4%  mm.  bulb 
passed  with  a great  deal  of  resistance  both  on 
insertion  and  withdrawal.  This  treatment  was  fol- 
lowed by  the  most  severe  reaction  of  any  treatment. 
Has  had  no  further  treatment  as  she  is  having  sev- 
eral more  abscessed  teeth  removed.  The  reaction 
to  extraction  and  following  cystoscopy  near  time 
teeth  were  extracted,  would  seem  to  point  to  teeth 
as  focus  of  infection.  Further  treatment  will  be 
given  as  soon  as  foci  are  removed  and  healed. 


Figure  2.  Case  II.  Note  ptosis  of  kidney,  dila- 
tation of  kidney  pelvis,  and  ureter,  double  kink  of 
ureter  near  kidney  with  dilatation  below  kinks,  and 
stricture  of  ureter  below  pelvic  brim. 

Case  II.  Mrs.  L.  D.,  married,  V-gravida,  age  36. 
Complains  of  bilious  spells,  much  gas  indigestion, 
pain  in  upper  abdomen  which  radiates  to  the  back, 
and  a sharp  pain  in  the  right  side  of  the  pelvis. 
Neither  pain  referred  by  patient  to  urinary  tract. 
Gallbladder  x-ray  and  oonfplete  gastro-intestinal 
x-ray  study  showed  no  pathology.  Urine  analysis 
negative.  Cystoscopy  and  pyelo-ureterograms 
showed  two  kinks  of  the  right  ureter  near  the  kid- 
ney pelvis  and  the  ureter  below  the  kinks  dilated 
(Fig.  2).  Stricture  in  pelvic  portion  of  the  right 
ureter.  This  patient  has  had  no  further  treatment 
but  will  be  treated  later. 
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Figure  3.  Case  III.  Note  blurring  of  calices 
right  kidney  and  only  a slight  dilatation  of  both 
ureters  near  pelvic  brim,  and  narrowing  in  mid 
pelvis. 

Case  III.  Mrs.  G.  B.,  married,  nullipara,  age  37. 
Has  been  rather  a chronic  invalid  for  years.  Op- 
erative history:  appendectomy,  tonsillectomy,  cu- 
rettage, and  suspension  of  uterus.  Complains  of 
pain  in  both  kidneys  and  bladder;  pain  radiates  to 
both  thighs.  Severe  pain  of  only  two  weeks’  dura- 
tion, but  has  had  several  attacks  of  this  pain  in  the 
last  few  years.  Has  frequent  urination  and  much 
gas  pain.  Cystoscopy  and  pyelography;  no  marked 
dilatation  of  either  kidney  pelvis  and  moderate 
spindle-shaped  dilatation  of  left  ureter  (Fig.  3). 
Culture  of  urine  yielded  staphylococcus  on  both  sides. 
Urine  contained  many  pus  cells.  Subsequent  cys- 
toscopy with  passage  of  bulbed  catheters  4 mm.  di- 
ameter, showed  a firm  hang  on  withdrawal  at  8 
cm.  from  the  urethral  orifice,  making  the  stricture 


Figure  4.  Case  IV.  Both  ureters  show  spindle- 
shaped  dilatation  at  several  points,  with  definite 
strictures  in  broad-ligament  region. 


in  the  broad  ligament  region.  Patient  had  severe 
reaction  to  both  of  these  examinations  but  two  di- 
latations later,  with  4%  and  4%  mm.  bulbs,  were 
not  followed  by  much  pain  and  the  general  condi- 
tion of  the  patient  has  improved  remarkably. 

Case  IV.  Miss  R.  B.  nullipara,  age  39.  Com- 
plains of  frequency  of  urination,  pain  in  right  side 
of  pelvis  and  back,  marked  dysmenorrhea,  ina- 
bility to  sleep,  and  loss  of  appetite.  These  symp- 
toms have  been  of  long  duration.  Urine  negative 
chemically  and  miscroscopically.  Cystoscopy  show- 
ed no  involvement  of  bladder  mucosa  except  around 
ureteral  orifices,  which  were  inflamed  and  edema- 
tous. There  was  much  more  than  normal  resist- 
ance to  passage  of  plain  catheters.  Pyelograms 
showed  slight  dilatation  of  both  ureters  (Fig.  4). 
Subsequent  passage  of  bulbed  catheters  3%  mm. 
diameter,  showed  much  resistance  to  both  inser- 
tion and  withdrawal  at  8 cm.  Right  kidney  holds 
15  cc.  solution  without  return  and  the  left  kidney 
held  25  cc.  but  with  return  per  bladder.  Treat- 
ments at  weekly  intervals  resulted  in  satisfactory 
opening  of  the  strictures.  Bulbs  were  increased  in 
size  as  follows:  3%,  4,  4%,  4%,  5 mm.  Symptoms 
became  less  and  the  patient  returned  to  her  home 
in  New  York,  having  gained  in  weight  and  strength 
and  feeling  greatly  relieved. 


Figure  5.  Case  V.  Right  ureter  shows  narrow 
zone  near  fourth  lumbar  vertebra  and  also  below 
pelvic  brim. 

Case  V.  Mrs.  R.  L.  N.,  Ill-para,  age  32.  Com- 
plains of  gas  in  her  stomach  of  three  months  dura- 
tion, pain  in  right  side  of  pelvis,  which  radiates  to 
upper  lumbar  region,  no  urinary  symptoms.  Urine 
negative.  Gallbladder  and  gastro-intestinal  x-ray 
studies  showed  a bi-lobed  gallbladder,  which  ap- 
parently was  normal  in  function,  and  slight  spas- 
ticity of  the  colon.  Cystoscopy  and  pyelography 
showed  a right  ureter  moderately  dilated  in  the 
pelvic  portion  (Fig.  5),  but  the  capacity  of  the 
upper  urinary  tract  was  only  10  cc.  Passage  of 
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catheter  and  instillation  of  fluid  very  definitely 
caused  her  “old  pain.”  Left  ureter  examined  later 
showed  moderate  narrowing,  but  a AV2  mm.  bulb 
passed  with  no  great  resistance.  Four  treatments 
of  the  right  ureter  with  bulbs'  graduated  from  3% 
to  4%  mm.  showed  at  first  with  the  smaller  bulbs 
a very  pronounced  resistance  to  withdrawal  in  the 
broad-ligament  region,  while  the  large  bulbs  after 
repeated  dilatations  showed  very  little  resistance 
and  there  was  free  return  of  injected  fluid  per 
bladder  catheter.  Six  treatments  in  all  resulted  in 
marked  improvement.  Has  had  no  "treatments 
since  April  5th. 


Figure  6.  Case  VI.  Note  marked  dilatation  of 
both  kidney  pelves  with  rotation  of  right  kidney, 
dilatation  of  both  ureters  and  stricture  below  pelvic 
brim  in  right  ureter  and  in  mid  pelvic  region  of  left 
ureter. 

Case  VI.  Miss  M.  L.,  nullipara,  age  26.  Came 
to  the  Clinic  with  a previous  diagnosis  of  bilateral 
ureteral  stricture.  She  complained  only  of  pain  in 
her  back  at  the  costovertebral  angle,  and  dysmen- 
orrhea. She  has  had  tuberculosis  but  is  not  a 
cured  case.  Cystoscopy  with  bulbed  catheters  4% 
mm.  diameter  resulted  in  passage  through  the  left 
ureter  with  considerable  resistance  and  hang  on 
withdrawal  at  15  and  9 cm;  on  the  right  side  the 
bulb  completely  obstructed  at  about  12  cm.  and 
could  not  be  passed  further.  A week  later  a 4% 
mm.  bulb  would  not  pass  the  right  ureter,  while  a 
5 mm.  bulb  passed  the  left  ureter  with  resistance. 
A week  later  a 4Vs  mm.  bulb  passed  through  the 
right  stricture  area  with  much  resistance  and  on 
withdrawal  several  points  of  resistance  were  noted, 
beginning  at  15  cm.  and  down  to  9 cm.  This  pa- 
tient has  been  very  faithful  and  persistent  and  has 
had  in  all  sixteen  treatments.  The  left  ureteral 
stricture  has  been  successfully  dilated  so  as  to  per- 
mit the  passage  of  a bulb  5%  mm.  in  diameter 
without  great  resistance.  The  right  stricture  has 
been  very  resistant  to  treatment.  On  the  last  oc- 
casion of  treatment,  April  25th,  a 5 mm.  bulb  was 


introduced  through  the  right  ureter  but  on  with- 
drawal the  plastic  wax  of  the  bulb  was  found  to 
be  reduced  to  4%  mm.  diameter.  Pyelograms  show 
the  dilated  condition  of  both  kidney  pelves  and  both 
ureters  (Fig.  6).  Cultures  of  urine  and  micro- 
scopic examination  of  urine  have  been  constantly 
negative.  The  patient  does  not  think  she  has  been 
much  improved  by  treatment. 

These  six  cases  are  presented  as  typical  of  this  con- 
dition. Seven  other  csases  of  stricture  have  been  di- 
agnosed and  treated  during  the  past  six  months.  The 
fact  that  so  many  cases  of  ureteral  stricture  have 
been  encountered  in  so  short  a period  of  time,  indi- 
cates that  the  condition  is  far  from  uncommon. 

The  condition  is  characterized  by  rather  indefinite 
but  suggestive  symptoms  and  quite  definite  physical 
findings.  Stricture  of  the  ureter  can  be  definitely 
diagnosed  by  a systematic  search  of  the  upper  urin- 
ary tract  and  in  most  instances  treatment  is  success- 
ful in  relieving  symptoms  and  in  dilating  the  nar- 
rowed zone  of  the  ureters  so  as  to  permit  free  flow 
of  urine  to  the  bladder,  thus  preventing  further  dam- 
age to  the  kidneys. 
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DISCUSSION 

DR.  HAROLD  T.  LOW,  (Pueblo,  Colo.):  I want 
to  take  this  opportunity  to  thank  the  program 
committee  for  the  invitation  to  attend  this  session 
and  listen  to  these  wonderful  papers.  Especially  do 
I want  to  thank  them  for  the  opportunity  of  dis- 
cussing this  very  interesting  paper  which  Dr. 
Miles  has  presented.  If  I were  only  to  read  his 
paper  and  not  see  his  slides,  I might  take  a little 
different  attitude  on  the  subject.  1 realize  that 
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Dr.  Miles  is  a Hunner  enthusiast.  Since  1910,  when 
Hunner  first  brought  up  the  subject  of  ureteral 
strictures,  he  has  brought  discussion  into  the  uro- 
logical world  which  has  stirred  up  a world  of  strife, 
and  this  has  resulted  in  the  formation  of  two 
schools  of  thought.  I cannot  subscribe  to  all  that 
Dr.  Miles  has  said,  but  he  has  covered  his  subject 
in  detail  very  well  from  a urological  standpoint. 
In  the  past  twelve  years  it  has  been  the  custom 
in  our  clinic  in  making  diagnosis  in  all  character 
of  abdominal  pain  to  consider  ureteral  stricture, 
and  we  have  learned  from  experience  that  this  is  a 
very  frequent  condition  and  often  the  cause  of  ill- 
defined  abdominal  pain.  Some  33  per  cent  of  all 
renal  pathology  give  absolutely  no  symptoms  ref- 
erable to  the  urinary  tract,  but  make  up  your 
minds  to  it,  if  unable  to  diagnose  gallbladder  or 
chronic  appendicitis,  even  though  the  urological 
history  may  be  difficult  to  obtain,  the  urologist 
will  check  up  and  find  the  cause.  Dr.  Miles  show- 
ed some  very  interesting  slides,  which  were  picked 
out  from  a large  series  of  ureteral  strictures  of 
the  clinical  types. 

DR.  DWIGHT  W.  RIFE  (Santa  Fe,  N.  M.) : I 

suppose  that  this  condition  is  something  that  we 
general  practitioners  will  continue  to  miss  because 
we  are  not  G.  U.  minded.  However,  some  of  us 
have  to  do  this  work  for  patients  who  may  neither 
be  inclined  to  visit  the  G.  U.  specialists  or  have 
sufficient  funds  to  travel  to  the  centers  of  higher 
learning.  Dr.  Miles  is  certainly  to  be  congratu- 
lated on  his  splendid  paper  and  slides. 

DR.  MILES  (closing) : I am  inclined  to  believe 

that  Dr.  Low  is  something  of  a Hunner  enthusiast 
himself.  He  made  one  point  which  is  particularly 
important  when  he  says  to  rule  out  other  intra- 
abdominal conditions.  In  most  of  these  cases  we 
went  to  that  trouble.  Most  of  these  patients  have 
had  multiple  operations — gallbladder,  salpingotomy, 
operations  for  adhesions,  etc.,  and  usually  when 
they  wake  up  after  an  operation  they  seem  im- 
proved, but  the  old  pain  returns  after  a few  days. 
This  would  signify  that  the  best  treatment  is  rest 
in  bed,  in  any  case.  I believe  that  symptoms  and 
physical  findings  of  diseases  of  the  urinary  tract 
are  at  least  suggestive  enough  so  that  the  general 
practitioner  ought  to  have  a definite  idea  that 
there  is  disease  of  the  urinary  tract  regardless  of 
urinary  findings,  which  may  be  suggestive  yet  not 
necessarily  the  accompaniment  of  urinary  tract 
diseases.  I believe  that  we  could  save  patients  lots 
of  expense  not  to  put  them  through  exhaustive 
G.  U.  studies,  x-ray  findings,  etc.,  if  we  would 
jump  at  the  conclusion  of  urinary  tract  involve- 
ment and  investigate  that  first,  instead  of  after 
we  have  exhausted  our  patient’s  strength  and  pock- 
et-book. My  particular  point  has  been  to  bring  out 
treatment  before  we  get  very  marked  kidney  dam- 
age. We  should  diagnose  these  strictures  early 
and  treat  them  early  before  we  get  extensive  kidney 
damage. 
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(Read  by  Title  at  the  Seventeenth  Annual  Meet- 
ing of  the  Medical  and  Surgical  Association  of  the 
Southwest,  held  at  Phoenix,  Arizona,  Dec.  4,  1931.) 

Our  purpose  in  presenting  this  study  is  to  point 
out  once  more  the  necessity  for  utilizing  all  modern 
diagnostic  aids  and  methods  in  the  practice  of  medi- 
cine and  surgery  among  infants  and  children,  and 
especially  so,  in  those  obscure  and  baffling  condi- 
tions which  arise  in  the  genito-urinary  system  and 
which,  in  times  past,  were  allowed  to  progress  to 
fatal  termination,  or  were  treated  haphazardly  into 
chronic  invalidism. 

It  was  natural,  in  a way,  that  there  should  be  con- 
siderable reluctance  and  even  prejudice  on  the  part 
of  the  attending  physicians  to  submit  their  little  pa- 
tients to  procedures  which  they  considered  very  pain- 
ful, exhausting  and  even  dangerous  to  older  indi- 
viduals. Urologists  struggled  for  many  years  to 
overcome  this  prejudice  and  fear  in  regard  to  adults 
and  successfully  . It  has  been  a slow  process  to  sur- 
mount the  difficulties  presented  by  the  anatomical 
structure  of  the  child,  and  slower  still,  the  winning 
of  our  colleagues  to  avail  themselves  of  this  very 
skillful  diagnostic  and  therapeutic  work.  The  ex- 
perienced well-trained  pediatrician  was  the  first  to 
make  use  of  this  new  aid;  and  his  example  and  ad- 
vice, in  consulting  practice,  has  led  many  of  the 
skeptical  surgeons  and  practitioners  to  seek  the  aid 
of  the  urologist  in  solving  their  problems  in  the 
young. 

We  wish  to  emphasize  the  desirability  and  neces- 
sity for  skilled  urological  work  in  this  field  and  to 
show  by  comparison  with  the  work  presented  in  arti- 
cles published  from  the  large  centers  of  population, 
that  the  doctors  of  this  section  have  evidently  made 
frequent  use  of  its  advantages;  so  that  there  is  scarce- 
ly any  type  of  urological  condition  which  may  arise 
in  children,  that  has  not  been  referred  for  diagnosis 
or  treatment.  This  presentation  will  endeavor  to 
show,  by  short  summaries  of  case  records  and  radio- 
graphs, many  fairly  typical  examples  of  the  lesions 
occurring  in  the  kidney,  ureter,  bladder,  and  urethra. 
Lesions  of  the  prostate  are  very  rare  in  children,  but 
we  have  had  one  interesting  case  of  a tumor  of  the 
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prostate  in  a four-year-old  boy.  The  pathological 
specimen  revealed  the  tumor  to  be  sarcoma. 

MALIGNANT  TUMORS 

Large  abdominal  tumors  occurring  in  infants  or 
children  are  not  very  frequently  met  with,  but  when 
they  are  seen,  especially  in  the  upper  abdomen,  with 
fever  and  loss  of  weight,  the  consideration  of  kidney 
malignancy  is  usually  justified;  although  recent  arti- 
cles in  pediatric  literature  describe  tumors  of  the 
liver,  ovaries,  small  intestine  and  bladder.  All  these 
large  tumors  of  the  kidney  are  called  carcinomas, 
although  really  they  are  mixed  tumors  of  Wilms. 
Ordinarily  the  diagnosis  is  made  on  the  physical  ex- 
amination, loss  of  weight,  pain  and  fever.  Frequent- 
ly ascites  is  present.  But  unlike  kidney  tumors  in  the 
adult,  they  rarely  cause  hematuria.  The  following 
cases  will  illustrate  these  large  upper  abdominal  tu- 
mors in  children. 

CASE  I.  Male,  7 years  of  age.  Large  tumor  was 
seen  on  left  side  of  abdomen,  extending  from  ribs  to 
groin,  completely  filling  the  left  flank  and  crossing 
the  median  line  in  front.  The  surface  was  very 
hard  and  slightly  granular  to  palpation.  There  was 
no  fluctuation  present.  Ascites  was  noticed.  There 
was  some  respiratory  difficulty.  The  mass  was 
first  noticed  when  child  was  4 months  old.  It  had 
been  gradually  increasing  in  size  all  the  while.  It 
seemed  evident  that  it  was  a sarcoma  and  opera- 
tion was  advised,  but  parents  refused  to  give  con- 
sent. Two  months  later  an  abdominal  incision  was 
made  by  family  physician  and  ascitic  fluid  was 
evacuated.  Following  this,  the  tumor  became  ad- 
herent beneath  the  scar  and  continued  to  increase 
in  size.  When  child  was  14  months  old,  it  was  re- 
turned and  operation  was  requested  by  parents.  No 
cystosopic  examination  was  made,  as  diagnosis 
seemed  evident  and  marked  dyspnea  was  now  pre- 
sent. Blood  chemistry  was  normal.  Operation  was 
effected  by  Young’s  incision  for  renal  tumor  (trans- 
peritoneal  route).  The  pedicle  was  easily  exposed 
as  there  were  few  adhesions  to  adjacent  structures. 


Fig.  1A.  Gross  appearance  of  cystic  degenera- 
tion of  kidney  removed  from  patient  in  Case  I. 
Fig.  IB  shows,  for  comparison,  a polycystic  kidney. 


The  kidney  was  removed  and  the  recovery  was  un- 
eventful. The  child  has  remained  well  to  date 
(seven  years).  After  removal  we  had  no  doubt  but 
that  it  was  a sarcoma,  but  the  pathological  study 
revealed  that  it  was  a case  of  cystic  degeneration 
of  the  kidney;  not  polycystic  kidney.  The  other 
kidney  was  palpated  at  time  of  operation  and  found 
to  be  of  normal  size  without  any  cysts.  No  Wilms’ 
tumor  tissue  present, 

Fig.  1A  shows  the  gross  appearance  of  kidney 
removed,  while  IB  is  the  appearance  of  a polycystic 
kidney,  presented  for  comparison. 

CASE  II.  Female,  one  year  of  age.  Six  weeks 
prior  to  admission  to  hospital,  this  baby  had  a 
gastro-intestinal  disturbance.  Nothing  significant 
was  found  at  examination  by  family  physician. 
Mother  noticed  a swelling  in  right  upper  abdomen 
about  two  weeks  later.  The  tumor  increased  rapidly 
in  size.  The  mother  said  she  could  see  it  grow 
larger  each  day.  Case  was'  referred  to  general 
surgeon,  who  exhausted  possibilities  as  far  as  gas- 
tro-intestinal tract,  liver  and  so  forth  were  con- 
cerned. Child  was  then  sent  to  us  for  urological 
investigation.  Hard  slightly  irregular  mass  was 
observed  which  extended  from  beneath  liver  into 
false  pelvis,  filling  the  entire  right  abdomen.  No 


Fig.  2.  Pyelogram,  showing  tumor  of  kidney,  in 
child  one  year  old.  Found  to  be  an  adrenal  car- 
cinoma, in  which  the  kidney  was  embedded. 

difficulty  was  experienced  in  cystoscoping  baby  un- 
der local  anesthesia.  Pyelogram  (Fig.  2)  seemed 
to  confirm  the  impression  of  hypernephroma  or 
sarcoma  of  the  kidney.  Operation  was  requested 
by  parents  although  they  were  advised  that  the 
tumor  could  not  be  removed.  Young’s  incision  was 
made  and  the  tumor  mass  was  found  to  be  ad- 
herent to  all  adjacent  organs.  The  adhesions  were 
dense  with  large  thin-walled  vessels.  Child  suc- 
cumbed before  the  tumor  was  removed.  The  kidney 
was  found  embedded  in  this  mass  and  it  was  ab- 
solutely normal.  The  tumor  was  a pure  adrenal 
carcinoma  springing  from  the  right  adrenal  gland. 


JANUARY,  1933 


13 


CASE  III.  Male,  seven  months  old.  A large  solid 
mass  was  observed  to  be  present  in  the  right  ab- 
domen extending  from  ribs  to  groin.  The  parents 
did  not  know  when  it  first  appeared.  Cystocopy 
was  done  under  ether  anesthesia  and  the  urines 
from  each  side  were  negative.  Pyelograms  were 
not  satisfactory.  The  blood  chemistry  was  normal. 
Rovsing  incision  was  made  and  the  colon  was  found 
adherent  over  the  anterior  surface  of  the  tumor, 
as  was,  also,  the  duodenum.  The  tumor  was  re- 
moved and  the  patient  went  home  a week  later  and 
has  remained  well  to  date.  Pathological  examina- 
tion showed  the  mass  to  be  that  of  a small  spindle- 
cell sarcoma  (not  Wilms’  tumor). 

Fig.  3-A.  Shows  tumor  of  the  kidney  removed 
from  patient  in  Case  III.  This  was  a small  spindle- 
cell sarcoma.  In  Fig.  3-B  is  shown  the  appearance 
of  this  tumor  in  roentgenogram,  after  injection  with 
opaque  fluid. 


Fig.  3-A.  Small  spindle  cell  sarcoma  removed 
from  patient  in  Case  III.  Fig.  3-B  shows  roentgeno- 
gram of  this  tumor  injected  with  opaque  fluid. 

TUBERCULOSIS  OF  THE  KIDNEY 
Renal  tuberculosis  seems  to  be  a rare  condition  in 
childhood.  We  have  seen  only  three  cases  that  could 
be  diagnosed  definitely,  although,  as  Kretschmer 
states  in  a recent  article,  probably  many  more  will  be 
reported  when  many  of  the  chronic  pyelitis  and  re- 
lapsing pyelitis  cases  are  studied  more  thoroughly. 
Probably  x-ray  studies  of  many  of  these  cases  will 
demonstrate  calcified  areas  as  noted  by  Braasch,  in 
the  diagnosis  of  tuberculosis  of  the  kidney.  At  pres- 
ent, even  in  the  larger  series  of  cases,  there  are  re- 
ported only  a few  occurrences  in  children  up  to  fif- 
teen years  of  age.  Kretschmer  states  that  the  Euro- 
pean urologists  consider  this  condition  difficult  to 
diagnose  on  account  of  the  trouble  encountered  in 
passing  the  cystoscope.  As  a matter  of  fact,  the  field 
of  urology  in  children  has  been  developed  mainly  by 
American  urologists  and  the  smaller  calibered  instru- 
ments in  use  in  our  country  explain  the  greater  ad- 
vancement made  in  such  diagnoses. 


Such  announcements  as  these  hgve  made  many 
men  reluctant  to  have  their  young  patients  cysto- 
scoped.  Even  when  they  know  that  the  lesion  is  in 
the  urinary  system,  they  are  sometimes  averse  to  the 
use  of  instruments,  on  the  ground  thgt  it  entails  the 
use  of  a general  anesthetic,  an  added  burden  and  dan- 
ger to  an  already  damaged  excretory  system.  No 
doubt,  many  cases  will  need  general  anesthesia,  for 
careful  accurate  cystoscopic  work;  but  we  have  de- 
sired to  avoid  this  as  much  as  possible;  and  in  many 
cases  we  find  that,  by  being  patient,  working  gen- 
tly and  slowly,  we  can  cystoscope  them  repeatedly 
using  only  local  anesthesia.  This  is  very  important 
when  repeated  examinations  or  treatments  are  need- 
ed, and  even  when  we  do  use  a general  anesthetic  at 
the  first  examination,  we  find  that  if  we  take  care  to 
dilate  the  urethra  thoroughly  at  this  time,  subse- 
quent examinations  or  treatments  can  be  made  under 
local  anesthesia  with  little  difficulty.  Naturally, 
only  the  sure,  deft,  experienced  urologist  should  un- 
dertake this  work,  and  the  proper  equipment  is  ab- 
solutely essential. 

The  following  case  of  kidney  tuberculosis  illus- 
trates several  points:  (1)  renal  tuberculosis  in  child- 
hood; (2)  an  attempt  to  conserve  the  kidney  and 
promote  healing  by  conservative  treatment;  (3)  re- 
peated examinations  and  treatments  with  the  cysto- 
scope can  be  carried  out  successfully  under  local  an- 
esthesia in  children. 

CASE  IV.  Female,  14  years  of  age.  Two  years 
previous  to  the  time  the  patient  was  first  seen,  she 
experienced  frequency  ; hematuria;  pain  in  the  left 
kidney  region,  and  had  pyuria.  There  was  no  pul- 
monary tuberculosis  but  the  left  hip  was  affected 
six  years  ago.  It  is  ankylosed  at  the  present  time. 
Cystoscopy  under  local  anesthesia  revealed  a blad- 
der wall  not  markedly  inflamed  and  with  no  typical 
tuberculous  ulcerations.  The  left  orifice  and  sur- 
rounding bladder  wall  were  seen  to  be  inflamed, 
however.  The  bladder  urine  and  that  from  the  left 
kidney  contained  much  pus  and  bacilli  so  numerous 
that  they  formed  a matted  mass.  The  right  ureteral 
orifice  was  normal  in  appearance  and  the  urine 
from  this  side  was  normal.  The  right  kidney  had 
good  function. 

Repeated  examinations,  functional  tests,  and 
lavages  with  weak  carbolic  solution,  were  done. 
After  five  months’  treatment  the  kidney  was  well, 
apparently.  However,  the  pyelograms  showed  a 
very  slight  change  in  the  upper  pole  of  the  left 
kidney.  For  six  months  the  patient  remained  well, 
with  clear  urine,  and  without  any  symptoms.  Then 
a recurrence  took  place  and  a typical  ulceration 
was  seen  on  left  orifice.  Left  nephrectomy  was 
effected  and  she  remained  well  and  symptomless 
for  the  next  two  and  a half  years.  Upon  returning 
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at  this  time  there  were  found,  in  the  urine  from 
this  remaining  right  kidney,  pus  and  many  tubercle 
bacilli.  This  cleared  up  quickly  with  pelvic  lavage 
of  weak  carbolic  solution.  Following  this  she  was 
under  observation  for  two  years  and  was  quite  all 
right  at  each  periodic  examination.  Her  present 
condition  is  not  known,  as  there  has  been  no  report 
or  check-up  for  the  last  five  years. 

CASE  V.  Male,  aged  15.  This  lad  presented  a 
typical  picture  of  renal  tuberculosis  with  malaise; 
hematuria;  dysuria  and  a frequency  of  every  twenty 
minutes.  Six  bladder  hemorrhages  had  been  ex- 
perienced a short  while  before  he  was  presented  for 
urological  consultation.  Cystoscopy  revealed  an 
inflamed  bladder  with  small  capacity.  The  right 
orifice  was  golf-hole  in  appearance  and  the  left 
was  edematous  and  situated  upon  a dome-shaped 
eminence.  No  tubercle  bacilli  could  be  demonstrated 
in  the  urine.  Pyelograms  showed  the  right  ureter  to 


Fig.  4.  Pyelogram  of  right  side  of  patient  in 
Case  V.  The  right  ureter  is  shown  constricted. 

be  constricted.  (Fig.  4).  The  excretory  ability  of 
the  left  kidney  was  found  to  be  satisfactory. 

Nephrectomy  was  done  under  gas  anesthesia,  by 
general  surgeon  for  whom  urological  survey  was 
made.  The  pathological  report  on  the  removed 
right  kidney  was  that  most  of  the  renal  tissue  had 
been  destroyed  and  that  in  the  remaining  portions 
many  definite  tubercles  were  found.  Seven  years 
have  now  elapsed  since  the  operation  and  the  pa- 
tient is  well  and  enjoying  good  health. 

URINARY  CALCULI 

Urinary  calculi,  although  rare  in  children,  must  be 
watched  for  in  those  cases,  especially,  where  consid- 
erable pain  in  any  area  of  the  urinary  tract  is  a prom- 
inent symptom.  Enuresis  cases,  too,  should  arouse 
the  suspicion  of  stone,  particularly  of  the  bladder, 
which  is  the  most  frequent  location. 

CASE  VI.  Male,  aged  2.  Acute  retention  of 
urine  was  the  reason  that  this  child  was  sent  for 


urological  examination.  A stone  was  discovered 
lodged  in  the  bladder  urethra  and  was  removed 
per  urethra  by  long  Mathieu  forceps.  It  was  slight- 
ly smaller  than  a coffee  bean,  which  it  resembled 
in  shape  very  much.  Complete  cure  of  the  reten- 
tion was  effected  by  the  removal  of  this  stone. 

CASE  VII.  Male,  aged  4.  This  little  boy  was 
referred  suffering  from  intense  urinary  difficulty 
and  spasm.  Instruments  met  with  obstruction  in 
the  prostatic  urethra,  apparantly  from  a stone,  and 
this  impression  was  confirmed  by  x-ray.  The  film 
showed  a large  stone  in  a pocket  in  the  prostatic 
urethra.  It  was  removed  by  perineal  incision,  as 
we  felt  that  too  much  trauma  would  result  from 
urethral  manipulation  and  extraction.  Complete 
cure  of  symptoms  were  brought  about  by  the  opera- 
tion. 

CASE  VIII.  Male,  aged  10.  For  six  months  this 
boy  had  suffered  from  pain  in  back  and  left  side, 
extending  down  into  groin.  There  was  frequency 
and  terminal  dysuria.  No  hematuria  was  present. 
Under  spinal  anesthesia,  cystoscopy  was  done  and 
a large  stone  was  seen  in  the  bladder.  X-ray  study 
did  not  show  any  stones  in  either  kidney  or  ureter. 
Fus  was  present  in  specimens  from  right  kidney 
and  from  bladder,  with  positive  cultures  for  B.  coli. 
The  left  kidney  urine  was  clear.  Bladder  stone  was 
removed  later  by  surgeon  in  patient’s  home  town, 
by  supra-pubic  incision. 


Fig.  5.  Showing  stone  in  each  kidney,  in  adult 
female.  Bladder  stone  had  been  removed  from  this 
patient  when  nine  years  of  age. 

CASE  IX.  Adult  female.  We  removed  stones 
from  each  kidney  (Fig.  5)  but  at  9 years  of  age  a 
bladder  stone  had  been  removed  by  Dr.  Scott  at 
Temple,  Texas. 

CASE  X.  Female,  aged  9.  This  girl  had  had  a 
stone  in  left  ureter  which  had  been  removed  else- 
where by  open  operation,  after  several  attempts  had 
been  made  to  effect  instrumental  removal  under 
prolonged  gas  anesthesia,  unsuccessfully.  A ureteral 
fistula  was  present  when  we  first  saw  the  case. 
This  fistula  was  apparently  due  to  closure  or  stric- 
ture of  the  ureter  below  the  incision  point.  The 
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fistula  was  relieved  by  forcing  the  obstruction  from 
below  through  the  bladder,  by  means  of  a rigid 
instrument  (stone  searcher).  Following  the  open- 
ing of  this  obstructed  ureter,  the  fistula  promptly 
closed.  This  maneuver  and  all  subsequent  dilata- 
tions of  stricture  and  lavage  of  pelvis  were  done 
under  local  anesthesia.  (Fig.  6). 

CASE  XI.  Male,  aged  11.  Hematuria  and  fre- 
quency of  a year’s  duration  were  the  essential  symp- 
toms of  this  boy.  Urological  study  revealed  that  he 
had  a blind  ureteral  stump  on  right  side  (Fig.  7-A) 
with  congenital  absence  of  the  right  kidney.  And  on 
the  left  side  there  was  hydronephrosis  with  calcified 
areas  or  stones'  (Fig.  7-B).  Possibly  this  was  an  old 
healed  tuberculous  kidney.  No  pus  was  in  the 
urine  at  the  time  of  examination.  The  first  cysto- 
scopic  examination  was  under  ther  anesthesia.  The 
subsequent  ones  under  local. 


Fig.  6.  Fyelogram  on  patient  in  Case  X,  after 
relieving  ureteral  fistula. 


Fig.  7-A.  Ureterogram  showing  stump  of  ureter 
on  right,  in  congenital  absence  of  kidney.  Fig.  7-B, 
pyelogram  of  left  side  shows  calcifications  in  left 
kidney  area. 

CASE  XII.  Female,  aged  15.  This  case  shows 
the  effects  of  neglect  in  kidney  cases.  For  six  or 
seven  years  this  girl  had  so-called  pyelitis  with 
pain,  temperature,  pyuria,  and  so  forth,  but  urolo- 


gical consultation  had  never  been  sought.  When 
first  seen  she  was  in  a dangerous  condition.  There 
was  pus  in  both  right  and  left  urines  with  positive 
cultures  for  colon  bacilli,  and  pyelograms  revealed 
blocking  stones  in  each  pelvis.  P.  S.  P.  test  showed 
that  none  of  the  dye  came  through  on  the  right 
side  and  only  a trace  on  the  left.  Marked  anemia 
was  present,  with  a blood  urea  of  90  mg.  per  100  cc. 
of  blood.  It  was  felt  that  operation  was  her  only 
chance,  even  though  her  condition  was  desperate. 
Under  spinal  anesthesia  a loin  incision  was  made 
on  the  left  side  and  a large  perinephritic  abscess 
was  found.  This  was  drained  and  the  occluding 
stone  on  this  side  was  removed  from  the  pelvis.  A 
week  later  nephrostomy  was  done  on  the  right  side. 
At  first  some  improvement  was  seen  but  then  the 
blood  urea  began  to  mount  and  she  died  from  uremia 
one  month  later. 


Fig.  8.  Pyelographic  study  following  injury  to 
left  side.  Incidental  finding  of  kidney  stone  on  the 
right  side.  (Case  XIII). 


Fig.  9.  Pyelogram  of  the  right  kidney  in  Case 

XIII. 
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CASE  XIII.  Male,  aged  10.  This  lad  was  struck 
in  the  abdomen  5 weeks  previous  to  the  time  he 
was  first  seen.  He  was  observed  to  have  a mass 
in  the  left  loin,  with  persistent  hematuria.  The 
mass  was  tender.  Following  cystoscopy  under  local 
anesthesia  this  mass  disappeared  in  48  hours.  When 
the  pyelogram  plates  were  studied,  there  was  seen 
on  the  right  side  a large  stone,  apparently  in  the 
pelvis  of  the  right  kidney.  (Fig.  8 and  9).  There 
were  no  symptoms  referable  to  the  right  kidney  at 
this  time.  With  the  impression  that  the  left  kidney 
was  blocked  as  a result  of  the  injury,  operation  was 
done  under  ether  anethesia.  A tight  stricture  of  the 
ureter  and  a right-angle  kink  were  found  just  below 
the  pelvis.  Also,  the  uretero-pelvic  area  was  buried 
in  a dense  mass  of  adhesion.  The  adhesions  were 
dissected  away;  the  kink  was  straightened,  and  a 
ureteroplasty  was  effected  upon  the  stricture. 

The  convalescence  from  this  operative  procedure 
was  satisfactory  in  every  way  for  5 weeks  and  the 
wound  was  practically  healed  when  suddenly  the 
patient  began  to  have  periodic  seizures  of  high 
temperature  associated  with  vomiting,  and  with 
pain  and  tenderness  on  the  right  side.  Believing 
that  the  stone  in  the  right  kidney,  which  had  been 
discovered  in  the  x-ray  plates,  was  occluding  the 
kidney  on  this  side  and  causing  present  symptoms, 
operation  was  decided  upon.  Under  ether  anesthesia 
this  right  kidney  was  exposed  by  a loin  incision  and 
a large  cortical  abscess  was  discovered  in  the  mid 
portion.  Further,  upon  incising  the  pelvis,  much 
pus  welled  forth  and  the  large  stone  was  observed 
to  be  obstructing  at  the  uretero-pelvic  junction. 
The  stone  was  removed,  the  abscess  was  drained, 
and  the  wound  closed.  With  periodic  observations, 
at  which  time  pelvic  lavages  were  done,  during  the 
last  9 months  since  he  left  the  hospital,  this  lad  is 
now  enjoying  good  health  and  is  free  from  symp- 
toms. 

This  case  is  unusually  interesting  in  that  it  shows 
different  major  pathology  in  each  kidney  at  the 
same  time,  in  a 10-year-old  boy. 

INFECTIONS  OF  THE  URINARY  TRACT 

Acute  and  chronic  infections  of  the  kidneys  and 
bladder  form  the  largest  number  of  urological  cases 
in  children,  approximately  one-third.  It  is  well  un- 
derstood and  generally  recognized  that  these  cases 
fall  into  two  divisions:  (1)  those  in  which  the  course 
of  the  disease  is  self  limited  or  which  get  well  under 
medical  treatment;  (2)  those  which,  after  the  acute 
symptoms  subside,  progress  to  chronicity  with  con- 
tinuing pyuria,  or  which  have  recurrences  of  the 
acute  attacks.  A diligent  search  must  be  made  for 
foci  of  infection  in  such  cases,  with  removal  of  same. 

Some  of  the  cases  in  class  2 were,  and  still  are, 
cured  promptly  by  the  passage  of  ureteral  catheters 
and  lavage  with  various  antiseptics.  Many,  however, 
present  real  obstructive  conditions  which  require 


long  treatment,  and  frequently  operation  is  neces- 
sary to  remove  the  underlying  pathological  condition. 
Here  again  we  wish  to  emphasize  the  desirability  of 
carrying  out  the  repeated  treatments  (lavages,  dila- 
tation-;, and  so  forth)  under  local  anesthesia,  not  only 
because  of  the  added  expense  and  prolonged  hospitali- 
zation entailed  by  the  administration  of  general  anes- 
thetics, but  mainly  because  by  local  anesthesia  added 
burdens  to  already  damaged  excretory  systems  may 
be  avoided. 

And  again  in  regard  to  dilatation,  it  is  wise  to 
point  out  that  dilatation  of  the  urethra  is  very  im- 
portant, not  only  for  the  ease  of  later  cystoscopies 
but  also  primarily  for  its  curative  effects  in  certain 
cases.  We  feel  certain  that,  in  those  cases  which  were 
cured  promptly  after  one  or  two  pelvic  lavages,  and 
which  had  long  resisted  medical  treatment,  probably 
the  main  benefit  was  from  the  dilatation  of  the 
urethra  and  bladder  neck  and  not  so  much  from  the 
dilatation  of  the  ureter  by  the  catheter  and  lavage  of 
the  renal  pelvis.  It  is  surprising  how  many  urethras 
and  bladder  necks  are  constricted  and  form  quite  an 
obstruction  to  the  urinary  outflow  per  se. 

CASE  XIV.  Female,  aged  6.  Continuing  attacks 
of  pyuria  and  temperature,  with  urine  slow  in  pass- 
ing. Cystoscopic  examination  revealed  a trabeculat- 
ed  bladder  wall  with  many  cellules,  some  of  which 
could  be  considered  as  early  diverticula.  A prompt 
cure  was  brought  about  by  dilatation  and  pelvic 
lavage.  Has  remained  well  for  nine  years  now. 
Undoubtedly  this  little  girl  would  have  developed 
diverticulitis  of  bladder  if  the  treatment  had  not 
begun  at  this  time. 

CASE  XV.  Female,  aged  4.  Painful  urination 
with  enuresis  were  the  symptoms  of  this  little  girl. 
A definite  contraction  of  the  bladder  neck  was  seen 
upon  cystoscopy.  A prompt  cure  w.as  effected  by 
dilatation. 

CASE  XVI.  Female,  aged  9 months.  This  baby 
was  found  to  have  a marked  constriction  of  the 
urethra  with  pus  from  both  kidneys.  The  symp- 
toms were  urinary  difficulty,  pyuria,  and  fever.  A 
complete  cure  was  brought  about  by  a few  cysto- 
scopic treatments. 

CASE  XVII.  Female,  aged  7 years.  The  com- 
plaint of  this  patient  was  bloody  urine.  Upon 
cystoscopy  there  was  seen  a marked  constriction  of 
the  bladder  neck  with  a fringe  of  polypoid  tumors 
on  right  and  lower  margins  of  sphincter,  such  as 
is  often  seen  in  adult  female  patients  and  which 
is  so  well  described  by  Folsom  of  Dallas  in  a recent 
article.  Treatment,  consisting  of  fulguration  and 
dilatation,  brought  a rapid  disappearance  of  the 
symptoms. 

CASE  XVIII.  Female,  aged  3.  This  child  had 
pyuria  with  asthmatic  attacks.  Urological  study 
revealed  that  she  had  double  ureters  on  the  left 
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Fig.  10.  Pyelograms  of  patient  in  Case  XVIII, 
female,  age  3,  showing  double  ureter  on  the  left 
side,  with  infected  ureterocele,  and  hydro  ureter. 

side  with  the  upper  segment  ureter  opening  into  a 
huge  ureterocele  or  rather  accessory  bladder  (Fig. 
10).  There  was  hydro-ureter  of  this  segment,  with 
infection.  Many  treatments  were  given  and  the 
infection  was  completely  eliminated.  The  asthmatic 
attacks  have  rarely  occurred  since  the  infection 
was  cleared  up.  The  child  has  remained  well  now 
for  four  years  (examined  a few  weeks  ago).  It 
was  thought  at  first  that  heminephrectomy  and 
ureterectomy  would  be  indicated,  but  such  has  not 
been  necessary  to  date.  All  treatments  except  the 
first  were  done  under  local  anesthesia. 


Fig.  11.  Pyelogram  of  right  side  in  Case  XIX, 
showing  conditions  resulting  from  long  period  of 
imperfect  treatment. 

CASE  XIV.  Female,  aged  15.  There  had  been 
infection  of  kidneys  since  seven  years  of  age.  The 
patient  had  received  ultra-violet  treatments  and 
nothing  else.  This  case  shows  the  results  of 
neglect.  (Fig.  11). 

CASE  XX.  Male,  aged  14.  This  was  a weak, 
emaciated  lad  with  a residual  of  40  ounces.  His 
bladder  wall  was  seen  to  be  heavily  trabeculated 


Fig.  12.  Fig.  12-A,  shows  double  ureter  and  hy- 
dronephrosis found  in  Case  XX.  Fig.  12-B  shows 
the  left  pyelogram  in  same  case,  with  pyoureter 
and  pyonephrosis. 

like  that  of  an  advanced  prostatic  case.  On  the 
right  side  there  was  found  a double  ureter  with 
hydronephrosis.  (Fig.  12-A).  On  the  left  there 
was  pyoureter  and  pyonephrosis  (Fig.  12-B).  Fur- 
ther, there  was  absence  of  the  lellt  lower  half  of  the 
sacrum,  presumably  Ifrom  congenital  neurogenic’ 
lesion  (occult  spina  bifida).  This  case  also  illus- 
trates the  appearance  of  a neurogenic  bladder. 
Treatment,  consisting  of  pelvic  lavages,  caused 
great  improvement,  as  did  the  keeping  of  the  re- 
sidual reduced.  No  permanent  results  were  possible 
in  this  case. 

CASE.  XXI.  Female,  22  months.  This  baby  had 
fever,  pyuria,  and  a large  cystic  mass  in  the  left 
kidney  area.  Upon  cystoscopy  we  found  the  right 
kidney  urine  clear  but  pus  was  present  in  the  blad- 
der specimen.  The  left  ureter  ended  in  a blind 
pocket  (only  1 cm.  in  length).  Uroselectan  gave 
no  shadow  in  the  left  kidney  area,  but  a good 
pyelogram  on  the  right  side.  The  right  kidney  was 
seen  to  be  rotated.  Probably  the  left  ureter  illus- 
trated a case  of  congenital  stricture.  The  left 
kidney  had  been  exposed  and  operated  upon  else- 
where when  the  baby  was  one  year  lod. 


Fig.  13.  Pyelogram  of  patient  in  Case  XXII, 
showing  double  ureters  on  the  left,  both  being  in- 
fected. 

CASE  XXII.  Female,  aged  2.  High  fever  for 
weeks  had  been  experienced  by  this  patient.  Upon 
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cystoscopy  there  was  seen  a double  ureter  on  the 
left  side  (Fig.  13)  both  of  which  yielded  pus-con- 
taining urine.  Also,  the  right  kidney  was  infected. 
After  several  pelvic  lavages,  the  intravenous  in- 
jection of  mercurochrome  solution,  and  the  removal 
of  infected  tonsils  which  were  evidently  the  foci  of 
infection,  complete  cure  was  effected,  wdth  the  dis- 
appearance of  all  symptoms.  This  child  has  now 
remained  well  for  seven  years,  with  no  return  of 
her  former  trouble. 

CASE  XXIII.  Female,  aged  3.  This  child  was 
sent  in  on  account  of  pyuria.  A stricture  of  the 
right  ureter  was  discovered,  upon  urological  ex- 
amination, which  was  apparently  causing,  by  ob- 
struction, the  infection  in  the  right  kidney  above. 
Dilatation,  lavage,  and  removal  of  chronically  in- 
fected tonsils  effected  a complete  cure. 

CASE  XXIV.  Female,  aged  5.  When  first  seen, 
this  child  was  in  a grave  state  of  emaciation.  There 
was  a large  fast-growing  mass  in  the  left  loin. 
It  was  not  tender,  nor  was  there  any  temperature. 
Cystoscopy  revealed  nothing,  and  it  was  the  im- 
pression that  a kidney  tumor  was  being  dealt 
with.  Two  transfusions  were  given  and  the  child 
was  gotten  in  fairly  good  shape  for  operation. 
Under  ether  anesthesia,  loin  incision  was  made,  but 


Fig.  14.  Pyelogram  on  Case  XXIII,  female,  age 
3,  showing  stricture  in  right  ureter. 

upon  incising  the  lumbar  fascia  an  enormous  peri- 
nephritic  abscess  was  found.  Over  a gallon  of  pus 
was  evacuated.  Drains  were  inserted  and  the 
wound  was  closed.  Cultures  of  the  pus  showed  B. 
coli.  Improvement  was  noted  following  the  opera- 
tion, but  then  she  began  to  sink  and  died  four 
weeks  later.  Autopsy  revealed  extensive  tuber- 
culosis of  each  kidney  and  of  the  lungs. 

This  case  is  particularly  interesting  in  that  a 
perinephritic  abscess  simulated  kidney  tumor  and 
that  the  kidneys  were  markedly  tuberculous  though 
the  urines  were  apparently  free  of  any  bacilli  or 
pus. 


OBSTRUCTIONS  OF  THE  URETHRA 

Vesical  neck  obstruction  or  constriction  of  the 
urethra  is  not  rare  in  children.  We  mention  again 
the  cases  in  which  dilatation  of  the  urethra  seemed 
the  important  factor  in  the  cure  of  cystitis  and  pye- 
litis. 

A male  baby,  aged  7 months,  suffering  from  very 
difficult  and  painful  urination  evidently  had  a valve 
in  the  posterior  urethra.  Dilatation  to  17  F.  relieved 
this  trouble.  In  another  male  baby,  aged  9 months, 
attacks  of  retention  were  permanently  cured  by  dila- 
tation. 

CONGENITAL  ANOMALIES 

The  distressing  congenital  defects  are  self-evident. 
We  have  seen  several  cases  of  exstrophy  of  the  blad- 
der, but  have  been  unable  to  get  consent  for  opera- 
tion. We  have  had  one  case  of  epispadias  in  a female 
aged  4 years.  Operation  in  this  case  was  only  partial- 
ly successful.  Upon  a male  infant,  18  hours  after  he 
was  born,  operation  was  done  for  imperforate  meatus. 
After  a short  tunnel  from  the  meatus  to  the  canal 
had  been  effected,  dilatation  was  done  to  12  F.  and 
the  condition  was  completely  relieved. 

It  is  evident  that  the  congenital  anomalies  which 
we  see  in  adult  cases,  such  as  absence  of  kidney, 
supernumerary  kidney,  horse-shoe  kidney,  and  the 
like,  would  have  been  discovered  if  these  individuals 
had  needed  urological  investigation  as  children,  and 
would  have  been  recorded  as  interesting  examples. 
No  doubt  many  of  them  will  be  discovered  earlier  in 
life  in  the  future,  because  evidently  the  prejudice 
against  accurate  urological  work  in  children  is  being 
overcome.  And  we  may,  it  is  believed,  anticipate 
great  strides  forward,  in  the  years  which  are  to 
come,  in  the  further  development  and  greater  per- 
fection of  urology  in  infancy  and  childhood,  to  the 
inestimable  benefit  of  these  little  patients. 


GRANULOMA  COCCIDIOIDES 

Primary  Cutaneous  Lesion— Treatment 
with  the  Actual  Cautery.  Report 
of  a Case. 

STANLEY  W.  IMERMAN,  M.  D. 
CARLYLE  P.  IMERMAN,  M.  D. 

Los  Angeles,  California 

In  recent  years,  there  has  been  an  increasing  num- 
ber of  reported  cases  of  granuloma  coccidioides. 
Early  diagnosis  and  treatment  are  of  grave  impor- 
tance as  regards  the  ultimate  prognosis.  Evans  and 
Ball1  reported  an  analysis  of  twenty-seven  cases  of 
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coccidioidal  granuloma  in  which  the  total  duration 
was  known  and  their  figures  indicate  that  the  diag- 
nosis was  established  an  average  of  3.4  months  before 
death,  but  this  is  after  the  disease  has  more  than  half 
run  its  course.  In  1896,  Rixford  and  Gilchrist"  report 
a case  in  which  the  curette  was  employed  to  remove 
a coccidioidal  skin  lesion,  and,  in  order  to  render 
the  effect  more  certain  the  bare  surface  was  "thor- 
oughly seared  with  the  actual  cautery.  Some  of  the 
patches  so  treated  were  cured.”  In  the  case  which 
is  to  follow,  the  actual  cautery  was  the  only  method 
used  and  so  far  has  yielded  good  results. 

K.  A.,  male,  age  26  years,  studio  “stage-hand”, 
white,  American,  married,  came  to  this  office  Janu- 
ary 31,  1931,  complaining  of  a “boil”  on  the  right 
shoulder. 

Present  Illness:  January  27,  1931,  the  patient 

first  noticed  a small  pruritic  pustule  on  the  outer 
aspect  of  the  right  deltoid  muscle.  This  grew  stead- 
ily larger  and  assumed  the  characteristic  appear- 
ance of  a large  boil,  but  was  not  painful.  The  lesion 
was  incised  January  31,  1931,  but  no  purulent 
exudate  was  obtained.  The  subsequent  treatment 
consisted  of  antiphlogistine  and  warm  magnesium 
sulphate  wet  dressings.  The  lesion  changed  in  ap- 
pearance, becoming  covered  with  small  pustules  and 
vesicles,  and  spread  rapidly.  February  6,  1931,  a 
scant  yellowish,  purulent,  exudate  was  noticed  in 
the  central  portion  of  the  lesion.  Because  of  the 
characteristics  (unlike  a boil)  of  this  lesion  we  be- 
came suspicious  of  a malignant  condition.  There 
has  been  no  loss  of  weight  or  general  malaise  since 
the  onset  of  this  illness. 

Past  History:  Born  in  Michigan,  lived  in  Cali- 

fornia for  past  fourteen  years,  with  the  exception 
of  1925  and  1926  in  Florida.  Was  in  the  San  Joa- 
quin Valley,  about  forty  miles  northeast  of  Bakers- 
field, California,  for  fourteen  days  during  Novem- 
ber 1930,  while  on  location  with  a motion  picture 
studio.  Fibroid  tumor  removed  from  the  right  arm 
eighteen  years  ago,  tonsillectomy  seventeen  years 
ago,  pneumonia  twenty-four  years  ago.  Pleurisy 
with  effusion,  1928,  associated  with  enlargement  of 
the  cervical  lymph  glands — probably  tuberculous. 
Night  sweats,  chills  and  fever,  December,  1930. 
Acute  upper  respiratory  infection,  January  7,  1931. 
Frequent  sore  throats  and  headcolds  during  past 
six  months.  Blood  Wassermann  two  years  ago  was 
negative.  No  other  salient  points. 

Family  History:  Negative. 

Marital  History:  Not  essential. 

Physical  Examination:  Positive  findings:  Janu- 

ary 31,  1931 — tall,  asthenic,  adult,  weight  145 
pounds.  Temperature  98  degrees.  Pulse  96.  Blood 
pressure  112/75.  There  is  a pustular,  freely  mov- 
able skin  lesion  in  the  outer  upper  aspect  of  the 
right  shoulder  about  1 cm.  in  diameter,  no  tender- 
ness. Around  this  is  an  acute  inflammatory  area 
measuring  about  3 mm.  There  is  one  enlarged  left 
posterior  cervical  and  one  enlarged  left  submaxilLary 
lymph  gland.  These  are  about  the  size  of  small 


almonds,  hard,  freely  movable  but  not  tender.  Feb- 
ruary 7,  1931 — Temperature  98  degrees.  Pulse  80. 
There  is  a granulomatous,  deep-seated,  freely  mov- 
able, skin  lesion  on  the  upper  outer  aspect  of  the 
right  shoulder,  measuring  about  2 cm.  in  diameter, 
and  not  tender.  In  the  central  portion  is  a yel- 
lowish purulent  exudate.  There  is  an  enlarged, 
right  supraclavicular  lymph  gland,  which  is  hard, 
freely  movable  and  not  tender.  The  enlarged  lymph 
glands  previously  described  in  the  neck  are  still 
present. 

Laboratory  Examination:  Urine  negative.  Blood 

hemoglobin  85  per  cent,  red  blood  cells  5,020,000, 
white  blood  cells  11,270.  Differential  and  smear — 
normal.  Scrapings  from  the  lesion  in  suspension 
in  10  per  cent  sodium  hydroxide  showed  definite 
spores  with  endospores,  and  a few  of  these  showed  a 
definite  rupturing  of  the  cell  membrane.  Diagnosis 
— coccidioides  immitis.  Culture  of  exudate  made  on 
plain  agar  shows  mycelium.  X-ray  of  right 
shoulder — no  bone  destruction  shown.  Stereoscopic 
x-ray  films  of  the  chest  show  no  evidence  of  active 
pulmonary  tuberculosis,  intrathoracic  tumoir  or 
other  pathology,  except  some  increase  in  the  hilus 
and  peribronchial  tissues  of  both  sides  and  some 
pulmonary  fibrosis  in  the  right  lower  lobe  area.  Bi- 
opsy of  skin  lesion  shows  a specific  granuloma  char- 
acteiized  by  giant  cells  and  occasional  fungus-like, 
double  refractile  bodies  ranging  in  size  from  15  to 
30  microns  and  resembling  partially  degenerated 
coccidioides  organisms.  Diagnosis:  Coccidioides 

granuloma.  Two  guinea  pigs  inoculated  intra- 
peritcneally  with  a suspension  of  coccidioides  growth 
taken  from  the  pure  agar  culture,  showed  tumor 
masses  on  the  testes,  which  were  filled  with  thick, 
creamy  pus;  also  numerous  nodules  throughout  the 
peritoneum,  liver,  pancreas,  spleen,  and  stomach. 


Fig.  1.  Photograph  of  right  shoulder,  showing 
original  skin  lesion  as  exhibited  on  Feb.  13,  1931. 
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Fig.  2.  Photograph  of  shoulder  on  Feb.  18,  show- 
ing appearance  after  radical  resection  with  the  ac- 
tual cautery. 

Examination  of  pus  from  the  abscesses  showed  coc- 
cidioides  immitis. 

Treatment:  Feb.  18,  1931 — Radical  resection  of 
the  lesion  with  the  actual  cautery. 

Course:  The  wound  was  treated  with  daily  dry 


Fig.  3.  Photograph  of  right  shoulder,  taken  on 
April  8,  1931,  showing  lesion  almost  entirely  filled 
in  with  scar  tissue. 


dressings.  There  was  a continuous  discharge  of 
yellowish,  purulent  material.  Temperature  and 
pulse  taken  three  times  daily  has  been  normal.  The 
edges  of  the  wound  and  surrounding  muscles  were 
gently  massaged  daily  to  prevent  the  scar  from  ad- 
hering to  the  underlying  tissues.  March  18,  1931 — 
The  wound  was  granulating  nicely  and  practically 
filled  in  with  scar  tissue.  April  8,  1931 — Wound 
filled  in  with  scar  tissue.  Patient  feels  fine  and 
has  gained  nine  pounds  in  weight. 

COMMENT 

Owdng  to  the  fact  that  the  x-ray  examination  of 
the  chest  and  bones  of  the  right  shoulder  showed  no 
metastatic  or  direct  involvement  wdth  the  granuloma 
coccidioides,  we  think  this  is  a very  early  diagnosis 
and  it  is  very  probable  that  the  enlarged  lymph  gland 
in  the  right  supraclavicular  region  is  inflammatory. 
The  enlarged  lymph  glands  in  the  left  side  of  the 
neck  are  probably  tuberculous  in  character,  but  this 
cannot  be  ascertained  as  the  patient  refuses  a biopsy. 
We  believe  this  to  be  a case  of  primary  coccidioidal 
granuloma  of  the  skin.  Although  no  history  of 
insect  bite  could  be  elicited  from  the  patient,  it  is 
very  possible  that  during  his  stay  in  the  San  Joaquin 
Valley  such  a thing  could  have  occurred.  Jacobson3 
advocated  the  use  of  copper  sulphate  and  colloidal 
copper  in  the  treatment  of  these  cases,  and  we  wish 
to  acknowledge  his  assistance  and  suggestions  in  the 
management  of  this  case.  However,  this  is  a radical 
departure  from  his  usual  therapeutic  measures  for 
coccidioidal  lesions.  Of  course  this  method  would 
be  useless  in  effecting  a cure  if  any  secondary  in- 
volvement of  other  organs  was  previously  ascertained. 


Fig.  4.  Photomicrograph  of  section  of  lesion, 
showing  a spore  inside  a giant  cell.  High  power 
magnification). 


CONCLUSION 

A case  of  apparently  early  cutaneous  granuloma 
coccidioides  is  reported  and  up  to  the  present  time 
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Fig.  5.  Photomicrograph  of  section,  showing  a 
spore  in  the  central  portion  of  a tubercle  (see  ar- 
row). (High  power  magnification). 


there  is  evidence  that  the  radical  excision  of  the 
lesion,  with  the  actual  cautery,  has  produced  a cure 
without  any  other  treatment.  Photographs  of  the 
lesion,  the  appearance  after  resection  and  a later  re- 
sult are  shown.  Microphotographs  are  presented 
showing  a spore  inside  of  a giant  cell  and  another 
spore  inside  of  a tubercle. 
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SOME  TRENDS  IN  MEDICAL 
ECONOMICS 


W.  WARNER  WATKINS,  M.  D. 

Phoenix,  Arizona. 

Medicine — "the  science  and  art  dealing  with  the 
prevention  and  cure  or  alleviation  of  disease.” 

' The  practice  of  medicine  is  an  art  which  utilizes 
the  sciences.  It  is  also  an  economic  activity  with 
definite  relations  to  the  cost  of  living,  the  distribu- 
tion of  wealth,  and  the  purchasing  habits  of  the  peo- 
ple. . . . Over  one  million  American  citizens  make 
their  living  in  this  broad  field,  and  for  their  services 
or  the  commodities  which  they  sell  the  American 
people  pay  annually  over  three  and  a half  billion  dol- 
lars. ...  As  a profession  medicine  has  gone  forward 
with  strides  during  the  last  century  and  especially 
during  the  past  2 5 years.  Even  during  the  last  dec- 


ade, medicine’s  advance  in  the  warfare  against  sick- 
ness is  little  short  of  marvelous.  ...  As  an  economic 
activity,  however,  medicine  has  made  much  less  phe- 
nomenal progress.  The  predominant  economic  insti- 
tution in  medical  practice  today — private  individual 
practice — dates  back  to  ancient  times.”  (It  is  ad- 
mitted by  every  one  who  has  studied  the  question  to 
be  the  ideal  situation  which  must  not  be  disturbed, — 
the  individual  doctor  treating  the  individual  patient. 
— Author.)  However,  "a  barrier — in  large  part 
economic, — stands  between  practitioners,  able  and 
eager  to  serve,  and  patients  who  need  the  service  but 
are  unwilling  or  unable  to  pay  for  it.”  (Extracts 
from  Medical  Care  for  the  American  People.) 

At  the  present  time,  from  three  different  sources, 
we  are  receiving  suggestions  bearing  on  the  economics 
of  the  practice  of  medicine.  These  suggestions  must 
be  given  careful  consideration  by  individual  practi- 
tioners and  by  every  medical  society,  if  we  are  to 
make  intelligent  plans  regarding  our  future  policies 
and  avoid  disintegration  in  the  ranks  of  organized 
medicine.  These  three  sources  of  information  are: 

( 1 ) The  report  and  recommendations  of  the 
Committee  on  the  Costs  of  Medical  Care. 

(2)  The  American  Medical  Association,  whose 
fund  of  information  was  summarized  in  the  Confer- 
ence of  Secretaries  and  Editors,  called  by  the  Asso- 
ciation and  held  in  Chicago  last  month,  where  the 
discussion  was  devoted  entirely  to  the  so-called  "con- 
tract practice”  in  its  various  forms  and  ramifica- 
tions. 

(3)  The  report  of  the  Commission  on  Medical 
Education,  which  has  just  appeared  in  book  form. 

We  will  discuss  each  of  these  sources  as  briefly  as 
will  be  consistent  with  intelligent  understanding, 
and  then  attempt  to  coordinate  all  three  in  order  to 
see  in  what  direction  we  must  move  if  we  are  to  fol- 
low sound  economics  in  our  professional  work. 

I. 

The  Committee  on  the  Costs  of  Medical  Care.  The 
final  report  of  this  committee  has  appeared  in  book 
form.  The  basic  problem  whose  solution  has  been 
sought  during  its  five  years  of  investigation  was  ex- 
pressed as  follows:  "The  delivery  of  adequate  sci- 
entific medical  service  to  all  the  people,  rich  and 
poor,  at  a cost  which  can  reasonably  be  met  by  them 
in  their  respective  stations  in  life.”  The  report  of 
the  committee  is  accompanied  by  a minority  report, 
signed  by  eight  of  the  physician  members  of  the 
whole  committee.  The  chief  points  of  divergence  in 
the  two  reports  are  along  the  lines  of  how  and  by 
whom  the  plans  for  delivering  adequate  scientific 
medical  service  shall  be  developed.  The  minority  re- 
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port  represents  the  views  of  organized  medicine,  espe- 
cially the  American  Medical  Association,  although 
some  very  eminent  members  of  the  Association  also 
signed  the  majority  report  (e.  g.,  Barker,  Horsley 
and  Wilbur).  The  minority  report  contains,  among 
other  recommendations,  the  following: 

"The  minority  joins  with  the  Committee  in  rec- 
ommending that  the  study,  evaluation  and  coordina- 
tion of  medical  service  be  considered  important 
functions  for  every  state  and  local  community.” 
"The  minority  recommends  the  development  by 
state  and  county  medical  societies  of  plans  for  medi- 
cal care.” 

The  investigation  of  the  Committee  disclosed 
that  about  ten  per  cent  of  the  people  have  adequate 
income  to  secure  medical  care  and  pay  for  it  without 
strain  on  their  resources.  Another  ten  per  cent  are 
taken  care  of  by  various  governmental  or  charitable 
agencies.  Eighty  per  cent  of  the  people  find  diffi- 
culty in  paying  for  adequate  medical,  surgical,  hos- 
pital and  nursing  care  in  the  event  of  serious  illness. 
This  eighty  per  cent  constituted  the  problem  for  the 
investigating  committee  and  still  represent  the  prob- 
lem for  organized  medicine  in  any  community. 

For  delivering  adequate  medical  service  to  this 
eighty  per  cent  of  the  population,  the  majority  of 
the  Committee  recommend  that  plans  be  developed 
by  lay  organizations,  by  hospitals,  by  insurance  com- 
panies, and  by  governmental  agencies.  The  minor- 
ity report  insists  that  any  plans  for  medical  service 
shall  be  developed  and  controlled  by  the  medical  pro- 
fession itself.  In  one  of  the  publications  of  the  Com- 
mittee, their  concept  of  what  constitutes  adequate 
medical  service  in  any  community  is  set  forth,  and, 
in  abbreviated  form,  is  as  follows: 

“What  is  Gcod  Medical  Care? 

1.  It  is  limited  to  the  practice  of  rational  medi- 
cine based  on  medical  science.  (It  is  quite  certain 
that  the  report  of  this  committee  with  its  warnings 
against  quacks  and  c.ultists,  and  the  high  powered 
publicity  behind  this  report,  is  going  to  be  highly 
beneficial  to  the  whole  medical  profession.) 

2.  Good  medical  care  must  emphasize  prevention, 
because  diagnosis,  prevention  and  treatment  are  in- 
separable aspects  of  the  science  and  art  of  medicine. 
(Prevention  must  not  be  left  to  the  public  officials, 
but  must  be  a part  of  the  every  day  practice  of 
every  doctor,  whether  in  general  practice  or  in  a 
specialty.) 

3.  Gcod  medical  practice  must  include  intelligent 
cooperation  between  practitioners  and  patients,  and 
between  medical  practice  and  the  public. 

4.  Good  medical  care  must  treat  the  patient  as 
a whole,  and  take  into  consideration  all  factors 
which  affect  his  health.  (This  is  much  the  business 
of  a specialist  treating  the  eyes  as  joints,  as  it  is  of 
the  general  practitioner.) 

5.  Good  medical  care  requires  a close  and  con- 
tinuous relation  between  the  physician  and  the  pa- 
tient. An  individual  doctor  treating  an  individual 
patient  is  the  essential  unit  in  good  medical  care. 


6.  Good  medical  care  must  be  coordinated  with 
social  welfare  work. 

7.  Good  medical  care  requires  a coordination  and 
proper  balance  among  the  various  agencies,  institu- 
tions and  organizations  through  which  medical 
service  is  provided. 

8.  Medicine  does'  not  adequately  fulfill  its  func- 
tions until  the  same  perfection  of  technic,  is  within 
the  reach  of  all  individuals. 

In  the  December  issue  of  California  and  Western 
Medicine  the  recommendations  of  the  committee 
(majority  report)  and  the  minority  report  are  giv- 
en, in  parallel  columns.  The  contrasting  views  ap- 
pear very  clearly  when  these  are  read  in  conjunction, 
and  they  are  reproduced  here.  (See  p.  23.) 

The  majority  report  definitely  places  its  endorse- 
ment on  group  practice  as  developed  by  lay  organi- 
zations, by  hospital  associations,  by  insurance  com- 
panies, and  by  governmental  agencies.  We  already 
have  all  of  these  in  various  forms,  and  since  some  of 
them  contain  or  invite  evils  against  which  organized 
medicine  has  always  fought,  we  will  turn  to  the  dis- 
cussions before  the  Conference  of  Secretaries  and  Ed- 
i;ors  for  examination  of  some  of  these  plans. 

II. 

The  conference  of  secretaries  and  editors  in  No- 
vember was  given  over  to  a discussion  of  the  various 
methods  of  contract  practice  which  have  developed 
during  the  past  fifty  years,  and  the  effect  upon  the 
further  expansion  of  these  which  the  report  of  the 
Committee  on  the  Costs  of  Medical  Care  will  have. 
Dr.  Leland  made  the  statement  that  the  Association 
now  has  record  of  more  than  400  such  schemes  and 
plans  and  others  are  being  reported  right  along.  Sev- 
eral of  these  have  been  described  and  criticized  dur- 
ing the  past  several  months  in  the  journal  and  bulle- 
tin of  the  Association.  Undoubtedly  a new  crop  will 
spring  up  as  the  direct  result  of  this  report,  since 
their  recommendations  definitely  encourage  this.  In 
the  October  issue  of  the  Bulletin,  Dr.  Leland  wrote 
on  "Some  Phases  of  Contract  Practice,”  and  his  in- 
troductory remarks  should  become  a part  of  our 
thinking,  when  we  study  this  whole  question.  The 
substance  of  his  opening  paragraphs  is  as  follows: 

“The  medical  profession  is  profoundly  affected  by 
economic  conditions  over  which  it  has  no  cnotrol.  In 
the  midst  of  such  economic  conditions,  certain  ten- 
dencies in  medical  practice  are  being  emphasized, 
and  these  tendencies  deserve  our  serious  considera- 
tion if  we  are  to  preserve  the  type  of  administra- 
tion of  medical  care  which  has  always  governed 
us.  . . . The  practice  of  medicine  has  always  been  in- 
dividualistic and  has  never  recognized  any  need  for 
large  organizations,  combinations  or  selling  agen- 
cies, or  any  other  intermediate  agency  to  bring  to- 
gether the  patient  and  the  physician.  . . . The  pro- 
fession has  held  steadfastly  to  the  principle  of  free 
choice  of  individual  physician  as'  essential  to  the  best 
interests  of  public  and  physician,  yet  numerous  types 
of  medical  practice  have  been  recently  developed 
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RECOMMENDATIONS  OF  THE  COMMITTEE 
ON  THE  COSTS  OF  MEDICAL  CARE. 

I 

The  committee  recommends  that  medical  service, 
both  preventive  and  therapeutic,  should  be  furnished 
largely  by  organized  groups  of  physicians,  dentists, 
nurses,  pharmacists,  and  other  associated  personnel. 
Such  groups  should  be  organized,  preferably  around 
a hospital,  for  rendering  complete  home,  office  and 
hospital  care.  The  form  of  organization  should  en- 
courage the  maintenance  of  high  standards  and  the 
development  or  preservation  of  a personal  relation 
between  patient  and  physician. 

II 

The  committee  recommends  the  extension  of  all 
basic  public  health  services — whether  provided  by 
governmental  or  non-governmental  agencies — so  that 
they  will  be  available  to  the  entire  population  accord- 
ing to  its  needs.  This  extension  requires  primarily  in- 
creased financial  support  for  official  health  depart- 
ments and  fulltime  trained  health  officers  and  mem- 
bers of  their  staffs  whose  tenure  is  dependent  only 
upon  professional  and  administrative  competence. 

III 

The  committee  recommends  that  the  costs  of  med- 
ical care  be  placed  on  a group  payment  basis,  through 
the  use  of  insurance,  through  the  use  of  taxation,  or 
through  the  use  of  both  of  these  methods.  This  is 
not  meant  to  preclude  the  continuation  of  medical 
service  provided  on  an  individual  fee  basis  for  those 
who  prefer  the  present  method.  Cash  benefits  i.  e., 
compensation  for  wage-loss  due  to  illness,  if  and 
when  provided,  should  be  separate  and  distinct  from 
medical  services. 

IV 

The  committee  recommends  that  the  study,  evalu- 
ation, and  coordination  of  medical  service  be  consid- 
ered important  functions  for  every  state  and  local 
community,  that  agencies  be  formed  to  exercise  these 
functions,  and  that  the  coordination  of  rural  with 
urban  services  receive  special  attention. 

V 

The  committee  makes  the  following  recommenda- 
tions in  the  field  of  professional  education:  (a)  That 
the  training  of  physicians  give  increasing  emphasis 
to  the  teaching  of  health  and  the  prevention  of  dis- 
ease; that  more  effective  efforts  be  made  to  provide 
trained  health  officers;  that  the  social  aspects  of 
medical  practice  be  given  greater  attention;  that  spe- 
cialties be  restricted  to  those  specially  qualified;  and 
that  postgraduate  educational  opportunities  be  in- 
creased; (b)  that  dental  students  be  given  a broader 
educational  background;  (c)  that  pharmaceutical  ed- 
ucation place  more  stress  on  the  pharmacist’s  re- 
sponsibilities and  opportunities  for  public  service; 
(d)  that  nursing  education  be  thoroughly  molded  to 
provide  well  educated  and  well  qualified  registered 
nurses;  (e)  that  less  thoroughly  trained  but  compe- 
tent nursing  aides  and  attendants  be  provided;  (f) 
that  adequate  training  for  nurse-midwives  be  provid- 
ed; and  (g)  that  opportunities  be  offered  for  the 
systematic  training  of  hospital  and  clinic  adminis- 
trators. 


RECOMMENDATIONS  OF  THE 
MINORITY  GROUP 

I 

The  minority  recommends  that  government  com- 
petition in  the  practice  of  medicine  be  discontinued 
and  that  its  activities  be  restricted  (a)  to  the  care  of 
the  indigent  and  of  those  patients  with  diseases  which 
can  be  cared  for  only  in  governmental  institutions; 
(b)  to  the  promotion  of  public  health;  (c)  to  the 
support  of  the  medical  departments  of  the  Army 
and  Navy,  Coast  and  Geodetic  Survey,  and  other 
government  services  which  cannot  because  of  their 
nature  or  location  be  served  by  the  general  medical 
profession;  and  (d)  to  the  care  of  veterans  suffering 
from  bona  fide  service-connected  disabilities  and  dis- 
eases, except  in  the  case  of  tuberculosis  and  nervous 
and  mental  diseases. 

II 

The  minority  recommends  that  government  care 
of  the  indigent  be  expanded  with  the  ultimate  object 
of  relieving  the  medical  profession  of  this  burden. 

III 

The  minority  joins  with  the  committee  in  recom- 
mending that  the  study,  evaluation,  and  coordination 
of  medical  service  be  considered  important  functions 
for  every  state  and  local  community,  that  agencies 
be  formed  to  exercise  these  functions,  and  that  the 
coordination  of  rural  with  urban  services  receive  spe- 
cial attention. 

IV 

The  minority  recommends  that  united  attempts 
be  made  to  restore  the  general  practitioner  to  the 
central  place  in  medical  practice. 

V 

The  minority  recommends  that  the  corporate  prac- 
tice of  medicine,  financed  through  intermediary 
agencies,  be  vigorously  and  persistently  opposed  as 
being  economically  wasteful,  inimical  to  a continued 
and  sustained  high  quality  of  medical  care,  or  unfair 
exploitation  of  the  medical  profession. 

VI 

The  minority  recommends  that  methods  be  given 
careful  trial  which  can  rightly  be  fitted  into  our 
present  institutions  and  agencies  without  interfering 
with  the  fundamentals  of  medical  practice. 

VII 

The  minority  recommends  the  development  by 
state  or  county  medical  societies  of  plans  for  medi- 
cal care. 
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which  must  inevitably  defeat  this  principle.  These 
newer  types  of  medical  practice  not  only  limit  free 
choice  of  physician  but  also  create  groups,  cliques 
and  dangerous  dissensions  within  medical  organiza- 
tions. Contract  bargaining,  solicitation,  misrepre- 
sentation and  underbidding  have  resulted  in  unfair 
competition  among  physicians  in  some  sections. 
Moreover,  some  of  these  schemes  have  been  organ- 
ized and  are  being  operated  in  direct  opposition  to 
and  defiance  of  the  established  principles  of  ethics 
of  the  American  Medical  Association.’' 

There  are  four  general  types  of  group  or  contract 
practice. 

1.  Lay  Organizations.  One  of  the  best  illustra- 
tions of  such  practice  is  the  Public  Health  Institute 
of  Chicago,  now  merged  into  the  organization  called 
'National  Medicine,  Inc.”  This  is  nothing  more  than 
the  five  and  ten  cent  store  idea  carried  into  the  prac- 
tice of  medicine.  By  organization  along  the  lines  of 
big  business,  handling  large  numbers  of  people  in  a 
short  period  of  time,  and  for  csah,  and  by  means  of 
extensive  advertising,  medical  care  is  offered  at  low 
cost. 

Another  modification  of  the  same  idea  was  that  of 
the  Los  Angeles  Record,  which  offered  medical  serv- 
ice along  with  one  year’s  subscription  to  the  paper. 
The  treatment  was  given  through  the  Pacific  Life 
Extension  Service,  Inc.,  using  a panel  of  physicians, 
one  or  two  in  each  of  several  communities,  at  a low 
cost  fee  list. 

The  American  People’s  League  is  another  modifi- 
cation of  a promoter’s  scheme  for  giving  medical 
service  at  low  cost.  The  League  charges  a membership 
fee  of  $5.00  and  an  annual  fee  of  $18.00,  in  return 
for  which  medical  service  is  given.  A physician  is 
secured  who  will  agree  to  give  this  medical  service 
for  $2.00  a year.  The  difference  between  the  $2.00 
a year  which  the  physician  gets  and  the  $18.00  a 
year  charged  the  patients  is  a very  handsome  profit 
for  the  promoter.  In  March,  1931,  this  particular 
league  had  a membership  of  over  1000  persons;  the 
doctor  who  was  to  do  all  the  work  received  $2000 
and  the  promoter  $14,000  for  collecting  the  money. 

The  ordinary  lodge  practice  where  the  lodge 
physician  is  paid  a salary  for  taking  care  of  the  lodge 
members  is  another  modification  of  this  same  plan, 
dressed  up  in  the  garniture  of  a benevolent  organiza- 
tion, to  make  it  look  respectable. 

2.  Hospital  Organizations.  Some  of  the  hospital 
organizations  embody  the  best  features  of  contract 
care.  Our  industrial  hospitals  developed  about  a need 
which  could  not  have  been  met  in  any  other  way. 
Here  in  consideration  of  the  payment  of  a fee,  de- 
ducted from  the  payroll  of  each  worker,  the  indus- 
trial concern  will  furnish  medical  care  and  hospital 
care,  varying  in  character  and  scope.  From  the  hos- 


pital and  medical  care  of  industrial  injuries  sustained 
by  a worker  while  on  duty,  it  has  developed  in  some 
communities  to  the  care  of  the  entire  family  of  the 
worker  in  all  kinds  of  sicknesses  or  injuries.  In  small 
communities  where  the  only  doctor  obtainable  is  the 
company  dcotor,  this  plan  is  the  only  one  which  can 
take  care  of  the  situation,  and  no  substitute  for  it 
has  ever  been  suggested.  When  the  community 
grows  and  independent  practitioners  come  in,  com- 
plications enter  into  the  picture. 

The  Mutual  Benevolent  Hospital  Association, 
started  in  California  in  18  51,  is  a closed  staff  hos- 
pital organization,  with  a membership  list  which  fur- 
nished high  grade  medical  and  hospital  care  to  its 
members  for  about  $22.00  per  year.  This  particular 
association  has  large  endowments,  and  the  fee  of 
$22.00  does  not  cover  the  cost  of  the  medical  and 
hospital  care.  Hospitals  which  have  attempted  to  im- 
itate this  plan  without  the  hospital  endowments  from 
philanthropists  have  encountered  difficulties.  How- 
ever, there  are  several  such  organizations.  The  Bay- 
lor University  Hospital  Plan  offers  only  hospital 
care  for  a yearly  fee  of  $9.00,  which  covers  hos- 
pital care  for  21  days,  operating  room,  anesthetics, 
laboratory  fees,  floor  nursing,  ordinary  medicines 
and  dressings,  with  5 0 per  cent  discount  on  x-ray 
work.  It  does  not  include  the  physician’s  fees,  and 
excludes  tuberculosis,  venereal  and  contagious  dis- 
eases. Several  hospitals  are  considering  the  adoption 
of  this  plan.  Where  such  hospitals  have  a closed 
staff,  if  at  once  becomes  a means  of  solicitation  of 
patients  for  a limited  group.  The  plan,  however,  is 
workable  on  an  ethical  basis,  when  provision  is  made 
for  control  by  the  county  medical  society,  as  a 
whole. 

In  some  localities  where  an  entire  community  is 
served  by  a single  hospital,  and  where  all  the  physi- 
cians of  the  community  have  access  to  the  hospital 
privileges,  a collective  medical  service  is  being  of- 
fered. For  an  individual  membership  of  $2  5.00  or  a 
family  membership  of  $100.00  a year,  medical  and 
hospital  service  has  been  offered;  the  physicians  are 
paid  by  salary  from  the  hospital  fund  in  the  one  ex- 
ample studied,  so  that  this  became  essentially  a hos- 
pital plan. 

Most  of  the  so-called  hospital  associations  are 
misnomers.  They  are  simply  organizations  develop- 
ed by  promotion.  Some  high  powered  salesman  will 
sell  a promise  to  deliver  medical  service  on  the  basis 
of  a yearly  fee.  After  selling  a sufficient  number  of 
such  contracts,  he  will  hire  doctors  to  deliver  the 
service  he  has  promised  to  deliver.  Most  of  the  so- 
called  hospital  associations  are  simply  sales  organiza- 
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tions  for  such  contracts.  One  clinic  in  Los  Angeles 
is  devoted  almost  entirely  to  taking  care  of  a large 
clientele  of  this  sort  composed  of  about  40,000  mem- 
bers. 

3.  Sickness  Insurance.  The  most  comprehensive 
plan  is  that  of  the  Columbia  Casualty  Company, 
which  is  a subsidiary  of  the  Ocean  Accident  and 
Guarantee  Company.  "If  the  general  idea  of  insurance 
is  accepted,  this  plan  has  fewer  objections  than  any 
of  the  plans  mentioned  before.  It  has  been  formulated 
by  expert  insurance  men  cooperating  with  medical 
men,  and  aims  to  eliminate  as  many  of  the  objection- 
able features  of  group  practice  as  possible.”  It  will  be 
given  a marked  impetus  by  the  report  of  the  Com- 
mittee on  the  Costs  of  Medical  Care.  This  is  the 
plan  which  will  be  brought  into  this  community 
very  soon,  if  it  has  not  already  appeared  here.  This 
company  already  maintains  an  office  here,  for  indus- 
trial work.  The  plan  proposes  to  have  a corps  of 
salesmen  selling  insurance  to  individuals  or  groups, 
and  we  will  soon  have  the  same  insurance  company 
which  now  cares  for  a large  portion  of  our  indus- 
trial insurance,  also  taking  care  of  the  family  ill- 
nessdS  through  their  already  employed  doctors.  The 
Columbia  Casualty  Company  are  already  at  work  in 
California  on  this  plan  which  embraces  solicitation 
by  salesmen  at  a profit  to  the  insurance  company; 
they  do  not  propose  to  have  any  conferences  with 
organized  medical  bodies,  frankly  stating  that  they 
can  always  secure  twenty  per  cent  of  the  medical 
profession  to  cooperate  with  them,  and  that  to  this 
twenty  per  cent  their  work  will  be  given.  It  will  in- 
evitably split  the  organized  medical  profession,  wher- 
ever this  plan  is  put  into  effect. 

Most  other  insurance  plans  are  but  modifications 
of  this,  and  many  with  even  more  undesirable  fea- 
tures. 

4.  Governmental  Control.  We  have  govern- 
mental control  in  the  Veterans’  Bureau,  in  the  Public 
Health  Service,  in  the  care  of  indigents.  Govern- 
mental control  is  working  into  the  general  field  of 
medicine  along  the  industrial  route.  Washington 
and  Oregon  have  gone  a long  way  toward  such  con- 
trol; Arizona  has  gone  a little  way  along  the  same 
route.  Washington  has  a workmen’s  compensation 
law  which  provides  unlimited  medical  care  through 
a state  fund  for  compensation  and  a state  medical  aid 
fund.  The  law  seemingly  provides  that  an  injured 
workman  shall  have  the  physician  of  his  choice,  but 
under  the  operation  of  the  law  a system  of  medical 
care  has  developed,  in  which  the  choice  of  physician 
has  been  eliminated,  and  the  end  result  is  a system 
of  private  contract  health  insurance  of  workers  and 


their  families  for  all  ailments,  taken  care  of  by 
groups  of  doctors  selected  by  the  Industrial  Com- 
mission. 

One  of  the  largest  of  such  groups  is  the  Bridge 
Clinic,  with  headquarters  at  Tacoma,  and  with  as- 
sociated physicians  in  twenty-five  other  points  in 
Washington.  The  state  industrial  board  enters  into 
contract  with  this  Clinic  to  care  for  industrial  work- 
ers and  their  families  for  all  ailments,  so  that  the 
Clinic  becomes  a subsidiary  of  the  industrial  commis- 
sion, and  the  Commission  is  in  reality  practicing 
medicine  through  these  agents. 

The  Oregon  State  Industrial  Accident  Commission 
is  now  making  direct  contracts  for  industrial  medi- 
cal service  with  physicians,  groups  of  physicians  and 
hospital  associations. 

In  Arizona,  the  criticism  of  our  Industrial  Com- 
mission has  been  because  of  a tendency  in  this  same 
direction. 

III. 

The  Commission  on  Medical  Education  is  a body 
which  has  been  studying  the  problems  of  medical 
education  in  this  country.  Their  work  has  of  neces- 
sity brought  them  in  contact  with  many  phases, — be- 
cause they  have  studied  the  distribution  of  physi- 
cian', the  probable  needs  fo  the  future  for  physicians, 
the  kind  of  medical  education  required  to  meet  those 
needs,  and  many  allied  questions.  They  have  made 
their  report  realizing  that  the  medical  practice  of 
today  must  be  adjusted  to  meet  the  new  conditions 
both  within  the  profession  itself  and  within  society 
in  general.  The  horizons,  opportunities  and  responsi- 
bilities of  medicine  are  expanding  with  great  rapidity. 
The  practice  of  medicine  is  over  specialized  and  the 
medical  education  of  the  physician  of  the  future 
must  turn  more  and  more  toward  a general  practi- 
tioner of  a new  type,  with  a broader  general  knowl- 
edge. It  is  estimated  that  8 5 per  cent  of  the  illnesses 
from  which  people  suffer  can  be  and  should  be  tak- 
en care  of  by  the  general  practitioners.  Yet  of  the 
156,000  practitioners  of  medicine  in  the  United 
States,  47,000  are  classed  as  specialists,  whereas  we 
actually  need  not  more  than  20,000. 

Faced  with  the  facts  from  these  three  sources,  can 
we  coordinate  and  develop  an  intelligent  policy 
which  will  be  acceptable  to  the  entire  medical  body, 
which  will  be  adequate  for  its  purpose,  and  which 
will  be  economically  sound?  Caught  as  we  are  be- 
tween the  upper  and  nether  millstones  of  an  inade- 
quately distributed  medical  service  and  a demand  for 
such  service  at  reasonable  cost,  what  are  we  going 
to  do?  We  have  three  possible  courses,  here  stated  as 
problems,  suggesting  no  definite  answer,  because  the 
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problem  cannot  be  answered  by  any  one  man  or  any 
group  of  men,  without  a long  and  intensive  study  of 
our  own  community’s  needs  and  available  resources. 
The  reason  the  American  Medical  Association  can 
present  only  general  principles  is  that  no  solution  will 
be  applicable  the  country  over.  Every  local  county 
society  must  make  its  own  study  and  solve  the  prob- 
lem in  the  light  of  its  own  community’s  needs. 

1.  We  can  adopt  a passive,  laissez  faire,  attitude, 
— and  do  nothing.  In  that  event,  it  will  be  done  to 
us,  and  it  will  be  aplenty! 

2.  We  can  wait  until  some  individual  or  organ- 
ization, who  cares  no*  one  whit  for  medical  ethics, 
ideals  or  progress,  comes  into  the  community  and 
promotes  some  scheme  and  graciously  permits  us  to 
have  some  share  in  our  own  professional  practice. 
Such  promoters  have  little  consideration  for  organ- 
ized medicine,  but  will  attempt  to  make  deals  with 
individuals  or  groups. 

3.  We  can  do  what  sensible  men  should  do,  when 
warned  in  advance  by  impending  calamity.  We  can 
carefully  study  the  entire  situation,  as  we  are  asked 
to  do  by  the  minority  report.  We  can  collectively 
and  systematically  study  our  own  community  and 
its  needs;  we  can  study  our  own  society  membership 
and  its  capacities  and  faults;  we  can  study  all  avail- 
able data  for  delivering  adequate  medical  care.  In 
the  light  of  all  we  can  learn,  we  can  then  unitedly 
develop  our  own  plan  for  our  own  community, 
operated  by  ourselves,  for  our  own  continuing  cred- 
it, and  for  the  remuneration  to  which  good  medical 
practice  entitles  us.  Our  salvation  lies  directly  along 
this  course,  and  along  none  other.  Doing  nothing  is 
suicide.  Accepting  a compromise  is  slow  poison. 
The  corpse  is  just  as  dead  in  either  event. 

Solutions  can  be  found  and  a sound  economic  pol- 
icy worked  out  by  the  medical  society  of  any  com- 
munity. It  cannot  be  done,  however,  by  swivel  chair 
opinions  or  by  going  off  on  a tangent.  It  will  require 
long,  intensive  study  and  coordination  of  all  social, 
economic,  political  and  ethical  questions  involved. 
Until  that  study  is  made,  no  opinions  that  may  be 
offered  will  be  worth  much. 

DISCUSSION  BY  DR.  W.  0.  SWEEK, 

Lois  Grunow  Memorial,  Phoenix,  Ariz. 

Dr.  Watkins  has  brought  before  us'  a topic  of  vast 
import.  He  is  to  be  most  highly  commended  and 
sincerely  congratulated  on  making  a most  intelligent 
synopsis  of  the  “Wilbur  Report.”  I am  in  complete 
harmony  with  him  when  he  says:  “We  can  adopt  a 
passive  laissez-faire  attitude  and  do  nothing.  In  that 
event,  it  wi'l  be  done  to  us',  and  it  will  be  ap’enty.” 

Speaking  as  one  who  is  in  a position  to  trim  sail 
and  take  advantage  of  prevailing  winds  and  capital- 
ize on  emergency  conditions  to  the  extreme  disad- 


vantage of  our  less  fortunate  brother  practitioners, 
I do  not  wish  to  push  an  immediate  advantage  for 
temporary  gain  by  taking  a short  view  rather  than 
a long  view  objective.  If  we  were  to  adopt  a short 
view  objective,  we  could  profit  temporarily  at  the 
expense  of  other  doctors.  In  the  long  run,  any  in- 
surance scheme,  state  medicine  or  mutual  coopera- 
tive must  reduce  us  all  to  the  level  of  unorganized 
wage  earners. 

Dr.  Watkins,  in  his  zeal  to  combat  the  many  evils, 
has  far  exceeded  the  late  lamented  President  Wilson 
in  points,  and  has  given  us  41  instead  of  14.  As  the 
time  is  limited,  these  points'  cannot  be  taken  up  one 
by  one,  at  least  not  by  me.  Doubtless,  they  will  all 
be  brought  out  by  others.  Methods  of  cutting  medi- 
cal expense  to  the  public  can  be  done  ethically,  only 
in  three  ways: 

(1)  Reduce  the  doctor’s  income. 

(2)  By  better  organization  and  coordination  of 
present  facilities  and  personnel;  and  by  creating  a 
better  demand  for  the  product. 

3)  By  increasing  the  buying  power  of  the  mass- 
es', by  increasing  wages,  by  increasing  consumption. 

I am  opposed  to  the  first  alternative,  for  the  rea- 
son that  even  under  so-called  prosperous  circum- 
stances, the  earnings  cf  the  average  doctor  were 
little  above  those  of  a first-class  building  mechanic. 
It  appears  to  the  men  with  whom  I am  associated 
that  the  latter  two  alternatives'  offer  the  basis  for 
a solution  of  our  difficulties. 

We  are  in  the  midst  of  profound  economic  changes, 
and  change  is  going  to  take  place  in  every  phase  of 
our  social  and  economic  structure,  including  the 
business  side  of  our  profession.  As  a profession,  we 
have  ignored  many  responsibilities  in  the  past,  while 
on  the  ether  hand  we  have  been  taken  advantage 
of  and  have  assumed  burdens  which  properly  be- 
longed to  society  as  a who'e. 

There  was  little  or  nothing  said  or  done  by  our 
profession  when  bankers  were  loaning  billions  of 
our  money  to  the  allies  and  getting  the  stage  set  for 
a war  in  which  we  had  no  business.  We,  as  a pro- 
fession, did  nothing  after  the  war  toward  forcing 
the  curtailing  cf  further  loans  of  billions  of  dollars 
by  these  same  eminent  men,  to  foreign  countries 
who  were  told  that  they  would  have  their  war  debts 
cancelled  so  that  these  private  loans  could  be  paid. 

Farmers  were  encouraged  by  the  same  financial 
advisors  to  go  into  debt  unnecessarily  and  to  borrow 
money  from  the  federal  land  banks  and  from  private 
banks.  Independent  business  men  were  high-pres- 
sured by  salesmanship  on  the  part  of  bankers  and 
promoters  to  abandon  business  principles  which  had 
been  successful  for  a hundred  and  fifty  years  and 
incorporate  and  make  their  money  out  of  stocks 
and  bonds  instead  of  the  business  of  producing  and 
merchandising  goods.  The  people  were  encouraged 
to  speculate,  gamble,  and  invest  in  watered  and 
worthless  stocks  and  bonds.  Billions  of  government 
and  other  tax-exempt  securities'  were  issued  and 
now  afford  safe  investment  for  the  slickers  that  de- 
stroyed a prosperous  people.  As  a profession  we  re- 
mained quiet  while  this  was  being  done. 

Now,  when  the  “ccld,  gray  dawn  of  the  morning 
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after”  arrives  and  our  over-rated  “big--shots”  look 
around  for  some  one  to  pay  the  piper,  their  eyes  spot 
the  ever-present  sucker  and  burdenbearer  of  all 
times,  the  worker  and  producer,  who  must  pay,  and 
I think  the  members  of  our  profession  are  to  be 
classed  both  as  workers  and  producers. 

First,  we  are  told  production  costs  must  be  cut, 
with  machinery  and  speed.  Thus  we  destroy  the 
worker’s  buying  power  and  lower  his  standard  of 
living.  Then  we  discover  the  lost  trade  and  throw 
millions  out  of  work  in  order  to  conserve  surplus 
and  capital.  Farm  produce  sinks  to  the  price  level 
of  the  days  of  Queen  Elizabeth.  With  13,000,000 
workers  idle,  we  are  again  asked  to  come  to  the  aid 
of  our  leaders!?).  We  are  told  that  we  must  retain 
our  “rugged  individualism,’'  maintain  the  value  of 
government  securities,  make  a gold  dollar  worth  12 
bushels  of  corn  and  8 bushels  of  wheat. 

What  is  your  home  worth?  What  is  your  life  in- 
surance worth?  What  are  your  securities  worth? 
What  will  you  collect  out  of  the  accounts  on  your 
books?  If  you  can  answer  all  of  these  questions' 
satisfactorily  and  are  perfectly  satisfied  with  things 
as  they  are,  then  you  should  not  object  to  cuts  in 
your  income.  You  and  I know  that  none  of  us  can 
answer  these  questions'  satisfactorily.  The  prospect 
of  lowered  standards  for  yourself,  a poorer  outlook 
for  your  family,  and  ultimate  peonage  for  them  and 
their  children  is  the  issue  which  confronts  us  now. 

The  ten  per  cent  of  the  population  that  Dr.  Wat- 
kins mentioned  is  still  able  to  pay  for  medical 
services,  but  they  don’t.  They  haggle  over  the 
amount,  they  cut  visits  to  as  low  a level  as  possible, 
and  often  leave  bills  unpaid  for  months.  The  sup- 
port of  charitable  and  semi-charitable  institutions 
by  this  ten  per  cent  of  the  population  has  reached 
an  all-time  low  level.  Hoarding  is  present  in  all 
classes  to  an  unprecedented  degree.  With  every 
article  that  is  necessary  for  human  life  and  comfort 
unsaleable,  because  purchasing  power  is  destroyed, 
what  do  we  men  in  the  profession  of  medicine  expect 
in  the  way  of  a living  wage?  What  have  we  a 
right  to?  Do  we  have  the  right  to  organize  into 
groups  and  racket  for  the  sole  purpose  of  defraud- 
ing the  public  and  our  fellow  practitioners,  or  are 
we  under  oath  bound  to  bear  a human  relationship 
to  the  unfortunate  both  within  and  without  the  pro- 
fession? 

I say  to  you  that  my  associates  do  not  favor,  and 
will  not  approve  anything  savoring  of  a racket, 
whether  it  be  in  the  guise  of  Mutual  Benefit  Soci- 
eties or  Insurance  Companies  of  whose  receipts  only 
from  25  to  50  per  cent  would  be  devoted  to  medical 
service.  The  bulk  of  insurance  money  goes  to  de- 
fray the  cost  of  promoters,  maintenance,  operation 
and  profits,  which  include  legal  service  to  avoid 
liability,  and  the  payment  for  services  of  doctors 
and  others  of  a questionable,  if  not  wholly  unethi- 
cal, nature. 

High  pressure  insurance  salesmen,  elaborately 
equipped  suites  of  offices,  glad-hand  promoters  and 
profits  paid  to  investors  and  laymen,  and  small  fees 
paid  to  doctors,  based  on  volume,  is  not  the  answer 
to  our  problems'. 


Worse  still,  salaried  physicians  employed  by  in- 
surance companies  always  degrade  the  high  standard 
of  medical  practice  and  ethics.  This  combination  is 
bound  to  destroy  good  medical  practice  of  a high 
standard  and  lose  all  fair  consideration  of  the  pub- 
lic. This  type  of  practice  is  responsible  for  the  es- 
tablishment of  ia  new  rule  in  our  courts.  For  many 
years,  if  the  subject  of  insurance  was  mentioned  in 
a personal  injury  case,  the  court  would  declare  a 
mistrial  or  the  Supreme  Court  would  set  a judgment 
aside.  The  low  ethics  of  insurance  company  doctors 
has  caused  this'  rule  to  be  changed.  For  illustration : 
In  la  recent  case  (the  general  principles  of  which 
have  been  duplicated  many  times)  cited  in  3 Pacific 
Reporter  (29)  on  pages  639-643,  a doctor  was  called 
as  a witness  for  the  defendants.  It  developed  from 
his  testimony  that  soon  after  the  plaintiff  was  tak- 
en home  from  the  casualty,  iat  a time  when  plaintiff 
was  seriously  injured,  the  doctor  called  at  plaintiff’s 
house  to  make  a physical  examination.  It  developed 
he  had  not  been  called  by  the  plaintiff,  or  any  mem- 
ber of  his  family.  Plaintiff’s  counsel  developed  these 
facts  on  cross  exlamination  and  the  additional  fact 
that  he  was  sent  to  make  the  examination  by  the 
insurance  company.  The  defendant  moved  to  strike 
the  testimony  concerning  the  insurance  company  as 
prejudicial  and  also  moved  to  discharge  the  jury, 
which  motions  were  denied.  The  Supreme  Court  of 
Kansas,  in  sustaining  the  rulings  of  the  lower 
court  in  the  case,  said : 

“The  circumstance  of  a physician  calling  to  make 
an  examination  of  a sick  and  injured  man  without 
having  been  called  by  him  or  any  member  of  his 
family,  is  in  and  of  itself  so  unusuial,  if  indeed  not 
so  unprofessional,  as  to  be  a proper  subject  of  in- 
quiry as  to  how  he  happened  to  go  there  for  that 
purpose.  If  it  be  true  that  an  insurance  company 
was  really  defending  the  action,  that  it  had  its 
physician  intrude  himself  into  the  sick  room  of 
plaintiff,  it  is  not  in  a position  to  complain  when 
the  physician  whom  it  has  employed  injects  into  the 
record  the  fact  that  he  was  appearing  for  an  insur- 
ance company.  To  so  hold  would  permit  anyone  rep- 
resenting an  insurance  company  who  had  anything 
to  do  with  the  case,  and  who  was  called  as  a wit- 
ness, to  say  that  he  was  representing  an  insurance 
company,  and  thereby  force  a new  trial.” 

We  have  fought  too  many  years  for  high  stand- 
ards' to  let  down  the  doors  now  without  a battle  to 
the  last  ditch.  I do  not  claim,  nor  do  my  associates 
claim,  that  we,  or  the  rest  of  the  medical  profes- 
sion, are  perfect.  We  do  insist  that  reforms  are  nec- 
essary. We  all  know  that  they  are.  Older  men  have 
seen  this  thing  coming  and,  following  their  lead,  I, 
personally,  have  made  strenuous  efforts  in  the  past 
to  help.  These  efforts  were  evidently  premature  land 
unpopular.  The  policies  which  in  the  past  I have 
advocated  in  the  Maricopa  County  Medical  Society 
have,  on  the  whole,  never  been  favorably  consid- 
ered. However,  some  of  my  colleagues  have  thought 
favorably  of  some  of  these  ideas.  So,  today,  some 
of  us  tare  in  a position  to  render  aid,  if  needed,  in 
the  fight  for  better  things,  if  the  members'  of  the 
society  can  see  the  necessity  for  a close  and  binding 
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code  of  ethics,  fitted  to  changed  circumstances  and 
designed  to  put  a stop  to  the  abuses  existing  or 
planned  by  lay  organizations,  state  and  federal  med- 
icine. Gentlemen,  we  are  with  you  in  a clean  fight 
for  right. 

Arizona  can  be  the  means  of  starting  a movement 
that  might  readily  become  national  in  scope  and  ben- 
efit many  people.  We  must  fight.  If  we  do  not  band 
together,  three-fourths  of  the  doctors  in  Maricopa 
County  must  leave.  Of  the  remaining  fourth,  the 
majority  will  work  as  hirelings  for  the  lay  boss. 


THE  TREATMENT  OF  VINCENT’S 
ANGINA 


BLOYCE  HILL  BRITTON,  M.  D. 

El  Paso,  Texas 

The  object  of  this  paper  is  simply  to  bring  out  a 
very  effectual  treatment  of  Vincent’s  angina  which, 
apparently,  has  not  been  recognized  by  the  leading 
authors  and  laryngologists  of  today.  This  treatment 
was  first  discovered  and  advanced  by  Dr.  James  M. 
Britton,  approximately  thirty  years  ago.  He  states 
that  the  manner  in  which  he  arrived  at  this  conclu- 
sion was  that,  when  he  was  a boy  on  a farm  in 
Alabama,  hogs  were  suffering  from  cholera  and 
dysentery  and  they  were  fed  a very  weak  solution 
of  bluestone  in  their  feed  and  in  their  water,  which 
proved  very  effectual  in  the  treatment  of  this  dysen- 
tery. In  later  years,  after  he  began  the  practice  of 
medicine  he  came  in  contact  with  Vincent’s  angina 
and,  as  nearly  as  he  can  remember,  first  used  this 
treatment  about  1902. 

The  treatment  consists  in  the  direct  application, 
daily  or  twice  daily,  of  copper  sulphate  in  from  10 
to  20  per  cent  solution  in  glycerine,  applied  directly 
to  the  lesion,  the  strength  advised  by  Dr.  Britton 
being  1 5 per  cent.  The  throat  is  first  cleaned  and 
the  necrotic  debris  removed  as  nearly  as  possible, 
this  being  accomplished  by  an  alkaline  spray  or 
hydrogen  peroxide  application,  and  the  copper  sul- 
phate is  applied  directly  to  the  necrotic  areas.  Great 
care  should  be  exercised  in  the  use  of  the  applicator; 
first,  that  all  the  crypts  of  the  tonsils,  if  that  be  the 
area  of  involvement,  are  completely  emptied  of  their 
contents  and  the  applicator  inserted  deep  into  the 
crypts  and  deep  into  any  other  necrotic  area  which  is 
present.  Great  care  should  also  be  exercised  in  using 
the  solution  in  that,  if  a very  large  portion  is  swal- 
lowed, of  course,  nausea  and  emesis  follow. 

In  looking  over  the  various  publications  on  this 
subject,  it  is  amazing  to  find  the  variety  of  treat- 
ments which  are  advocated.  They  are,  more  or  less, 
all  non-specific  and  have  not  proved  worthy  of  con- 


sideration when  compared  to  the  copper  sulphate 
treatment  of  Vincent’s  angina.  In  following  this 
treatment  for  the  past  three  years,  I have  treated  a 
series  of  cases,  viz.:  121  cases  of  Vincent’s  angina, 
and  have  had  specific  results  in  all  cases.  In  the 
more  obstinate  cases,  where  there  is  extensive  in- 
volvement of  the  lymphatics,  bismuth  solution  intra- 
muscularly has  been  used  and  this  speeds  up  the 
eradication  of  the  disease;  however,  I have  not  had 
one  case  which  has  demanded  more  than  one  week’s 
treatment  to  completely  eradicate  the  infection, 
when  bismuth  has  been  used  in  conjunction  with 
the  local  treatment  being  given  in  the  form  of  bilip- 
sodol  and  given  at  daily  intervals. 

In  view  of  these  results,  I feel  that  it  is  justifiable 
to  publish  this  report,  giving  Dr.  James  M.  Britton 
the  credit  which  is  due  him  for  the  advancement  of 
this  treatment,  which  he  has  been  using  for  all  these 
years  but  which,  through  his  procrastination,  he  has 
failed  to  publish. 


MATERNAL  AND  CHILD 
HYGIENE  IN  A COUNTY 
HEALTH  UNIT 


ESTELLA  FORD  WARNER,  M.  D. 

U.  S.  Public  Health  Service 

(Read  at  the  New  Mexico  Public  Health  Associa- 
tion in  May,  1932,  .and  published  by  permission  of 
the  Surgeon  General.) 

In  presenting  this  subject,  I am  borrowing  the 
technic  of  the  movies  with  which  we  are  all  familiar. 
First,  the  method  they  employ  in  taking  different 
sets,  then  running  them  all  together  to  give  a sense 
of  time,  space,  and  sequence.  The  other  method  is 
that  of  the  "close-up”  wherein  a single  detail  is 
thrown  upon  the  screen  and  all  relationship  to  the 
picture  preceding  or  following  is  destroyed.  The 
latter  method,  unfortunately,  is  the  one  commonly 
used  bv  most  of  us  in  our  health  work,  so  that  we 
lose  the  balance  and  vision  that  is  so  necessary  to  the 
advancement  of  Public  Health. 

Let  us  hastily  turn  back,  then,  to  the  time  when 
the  first  man  was  probably  the  first  doctor,  the  first 
obstetrician,  the  first  pediatrician,  and  undoubtedly 
the  first  health  officer.  We  have  no  record  of  the 
methods  nor  technics  he  used  in  the  practice  of 
medicine,  but  we  are  very  sure  that  he  adopted  such 
measures  as  his  experience  and  intellect  suggested,  to 
the  end  that  advancement  was  sure,  albeit  slow.  The 
Egyptians  gave  us  our  first  rules  of  personal  and 
community  health,  our  first  record  of  "health 
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habits”;  and,  interestingly  enough,  those  principles 
are  still  basic  in  our  modern  conception  of  public 
health.  The  Babylonian  priests  were  the  first  to 
practise  the  art  of  medicine;  their  closeness  to  the 
supernatural  probably  qualified  them  for  both  pro- 
fessions. An  interesting  record  tells  that  a patient 
discontented  with  the  diagnosis  or  care  of  the  priest- 
doctor,  would  frequently  order  his  stretcher  carried 
to  the  marketplace,  where  the  passersby  might  look 
upon  him  and  offer  assistance  as  to  cause,  care,  and 
cure  of  the  ailment.  Human  nature  has  changed  but 
little  during  the  centuries,  and  the  suggestions  passed 
over  the  bridge  table,  the  telephone,  or  back  yard 
fence,  are  still  in  vogue. 

Generation  followed  generation  and  mankind  stood 
helplessly  by  in  the  face  of  great  pandemics  that 
threatened  to  destroy  the  world,  and  often  did  wipe 
out  as  much  as  a fourth  of  the  world  population. 
Little  wonder  that  men  associated  disease  with  the 
gods,  and  that  the  priest  remained  the  physician. 
Then  came  the  Greek  teachings  that  illness  was  the 
end-result  of  natural  causes  and  that  superb  physical 
development,  brought  about  through  exercise,  rest, 
baths,  diet,  would  secure  health  and  destroy  disease. 
Hippocrates,  although  believing  that  the  plague  was 
the  instrument  of  Divine  wrath,  brought  forth  the 
first  doctrines  of  the  relationship  of  environment 
and  the  qualities  within  the  individual  that  might 
produce  disease.  His  conception  is  not  far  removed 
from  our  modern  views  as  to  the  use  of  toxins,  anti- 
toxins, sera,  and  biochemicals.  Hippocrates,  to  be 
sure,  based  his  theories  upon  intuition  and  specula- 
tion, while  our  present  methods  are  the  result  of 
careful  scientific  investigation. 

Rome  undertook  environmental  hygiene  and  con- 
structed great  systems  of  water-ways  for  bringing 
pure  water  from  the  mountains  to  the  densely  pop- 
ulated areas.  But  even  though  the  theory  of  the 
natural  causation  of  disease  and  the  efficacious  re- 
sult of  good  water  supplies  seemed  to  be  proving 
themselves,  epidemics  and  pandemics  continued;  and 
civilization  everywhere  stood  powerless  in  the  face 
of  illnesses  over  which  they  had  no  control.  The 
revolt  of  the  people  against  the  excesses  and  perver- 
sions of  the  later  Greek  and  Roman  "culture”,  af- 
forded opportunity  for  the  clergy,  often  most  un- 
scrupulous, to  lay  hold  again  upon  the  leadership 
controlling  mind  and  body.  The  result  was  the 
outgrowth  of  charlatanry,  which  produced  charms 
and  saints,  even  saints  specializing  in  certain  diseases, 
and  the  supposed  benefits  of  the  "divine  touch”  of 
those  particularly  anointed  by  the  Almighty. 

Out  of  these  "dark  ages”  and  centuries  of  pro- 


found superstition  and  lack  of  scientific  knowledge, 
emerges  a gleam  of  advancement.  Paracelsus  in  the 
early  fifteenth  century  contended  that  alchemy 
should  not  be  used  for  making  gold  alone,  but  also 
for  curing  and  retarding  disease.  His  disciples  were 
called  "quacksalbers”,  dubbed  "quacks”,  because 
they  believed  that  mercury  would  cure  certain  ill- 
nesses. About  this  time  the  microscope  was  invented, 
and  the  first  printing  establishment  was  set  up  in 
London — two  important  steps  forward  in  the  ad- 
vancement of  science  and  the  promulgation  of  scien- 
tific knowledge.  Time  passed  on;  and,  although 
prophets  were  calling  in  the  dark  about  bacteria 
causing  disease,  science  bent  its  attention  upon  the 
improvements  in  skills  of  surgery  and  the  perform- 
ance of  medical  practice,  rather  than  upon  those 
things  we  include  in  public  health.  We  have  but  to 
remember  that  it  was  just  one  hundred  years  ago 
that  England  within  a single  year  lost  42,000  people 
from  cholera  alone.  Local  boards  of  health  were 
then  organized  to  collect  data  concerning  deaths  and 
to  "control”  epidemics.  Within  a year  or  two  the 
British  Central  Office  of  Registrar  General  was 
established  for  the  purpose  of  collecting  data  on 
births,  deaths,  and  marriages. 

It  was  then  found  that  cholera  deaths  were  more 
or  less  segregated  into  certain  districts  of  London. 
There  arose  those  who  contended  that  the  cholera 
was  not  due  to  human  contact,  as  was  the  belief,  but 
to  the  well  and  river  water  that  supplied  these  areas. 
Twenty-five  years  passed.  Finally  the  London 
County  Council  reluctantly  set  about  securing 
water  from  other  sources  than  the  raw  river  water 
of  the  Thames  and  the  adjacent  surface  wells.  But 
be  mindful  that  there  still  existed  those  who  at- 
tributed the  cholera  to  the  lack  or  excess  of  ozone 
in  the  water  rather  than  to  bacteria. 

During  all  that  period,  other  remarkable  investiga- 
tions and  discoveries  were  being  made.  Jenner  had 
developed  the  smallpox  vaccine.  Lister  and  Pasteur 
opened  the  microbic  world  to  us;  the  discovery  of 
the  bacillus,  the  meningococcus,  the  spirochete  palli- 
dum, and  others,  followed.  Laboratory  methods  re- 
vealing the  growth  and  habits  of  these  germs  were 
improved.  It  remained,  however,  for  the  late  nine- 
teenth and  early  twentieth  centuries  to  apply  the  in- 
formation gained  to  the  prevention  of  disease  and 
the  prolongation  of  life.  We  no  longer  stand  help- 
less before  infection,  but  face  each  disease  not  al- 
ready subdued,  with  the  confidence  that  time  and 
study  will  add  another  conquest. 

With  the  Twentieth  Century  came  a new  interest 
in  health;  namely,  the  interrelationship  between  the 
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community  and  individual  health,  and  the  responsi- 
bility of  the  community  for  the  general  health  and 
welfare  of  its  people.  States  began  to  organize  state 
boards  of  health  during  the  middle  of  the  nineteenth 
century.  Massachusetts  was  the  first;  Alabama  fol- 
lowed; and  others  soon  perfected  like  departments. 
The  chief  purposes  of  these  health  services  were  the 
collection  of  data  concerning  life  and  death,  the  con- 
trol of  epidemics,  and  the  promotion  of  environ- 
mental hygiene,  chiefly  the  supervision  of  water 
supplies  and  sewage  disposal  plants.  With  the  growth 
of  health  departments  and  the  common  knowledge 
of  facts  they  revealed  as  to  incidence  of  illness  and 
death,  up  sprang  volunteer  organizations  with  in- 
terest in  some  one  disease  or  age  group.  There  was 
little  evidence  of  a unified  concept  of  health  services 
and  especially  is  that  true  in  the  field  of  child  hy- 
giene. 

In  the  larger  cities,  medical  inspection  of  school 
children  became  an  instituted  procedure,  often  with- 
out relationship  to  the  health  department  or  even  to 
other  departments  within  the  school  system  that 
might  be  related  to  health,  for  instance,  home  eco- 
nomics and  nutrition.  Infant  welfare  clinics  were 
established  under  private  auspices,  the  early  milk 
stations  giving  rise  to  the  more  formal  clinics.  The 
approach  to  such  problems  as  maternal  health,  infant 
welfare,  school  hygiene,  and  health  teaching,  came 
from  almost  as  many  different  sources.  There  was 
a profound  lack  of  interrelationship  or  coordination 
and  the  workers  were  unsure  of  existing  relationships 
between  organizations,  volunteer  and  official. 

There  were  two  outstanding  movements  that  per- 
haps quickened  the  pace  of  interest  in  child  health 
and  public  health.  The  first  was  the  attempt  to  re- 
duce infant  mortality;  and  the  second  was  the  dis- 
covery of  the  tubercle  bacillus  and  the  following  at- 
tempts to  control  the  infection,  wherein  it  was  found 
that  victory  was  dependent  not  only  upon  medical 
care,  but  also  upon  continuous  education  of  the  in- 
dividual in  hygienic  living.  So  we  added  to  the 
prescribed  powers  of  the  health  departments  not  only 
those  duties  that  have  to  do  with  health  maintenance 
for  the  masses,  but  activities  which  depend  upon  the 
education  and  the  understanding  cooperation  of  the 
individual.  City  health  departments  increased  in 
numbers  and  expanded  in  activities  throughout  the 
first  quarter  of  the  twentieth  century.  The  Amer- 
ican Child  Health  Association,  in  a survey  of  eighty- 
six  cities  of  less  than  100,000  population,  in  192  5 
reports  an  average  rating  of  3 8 per  cent  in  maternity 
hygiene,  5 8 per  cent  in  infant  hygiene,  32  per  cent 


in  preschool  health,  and  44  per  cent  in  school  health, 
indicating  that  health  education  and  personal  health 
were  taking  their  places,  along  with  environmental 
control  measures,  in  the  advancing  programs  of 
urban  health  departments. 

It  was  not  until  1911,  however,  that  a county 
health  unit  was  formed  to  extend  to  rural  areas  the 
same  type  of  health  protection  that  urban  areas  en- 
joyed. It  is  interesting  also  that  the  formation  of 
this  health  department  was  borne  upon  the  wave  of 
a typhoid  epidemic.  Yakima  County,  Washington, 
bears  the  distinction  of  being  the  first  county  in  the 
United  States  so  to  organize.  Progress  in  the  or- 
ganization of  other  county  health  services  was  slow, 
and  was  greatly  retarded  by  the  World  War.  But 
interest  in  the  need  of  health  protection  in  rural 
areas  and  the  promotion  of  measures  to  improve  the 
status  of  child  health,  were  accentuated  by  the  war 
through  the  facts  revealed  by  the  physical  examina- 
tions of  the  several  hundred  thousand  recruits  in  the 
Army  and  Navy.  Then  came  the  Maternity-Infancy 
Act  carrying  with  it  Federal  appropriations  and  sub- 
sidies for  the  promotion  of  programs  intended  to 
conserve  mother  and  infant  lives.  For  the  most  part 
these  programs  were  highly  specialized  activities  car- 
ried on  in  cooperation  with  the  official  health  or- 
ganization, but  were  not  a routine  part  of  the  in- 
tegral program  of  the  department.  Meanwhile,  the 
United  States  Public  Health  Service  and  private 
foundations  became  actively  interested  in  the  future 
development  of  county  or  district  health  units  built 
upon  the  broader  conception  of  health  department 
programs,  to  include  all  salient  branches  of  health 
work,  rather  than  upon  environmental  control  meas- 
ures alone.  So  in  1926,  instead  of  one  county  health 
unit,  as  we  had  in  1911,  we  had  307  county  or  dis- 
trict health  services  supported  by  local  funds  and  as- 
sisted through  subsidies  from  the  Public  Health 
Service,  the  International  Health  Board,  or  other 
agencies.  The  personnel  of  these  units  grew  to  in- 
clude, besides  the  full-time  health  officer,  public 
health  nurses,  sanitary  officers,  and  clerical  assist- 
ance. 

The  early  reports  of  county  health  unit  work  are 
interesting.  A report  of  1920  states  that  there  were 
thirty-one  health  units  in  eleven  states,  representing 
a total  expenditure  of  $299,095,  or  $7,390  a unit. 
Thirteen  of  these  counties  attempted  no  program  be- 
yond sanitation.  In  1930  a like  report  tells  that 
there  were  5 05  units  in  thirty-seven  states,  with 
total  budgets  of  $7,920,983;  and  exclusive  of  Los 
Angeles  County,  California,  whose  budget  was  $1,- 
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342,487,  the  average  county  unit  budget  was  $13,- 
052.  In  1920,  3 per  cent  of  the  rural  population  was 
receiving  service  approximating  adequate  health  pro- 
tection; in  1930,  26  per  cent  was  being  cared  for. 
In  1920  there  was  an  average  of  forty-eight  prenatal 
calls  per  county  made;  in  1930,  seventy-nine  calls. 
In  1920,  infant  home  nursing  visits  reached  3 8 6;  in 
193  0,  they  fell  to  3 1 5 per  county.  In  1920  2,648 
school  children  were  examined  per  county;  while  in 
1930  the  number  reached  2,883.  There  is  no  record 
for  diphtheria  immunization  in  1920 — the  measure 
was  not  then  well  enough  established — but  in  1930 
the  average  per  county  of  completed  toxin-antitoxin 
immunizations  was  1,113.  The  county  average  on 
typhoid  immunization  in  1920  was  5 84;  in  1930  it 
was  2,08  0.  Smallpox  vaccinations  in  1920  were 
1,288  per  county;  in  1930,  1 1 56.  There  are  certain 
parts  of  a health  unit  program  which  require  special 
emphasis  in  certain  areas.  For  instance,  shellfish 
sanitation  along  the  seaboard;  malaria  and  hookworm 
through  the  South;  Rocky  Mountain  spotted  fever 
in  the  Northwest;  and  so  forth.  But  there  are  other 
phases  of  health  department  service  which  require 
equal  emphasis  throughout  the  country;  and  among 
those  are  services  in  maternal,  infant,  and  child  hy- 
giene. 

Let  us  turn  for  a few  moments  to  the  "close-up” 
of  the  child  hygiene  work  in  a county  health  unit. 
As  has  been  indicated,  the  place  of  child  hygiene  in  a 
rural  health  program  has  been  a matter  of  evolution. 
First,  the  recognition  of  a problem;  next,  attempt 
of  lay  or  volunteer  organizations  to  "do  something 
about”  improving  the  situation;  then  the  acceptance 
on  the  part  of  the  official  service  on  the  basis  of 
more  or  less  a specialized  part  of  the  service  (and  it 
might  be  added,  sometimes  an  unwanted  part  looked 
upon  as  a special  brand  of  nuisance),  and  lastly,  the 
inclusion  of  the  fundamental,  constructive  part  of 
the  child  hvgiene  program  into  a program  which  con- 
siders the  welfare  of  the  community  as  a whole,  not 
only  on  the  basis  of  the  present,  but  projects  for- 
ward into  future  generations. 

The  balance  of  the  child  hygiene  part  of  a whole 
program  is  still  more  or  less  in  a state  of  flux.  The 
American  Public  Health  Association  has  given  us 
the  Rural  Appraisal  Form,  and  within  a few  weeks 
will  distribute  the  revised  and  much  improved  edi- 
tions of  the  appraisal  records.  That  probably  is  the 
best  basis  we  now  have  for  program  balance,  but  it 
must  be  remembered  that  even  that  excellent  chart 
and  compass  is  still  in  more  or  less  of  a research  stage, 
and  that  each  of  us  in  the  field  of  public  health  is 
contributing  his  part  in  effecting  an  answer  to  the 


problem  of  determining  an  efficient  health  depart- 
ment program.  There  is  more  to  the  part  that  child 
hygiene  may  play  in  a program;  it  is  the  quality  of 
the  service  that  is  rendered  that  counts,  after  all.  It 
is  not  an  easy  task  to  measure  results  of  health  ef- 
forts. Mortality  rates,  which  we  are  accustomed  to 
use  as  the  measuring  rod,  are  poor  indices  for  the 
thing  we  are  attempting  to  evaluate,  because  we  are 
not  measuring  death,  really;  we  are  trying  to  prevent 
death  and  lengthen  the  span  of  health  and  life.  Basic 
in  that  type  of  service  is  the  need  of  evaluation  of 
the  content  of  service  that  might  assure  a reasonable 
improvement  in  personal  and  community  well-being. 
What  are  those  items  in  prenatal  care  that  are  es- 
sential to  the  health,  comfort,  and  life  of  the  mother 
and  child?  What  should  the  nurse  include  in  her 
teaching  the  young  mother  concerning  the  care  of 
her  infant,  that  will  assure  a more  normal  child? 
How  many  preschool  or  school  children  in  a com- 
munity should  be  immunized  against  diphtheria  in 
rural  areas  before  it  can  be  positively  said  that  epi- 
demics are  ancient  history?  The  whole  question  of 
child  health  and  the  community  is  an  unsettled  one 
as  to  extent  and  content.  The  National  Organiza- 
tion for  Public  Health  Nursing  is  now  making  a 
study  attempting  to  evaluate  the  content  of  nursing 
instruction  visits  so  that  finally  we  may  expect  from 
that  group  some  aids  and  routines  for  nursing  visits 
which  would  be  fundamental  and  consistent  with 
program  function,  as  well  as  basic  in  being  able  to 
measure  effectiveness  of  work.  Other  organizations 
are  making  studies  relating  to  other  phases  of  health 
performance.  The  Public  Health  Service  is  under- 
taking a study  of  personnel,  their  needed  training 
and  qualifications;  the  Milbank  Fund  is  studying  the 
diphtheria  immunization  in  relation  to  age  groups, 
the  percentage  of  immunized  necessary  to  control 
diphtheria  incidence,  and  so  forth;  the  Maternity 
Center  in  New  York  has  been  attempting  to  evaluate 
prenatal  care,  and  in  a recent  report  has  given  the 
information  that,  with  all  the  excellent  service  they 
are  able  to  provide  the  expectant  mothers  registering 
with  them,  they  find  the  incidence  of  maternal  mor- 
bidity and  mortality  but  little  affected;  but  that  the 
benefits  are  measured  in  the  reduction  of  miscar- 
riages, stillbirths,  and  neonatal  deaths,  as  well  as  in- 
fant deaths.  The  Commonwealth  Fund  in  four  areas 
where  they  carried  on  Child  Health  Demonstrations, 
conclude  that,  after  five  years’  effective  service  in 
each  area,  "there  was  evidence  that  measureable  ad- 
vantages to  mothers  and  children  followed  by  health 
department  service,  and  that  infant  and  child  mor- 
tality was  reduced  in  the  community  as  a whole”. 
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There  are  many  other  valuable  and  excellent  studies 
under  way,  each  having  a decided  bearing  upon  the 
present  and  future  of  health  services,  particularly 
those  phases  that  relate  to  the  so-called  child  hygiene 
items  within  a generalized  health  department  pro- 
gram. 

Heretofore  we  have  accepted,  for  want  of  some- 
thing better,  to  be  sure,  program  patterns  which  have 
been  handed  down  to  rural  health  units  from  more 
elaborate  and  specialized  activities.  Those  patterns 
have  been  applied  in  toto,  in  part,  or  adopted  to  the 
need;  and,  in  spite  of  crude,  often  ineffective,  and 
bungling  effort,  progress  has  been  made  in  child 
health  work.  But  do  not  let  the  close-up  blur  the 
vision  of  what  is  really  happening.  Much  has  been 
accredited  to  child  hygiene  activities,  as  specialized 
parts  of  community  efforts.  Analysis  of  infant 
mortality  rates  shows  a marked  decrease,  but  the 
drop  came  years  ago  when  milk  supplies  began  to  be 
controlled,  and  since  then  the  reduction  in  deaths  has 
been  quite  gradual;  no  one  can  say  definitely  just 
how  great  an  effect  public  health  education  has  had 
upon  that  reduction.  We  believe  it  has  had  a great 
part  in  producing  results;  the  few  studies  that  have 
been  made  bear  that  out.  Maternal  death  rates  re- 
main where  they  were  ten  years  ago.  Stillbirths  and 
neonatal  deaths  are  almost  as  high  as  they  were  be- 
fore public  health  swept  the  country.  Some  com- 
municable diseases  have  shown  splendid  reductions, 
but  interesting  things  are  revealed  in  analysis  of  re- 
sults of  control  measures  instituted.  One  state,  in  a 
huge  program  of  sanitation  to  control  typhoid,  has 
built  sanitary  toilets  by  the  thousands  and  has  to  a 
small  degree  reduced  typhoid  incidence  and  deaths, 
but  for  the  last  ten  years  2 5 per  cent  of  all  their 
typhoid  deaths  have  occurred  under  1 5 years  of  age. 
The  inference  is  that  other  things  enter  into  the 
problem  besides  the  care  of  human  disposal.  Still 
another  state  recently  undertook  an  extensive  cam- 
paign of  immunization  of  school  children  for  diph- 
theria, when,  for  the  last  ten  years,  6 5 per  cent  of 
all  deaths  had  been  under  the  five-year  age  period. 
If  we  would  but  study  carefully  the  problems  af- 
fecting child  health,  we  would  find  that  it  is  im- 
possible to  conserve  child  life  and  health  by  placing 
it  in  a compartment  by  itself;  it  is  only  through  the 
consideration  of  the  whole  field  of  health  that  we 
can  anticipate  any  result  in  improving  the  situation 
for  children.  But  the  fact  remains  that  we  have 
been  so  involved  in  concern  over  the  appalling  find- 
ings relating  to  maternal,  infant,  and  child  hygiene; 
we  have  groped  so  wildly  in  attempts  to  do  some- 
thing that  would  win  public  favor  in  supporting  our 


efforts  and  produce  some  tangible  results  that  we 
could  point  to  with  a long  finger,  that  we  have  lost 
our  balance  in  the  relationship  of  the  child,  the 
health  department,  and  the  community.  My  plea  is, 
then,  that  we  consider  ourselves  as  research  workers, 
analyzing  step  by  step  our  function  in  health  pro- 
motion, and  having  a reason  for  each  step  in  the 
light  of  the  existing  need  upon  the  background  of 
the  past  and  with  vision  into  the  future. 
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J.  ROSSLYN  EARP,  DR.  P.  H. 

Director  New  Mexico  State  Bureau  of  Public  Health 


MILK  SICKNESS 

The  latest  contribution  on  this  subject  to  SOUTH- 
WESTERN MEDICINE,  so  far  as  I can  discover, 
was  published  in  the  September,  1926,  issue  of  this 
journal.  It  was  by  Dr.  Culpepper'  of  Carlsbad.  One 
month  later,  in  October,  1926,  a mimeographed  pre- 
liminary statement  was  issued  by  the  Bureau  of  Ani- 
mal Industry,  describing  the  isolation  by  Couch  of 
tremetol  fC  H O 3 1 from  white  snakeroot  and 
the  experimental  production  of  trembles  by  this  com- 
pound when  it  is  given  to  cattle.  The  work  of  Couch 
was  subsequently  published  in  the  Journal  of  Agri- 
cultural Research'  and  in  the  Journal  of  the  Ameri- 
can Medical  Association8.  It  was  not  until  1930,  in- 
deed, that  tremetol  was  found  also  in  the  rayless 
goldenrod,  which  is  responsible  for  trembles  and 
milk  sickness  in  the  Southwest.  But  for  the  last 
five  years  it  has  been  certain  that  a chemical  poison, 
and  not  a living  germ,  is  the  cause  of  the  disease. 
Sterilized  plants  are  effective  when  fed  to  experi- 
mental animals. 

With  this  knowledge  in  mind,  it  is  interesting  to 
read  again  the  article  by  Jordan  and  Harris^  which 
built  up  so  strong  a circumstantial  case  for  bacterial 
infection  that  for  years  no  further  search  was  made 
for  a chemical  poison.  It  is  instructive  to  note  how 
adherence  to  a theory  may  mislead  one  in  the  inter- 
pretation of  evidence.  Thus  the  interval  between 
first  taking  of  the  poison  and  the  development  of 
symptoms  naturally  appears  to  Jordan  and  Harris  as 
evidence  of  an  "incubation  period,”  while  to  us  it 
appears  that  the  poison  is  cumulative. 

Another  "find”  in  the  literature  is  an  article  by 
W.  G.  Sackett3  published  in  1919.  The  author  de- 
scribed some  very  careful  experiments  by  which  he 
clearly  proved  that  the  poisonous  principle  in  the 
white  snakeroot  leaves  is  soluble  in  95  per  cent  alco- 


JANUARY,  1933 

hoi  and  that  it  is  cumulative.  He  also  showed  that 
the  residue  of  the  leaves,  after  extraction  with  9 5 per 
cent  alcohol,  was  no  longer  poisonous.  He  observed 
the  fatty  degeneration  of  the  liver  in  experimental 
rabbits.  Altogether,  this  author  does  not  seem  to 
have  been  given  the  credit  that  he  deserves  in  the 
later  literature. 

It  has  not  yet  been  determined  whether  the  toxic 
principle  in  milk  and  butter  from  cows  with  treme- 
tol  poisoning,  is  tremetol  or  some  altered  form  of  the 
poison.  The  Bureau  of  Animal  Industry  writes  me, 
under  date  December  2,  193  2,  that  they  are  still 
working  on  this  problem  and  would  be  grateful  for 
samples  of  milk  and  butter  suspected  of  causing  milk 
sickness. * I am  sure  that  physicians  of  the  South- 
west will  be  glad  to  aid  this  research. 

Regarding  symptoms  I shall  say  nothing  here. 
They  were  very  well  described  by  Dr.  Culpepper1  in 
1926.  The  same  author  prescribes  the  correct  treat- 
ment, though,  as  we  now  know,  for  the  wrong  rea- 
son. Those  who  have  to  treat  milk  sickness  in  the 
light  of  our  present  knowledge  should  consult  the 
articles  of  Walsh  and  of  Bulger,  Smith  and  Stein- 
meyer.' 

Milk  sickness  is  not  specified  among  the  notifi- 
able diseases  in  New  Mexico.  However,  food  poison- 
ing is  notifiable  and  we  trust  that  physicians  who 
see  any  case  of  milk  sickness  will  notify  us  thereof. 
Knowledge  of  the  whereabouts  of  its  occurrence  is 
the  first  step  in  prevention.  It  then  becomes  neces- 
sary either  to  take  away  from  the  cattle  the  rayless 
goldenrod  or  else  to  give  them  something  better  to 
eat.  We  are  told,  in  a pamphlet  issued  by  the  U.  S. 
Department  of  Agriculture”  that  stock  avoid  the 
rayless  goldenrod  if  they  are  given  a sufficiency  of 
wholesome  forage  and  that  one  of  the  prime  causes 
of  trembles  is  overgrazing  of  the  land.  The  same 
pamphlet  gives  an  illustrated  description  of  the  ray- 
less goldenrod  and  states  that  it  may  be  destroyed  by 
digging  to  a depth  of  two  or  three  inches. 

Dr.  E.  F.  Castetter,  professor  of  biology  in  the 
University  of  New  Mexico,  tells  me  that  the  weed  is 
widely  distributed  in  those  portions  of  the  State 
which  lie  below  7,5  00  feet.  He  adds  that  it  occurs 
commonly  on  dry  plains  and  low  hills  and  sometimes 
on  river-bottom  land.  Judging  from  a map  publish- 
ed by  the  Department  of  Agriculture,  it  must  be 
equally  common  in  Arizona  and  in  the  Southwest 
corner  of  Texas.  Let  us  be  on  the  lookout  for  this 
disease  and  if  possible  get  rid  of  it. 
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CALIFORNIA’S  MEDICAL  STORY,  by  Henry 
Harris,  M.  D.,  Associate  Clinical  Professor  of  Medi- 
cine, University  of  California;  Chief  of  Medical  De- 
partment, San  Francisco  Polyclinic;  introduction  by 
Charles  Singer,  M.  D.,  D.  LITT.,  University  of  Lon- 
don, England;  Printed  by  The  Grabhorn  Press  for  J. 
W.  Stacey,  Incorporated,  San  Francisco,  1932. 

Dr.  Harris  has  set  a pace  for  other  historians  of 
state  medical  affairs.  He  has  placed  the  profession 
in  its  historical  setting.  The  book  is  divided  into 
eight  sections  and  three  appendices. 

Section  one  deals  with  medicine  of  the  California 
Indians;  two,  the  Spanish  Period;  three,  the  Mexi- 
can Period;  four,  the  American  Period — Acquisi- 
tion; five,  the  American  Period — Organization;  six, 
The  American  Period— Progress ; seven,  The  Ameri- 
can Period — Practice;  and  eight,  Biography. 

The  doctor  has  a splendid  style  of  writing  which 
makes  his  story  easy  to  read.  The  reviewer  read  it 
from  cover  to  cover. 

On  page  164,  the  9th  line  from  the  bottom,  there 
is  an  ambiguous  statement.  The  sentence  as  it  reads 
is  as  follows:  “The  list  sounded  like  a roll  call  of 
the  State  Society  leaders,  it  was  regular.” 

The  author  occasionally  waxes  eloquent  with  meta- 
phoric expressions.  On  page  194,  speaking  of  the 
regulars,  homeopaths,  and  eclectics,  he  says:  “Even 
before  the  discovery  of  gold,  the  California  press 
bore  many  evidences  of  these  three  camps,  while  by 
1875  to  1900  each  system  had  blossomed  into  a com- 
plete flower,  the  pollen  of  which  caused  anaphylac- 
tic fits  among  the  two  other  sets  of  rival  medical 
gardeners.” 

In  the  last  paragraph  on  page  195,  the  6th  line 
from  the  bottom,  he  speaks  of  the  Sacramento  Med- 
ical Improvement  Club  in  1860.  Reading  of  the  text 
leads  one  to  think  he  meant  1880. 

There  are  relatively  few  errors,  however.  The 
publishers  have  used  splendid  paper  and  have  turned 
out  a bautiful  book.  O.  H.  B. 
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ANOTHER  MILE  STONE 

Education  is  living  and  life  is  growth.  Unless  we 
have  developed,  we  cannot  claim  to  have  lived  or  to 
have  learned.  As  we  close  the  pages  on  Volume  XVI 
and  begin  our  seventeenth  year,  we  would  like  to 
point  to  notable  achievements  but  we  cannot  hon- 
estly do  this  without  invading  the  realm  of  imagina- 
tion. Our  advertising  income  has  been  cut  down  to 
a dangerously  small  amount,  but  we  have  not  ma- 
terially reduced  the  size  of  the  journal.  We  have 
published,  or  have  ready  for  publication,  all  the  pa- 
pers submitted  from  the  constituent  organizations 
owning  the  journal.  We  have  been  forced  to  with- 
hold from  publication  much  material  from  hospitals, 
county  medical  societies  and  other  medical  organiza- 
tions as  well  as  a number  of  articles  submitted  but 
not  read  before  any  of  our  constituent  societies. 

Without  the  aid  of  the  Cooperative  Medical  Ad- 
vertising Bureau  of  the  American  Medical  Associa- 
tion this  journal  could  not  continue.  Also  without 
the  aid  of  the  Medical  and  Surgical  Association  of 
the  Southwest,  we  would  be  in  a very  precarious  con- 
dition. Certainly,  the  other  three  constituent  soci- 
ctie  , with  their  subscriptions,  are  the  mainstay  of 
the  journal  and  should  either  of  them  fail  to  give 
loyal  support,  the  journal  would  likely  collapse. 
Without  the  loyalty  of  the  medical  profession  of  the 
Southwest  in  supporting  our  advertisers,  in  reading, 
criticising,  and,  on  rare  occasions,  praising  the  jour- 
nal, we  would  fail.  Our  enterprise  is  thus  held  up 
on  four  corners,  and  if  we  collapse  it  will  be  because 
one  of  the  four  supporting  legs  has  failed.  The  one 
which  has  been  failing  during  the  past  year  is  the  ad- 
vertising, and  when  we  recognize  that  no  advertis- 
ing is  going  to  be  withdrawn  so  long  as  the  adver- 
tiser feels  that  he  is  getting  results  from  his  invest- 


ment, we  are  constrained  to  use  as  our  Macedonian 
cry, — 

READ  OUR  ADVERTISEMENTS  AND 
PATRONIZE  OUR  ADVERTISERS 


MEDICAL  ECONOMICS  AND  THE  COUNTY 
MEDICAL  SOCIETY 


Every  county  medical  society  in  the  United  States 
has  had  thrust  upon  it  the  imperative  duty  of  study- 
ing the  principles  of  medical  economics  and  the  spe- 
cific application  of  those  principles  to  the  peculiar 
conditions  in  the  various  communities. 

The  report  of  the  Committee  on  the  Costs  of  Med- 
ical Care  cannot  safely  be  neglected,  as  it  is  before 
the  public  and  action  of  some  sort  must  be  taken. 
Alongside  of  that  report  is  the  minority  report  which 
represents  the  general  principles  of  organized  medi- 
cine. A choice  must  be  made  between  the  two,  for 
in  several  respects  they  are  diametrically  opposed. 

Study  is  further  required,  because  both  reports  are 
quite  general  in  their  statements,  leaving  details  for 
each  community  to  work  out.  The  minority  report 
insists  that  those  details  shall  be  determined  by  the 
county  medical  societies  and  not  by  any  middleman 
or  voluntary  organization  or  institution. 

The  American  Medical  Association  cannot  formu- 
late a general  plan,  but  can  only  insist  that  whatever 
arrangement  for  delivering  medical  care  is  adopted 
shall  not  violate  the  Principles  of  Ethics  of  medical 
practice.  It  is  on  that  basis  that  every  study  should 
be  conducted  and  every  plan  proposed  should  be 
judged. 

There  is  presented  in  this  issue  a summary  of  facts 
regarding  plans  of  giving  medical  care.  Also  a dis- 
cussion of  the  subject  by  a critical  observer  and  stu- 
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dent  of  the  subject.1  These  are  printed  so  that  a 
starting  point  for  further  study  may  be  easy  to  find. 

1.  The  Trend  of  Medical  Economics,  by  W.  War- 
ner Watkins,  and  Discussion  by  W.  O.  Sweek, 


ROBERT  T.  FRANKLIN 

The  sudden  death  of  Dr.  Robert  T.  Franklin,  of 
Glendale,  Ariz.,  early  in  January,  was  a shock  to  the 
medical  profession  and  entire  community  of  Mari- 
copa County.  The  cause  of  death  was  apparently 
cardiac  infarction. 

Dr.  Franklin  was  one  of  the  younger  practitioners 
of  the  county,  having  been  born  in  1896.  He  grad- 
uated from  the  University  of  Tennessee  at  Memphis 
in  3 919  and  was  licensed  in  Arizona  the  following 
year.  He  was  a very  popular  and  faithful  member  of 
the  Maricopa  County  Medical  Society,  having  served 
the  organization  as  vice-president  and  as  censor.  He 
was  a faithful  attendant  at  meetings  of  the  society 
and  of  the  hospital  staff  meetings.  He  will  be  sorely 
missed  by  his  professional  confreres  and  many  friends. 
He  was  a member  of  the  Glendale  Rotary  Club.  The 
following  resolutions  were  adopted  by  the  Maricopa 
County  Medical  Society  and  by  the  Staff  of  St. 
Joseph’s  Hospital: 

WHEREAS,  God  in  His  infinite  wisdom  has 
called  to  his  just  and  well  earned  reward  one  of  out- 
most valuable  and  beloved  members,  Dr.  Robert  T. 
Franklin,  affectionately  known  to  us  all  as  “Bob 
Franklin,”  whose  skill  in  both  surgery  and  medicine, 
honesty,  courtesy,  sympathy,  and  sunny  disposition 
had  made  him  one  of  the  outstanding  men  in  the 
southwest,  and  made  him  a lasting  friend  of  every- 
one who  came  in  contact  with  him; 

AND  WHEREAS,  we  know  our  loss,  deeply 
though  we  feel  it,  is  as  nothing  compared  to  the 
great  loss  to  his  family; 

BE  IT  RESOLVED,  that  the  medical  staff  of  St. 
Joseph’s  Hospital  and  the  Maricopa  County  Medi- 
cal Society  extend  to  his  family  its  deep  and  sin- 
cere sympathy. 

BE  IT  FURTHER  RESOLVED,  that  this  reso- 
lution be  spread  upon  the  minutes  of  these  organiza- 
tions, a copy  be  sent  to  the  press  and  another  copy 
be  sent  to  the  bereaved  family  of  Dr.  Franklin. 


FRANK  A.  PRUETT 

After  an  illness  of  several  months,  Dr.  Frank  A. 
Pruett,  of  Phoenix,  Ariz.,  died  at  his  home  about  the 
middle  of  January.  Dr.  Pruett  was  a graduate  of  the 
Northwestern  Medical  College  of  St.  Joseph,  Mo., 
class  of  1894,  being  sixty  years  of  age.  He  was  li- 
censed in  Arizona  in  1919  and  practiced  at  Ray  and 
Nogales,  before  locating  in  Phoenix.  He  was  a mem- 
ber of  the  county  and  state  medical  organizations. 


HOW  CAN  WE  PAY  OUR  DUES? 


We  hear  too  much  disgruntled  comment  about  so- 
ciety dues.  Medical  organizations  should  take  prece- 
dence in  the  budget  over  social  clubs,  service  clubs, 
and  other  expenses  which  we  bear  without  a great 
deal  of  kicking.  There  is  something  warped  in  the 
viewpoint  of  the  doctor  who  cheerfully  pays  his 
monthly  dues  of  ten  dollars  or  more  in  a country 
club,  or  his  quarterly  dues  of  five  or  six  dollars  in  a 
service  club  and  then  squawks  over  the  yearly  dues 
in  his  medical  society.  All  county  society  dues  are 
now  payable,  and  should  be  put  on  the  preferential 
list  of  the  January  budget.  The  dues  most  likely  to 
be  left  unpaid  will  be  the  five  dollars  in  the  Medical 
& Surgical  Association  of  the  Southwest.  The  pay- 
ment of  the  dues  in  that  organization  calls  for  some 
degree  of  sportsmanship,  since  no  great  penalty  at- 
taches to  the  delinquency.  We  would  like  to  sug- 
gest, however,  that  these  dues  are  small  when  com- 
pared to  daily  indulgences  of  every  doctor.  They  rep- 
resent the  cost  of  only  two  coca  colas  a week.  Per- 
haps we  do  not  care  for  such  an  insipid  beverage  as 
this  and  are  looking  forward  with  eager  eyes  and 
thirsty  gullet  for  the  advent  of  "beer  with  a kick;” 
if  so,  we  can  forego  one  stein  of  this  each  week  and 
it  will  cover  our  yearly  dues  in  this  Association.  One- 
half  pint  a week  will  be  only  a small  portion  out  of 
the  thirty-six  gallon  barrel  which  every  man,  woman 
and  child  in  the  United  States  must  consume  annual- 
ly, if  the  Democratic  promise  to  "balance  the  budget 
with  beer”  is  to  be  realized.  Perhaps  our  patriotism 
does  not  extend  to  the  point  of  helping  the  Demo- 
crats by  developing  cirrhosis  of  the  liver.  In  that 
event  the  smokers  among  us  can  give  up  one  package 
of  Camels  a week,  or  one  ten  cent  cigar. 

It  may  be  that  this  is  too  much  to  expect.  If  so, 
we  appeal  to  the  golfers  to  carry  their  own  clubs  for 
four  or  five  rounds;  we  assure  them  that  they  will 
not  suffer  from  this  but  will  benefit  physically  and 
financially.  An  extensive  search  of  the  literature 
fails  to  reveal  any  man  who  ever  suffered  mishap  or 
physical  damage  from  carrying  his  own  clubs,  where- 
as, in  our  own  limited  experience,  we  know  of  one 
man  who  dropped  dead  on  the  golf  course  and  one 
other  who  was  shot  by  a stray  bullet  and  both  of 
them  had  caddies  carrying  their  clubs.  If  we  still  are 
not  hitting  you,  we  suggest  that  ten  of  your  weekly 
indulgences  at  the  movie  theater  will  cover  your 
medical  society  dues,  and  still  leave  you  forty-two 
weeks  for  this  pleasure  each  year.  If  we  are  still 
wide  of  the  mark  in  your  case,  let  the  pool  sharks, 
bridge  fiends,  poker  players,  curb  gamblers,  patrons 
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of  boxing  or  wrestling  matches  or  bootleggers  chisel 
a V off  the  budget  allowance  for  such  pleasures  and 
charge  it  up  to  an  unprofitable  evening. 

For  all  others  who  are  not  included  in  the  above 
categories,  we  suggest  that  you  pay  up  like  sports 
and  gentlemen,  and  quit  crabbing  about  the  high 
cost  of  medical  societies. 


MEDICAL  AND  SURGICAL 
ASSOCIATION  OF  THE 
SOUTHWEST 


Proceedings  of  the  Eighteenth  Annual 
Meeting,  Albuquerque,  N.  M., 
Dec.  8-10,  1932 

Difficulties  befell  the  annual  meeting  of  1932. 
The  president,  W.  R.  Jamieson  of  El  Paso,  was 
called  into  service  in  the  Medical  Reserve  Corps 
and  could  not  attend  the  meeting.  The  secretary, 
W.  W.  Watkins,  while  enroute  to  Albuquerque  from 
the  east,  was  called  home  by  the  critical  illness  of 
a member  of  his  family  and  could  not  get  back. 
Several  numbers  on  the  program  were  cancelled  iat 
last  moment  for  various  reasons.  In  spite  of  all 
these  handicaps  a very  good  meeting  was  held  and 
thoroughly  enjoyed  by  those  attending.  The  min- 
utes are  made  up  from  information  received  from 
several  sources  and  sent  to  the  secretary.  Dr.  Z. 
M.  Flinn  took  charge  of  the  papers  and  served  as 
secretary,  protem. 

The  meeting  was  opened  by  Dr.  W.  A.  Gekler, 
Vice  President,  and  the  first  day’s  sessions  were 
conducted  by  him.  On  the  evening  of  December 
8th,  the  President-elect,  Dr.  F.  D.  Vickers  of  Dem- 
ing,  N.  M.,  was  inducted  into  office  and  thereafter 
presided. 

Considerable  re-arrangement  of  the  program  was 
found  necessary,  owing  to  the  inability  of  some  of 
the  authors  to  attend.  The  following  papers  were 
presented  and  discussed,  and  will  appear  in  future 
issues  of  this  journal: 

Address  of  the  President,  Dr.  F.  D.  Vickers,  of 
Deming,  N.  M.,  which  is  printed  in  this  issue. 

“Autumn  Diarrhea  in  Children,”  by  Dr.  M.  K. 
Wylder  of  Albuquerque. 

“Physiology  of  Nephritis,”  by  Dr.  N.  H.  Keller 
of  El  Paso. 

“Carcinoma  of  the  Thyroid,”  by  Dr.  J.  H.  Gam- 
brell  of  El  Paso. 

“The  Tissue  Reaction  to  the  Tubercle  Bacillus,” 
by  Drs.  John  W.  Flinn  of  Prescott  and  Zebud  M. 
Flinn  of  Albuquerque. 

“What  Can  We  Do  With  the  Far  Advanced  Case 
of  Tuberculosis,”  by  Dr.  J.  J.  Beatty  of  the  U.  S. 
Veterans’  Bureau  Hospital,  Tucson. 

“Some  Observations  on  Transurethral  Prostatic 
Resection,”  by  Dr.  Kelvin  D.  Lynch  of  El  Paso. 


“Radium  Treatment  of  Carcinoma  of  the  Pros- 
tate and  Bladder,”  by  Dr.  David  M.  Davis  of  Phoe- 
nix. 

“Pulmonary  Tuberculosis  with  Acute  Onset,”  by 
Dr.  C.  S.  Kibler  of  Tucson. 

“Some  Observations  on  Cataract,”  by  Drs.  Steph- 
en A.  and  Frank  P.  Schuster  of  El  Paso. 

“Psoriasis  Rupioides  Complicated  by  Carcinoma,” 
by  Dr.  E.  W.  Johns  of  Albuquerque. 

“Trichomonas  Infections,”  by  Dr.  H.  M.  Purcell 
of  Phoenix. 

“Symptoms  of  Gall  Bladder  Disease  and  Opera- 
tive Findings,”  by  Dr.  W.  L.  Reid,  of  Phoenix. 

“Scalenotomy  in  Treatment  of  Tuberculosis,”  by 
Dr.  Meade  Clyne  of  Tucson. 

Dr.  O.  S.  Fowler  of  Denver  made  the  address  at 
one  of  the  Clinical  Luncheons. 

Dr.  Walter  B.  Coffey  of  San  Francisco  ga\e  the 
principal  address  at  the  evening  session  of  Dec,. 
8th,  on  “Research  in  Cancer.” 

BUSINESS  SESSION 

Held  in  afternoon  of  December  10th,  Dr.  F.  D. 
Vickers,  president,  in  the  chair. 

Report  of  the  Necrology  Committee,  composed  of 
Drs.  M.  K.  Wylder,  R.  0.  Brown  and  J.  R.  Van 
Atta,  was  presented  as  follows: 

“The  Necrology  Committee  wishes  to  report  that 
since  our  last  session,  the  grim  reaper  has  removed 
from  this  sphere  the  following  list  of  our  col- 
leagues: 

Dr.  P.  G.  Cornish,  Sr.,  Albuquerque,  New  Mexico 

Dr.  C.  W Brown,  Phoenix,  Arizona 

Dr.  W.  J.  Latta,  Wagon  Mound,  New  Mexico 

Dr.  E.  D.  McKinley,  Alamogordo,  New  Meico 

Dr.  H.  W.  Squibb,  Safford,  Arizona. 

Their  work  here  is  ended,  their  record  is  com- 
plete; they  have  made  their  last  call  and  have  gone 
to  their  reward.  They  devoted  their  lives  to  the 
care  of  the  sick,  to  the  relief  of  suffering  and  to 
encouragement  of  the  distressed.  Like  the  Man  of 
Galilee  they  went  about  doing  good.  Their  lives 
are  an  inspiration  to  us  who  are  left. 

Together  with  the  communities  which  they  served 
so  faithfully  and  their  many  friends,  this  Society 
wishes  to  add  its  word  of  sympathy  to  the  be- 
reaved families.” 

Dr.  M.  K.  Wylder  was  empowered  with  authority 
to  draft  a resolution  protesting  the  activities'  of  the 
U.  S.  Veterans’  Bureau  hospitals  in  connection  with 
non-service  connected  cases,  his  resolution  to  be 
passed  on  by  the  Board  of  Trustees,  the  President 
and  Secretary,  before  being  transmitted  as  the  ex- 
pression of  the  Association. 

This  resolution  was  drafted,  duly  signed  by  the 
officers,  and  transmitted  to  the  representatives  in 
Congress  and  to  the  Veterans’  Bureau.  It  was  as 
follows: 

WHEREAS,  execution  of  the  World  War  Veter- 
ans’ Act  of  1924,  designed  to  extend  hospital  re- 
lief to  veterans  suffering  with  disease  or  disability 
not  connected  with  military  service,  would  call  for 
the  construction  and  maintenance  of  hospitals  with 
a total  capacity  exceeding  120,000  beds,  and 

WHEREAS,  this  would  constitute  definite  class 
legislation,  and 

WHEREAS,  with  the  adequate  hospital  facilities 
already  available  in  every  section  of  the  United 
States,  such  expenditure  would  involve  a wasteful 
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and  extravagant  use  of  public  funds,  wholly  un- 
justified, regardless  of  the  condition  of  our  nation- 
al treasury,  now  be  it 

(1)  RESOLVED,  that  we  herewith  declare  this 
Association  opposed  to  further  construction  of  fed- 
eral hospitals  for  any  purpose  whatsoever,  and  be 
it  further 

(2)  RESOLVED,  that  we  shall  continue  opposed 
to  the  administration  of  treatment  of  any  character 
at  branches  of  the  Veterans’  Bureau  for  disabilities 
other  than  those  directly  connected  with  the  mili- 
tary service,  and  be  it  further 

(3)  RESOLVED,  that  we  request  Congress  to 
reconsider  the  Emergency  Officers’  Act  to  the  end 
that  those  obviously  entitled  to  compensation  of 
this  sort  shall  be  excluded,  and  be  it  further 

(4)  RESOLVED,  that  we  express  our  disapproval 
of  disability  allowance  in  the  form  of  pensions,  to 
veterans  suffering  from  diseases  not  incurred  in 
active  services,  and  be  it  further 

(5)  RESOL\  ED,  that  The  Medical  and  Sui'gical 
Association  of  the  Southwest,  in  Annual  Session 
assembled,  pledges  itself  to  exert  all  proper  meas- 
ures to  prevent  this  unwarranted  increase  in  our 
tax  burden,  and  be  it  further 

(6)  RESOL\  ED,  that  this  protest  be  conveyed 
through  proper  channels  to  our  representatives  in 
Congress  and  that  copies’  of  these  resolutions  be 
forwarded  to  the  headquarters  of  the  American 
Legion,  the  American  Hospital  Association,  the  Am- 
erican Medical  Association,  and  the  Veterans’  Bu- 
reau of  the  United  States. 

(Signed  by) , 

F.  D.  VICKERS,  President. 

P.  G.  CORNISH.  Jr. 

W.  R.  JAMIESON, 

E.  PAYNE  PALMER,  Trustees. 

W.  WARNER  WATKINS,  Secretary. 

A resolution  was  passed  conveying  to  the  secre- 
tary (Dr.  Watkins)  the  sympathy  of  the  Association 
in  critical  illness  and  subsequent  death  of  his  sister. 

The  election  of  officers  resulted  in  the  selection 
of  the  following: 

President  Elect,  Dr.  W.  A.  Gekler,  Albuquerque, 
New  Mexico. 

First  Vice  President,  Dr.  David  M.  Davis,  Phoe- 
nix, Arizona. 

Second  Vice  President,  Dr.  Z.  E.  Funk,  Santa 
Rosa,  N.  M. 

Secretary-Treasurer,  Dr.  W.  Warner  Watkins, 
Phoenix,  Arizona. 

The  invitation  from  El  Paso  for  the  1933  meet- 
ing was  accepted. 

Resolution  was  introduced  by  Dr.  David  M.  Davis, 
expressing  the  thanks  of  the  members  and  guests  to 
the  Bernalillo  County  Medical  Society  and  the  Albu- 
querque Country  Club  for  the  entertainment  and 
courtesies  received  during  the  meeting. 

Motion  was  made  by  Dr.  David  M.  Davis,  second- 
ed by  Dr.  M.  K.  Wylder  and  unanimously  carried 
that  the  papers  read  at  the  annual  meetings  should 
be  limited  to  twenty  minutes  in  presentation,  and 
that  addresses  of  invited  guests  should  be  limited  to 
45  minutes,  and  that  discussions’  be  limited  to  five 
minutes  for  each  individual  discussing  a paper. 

The  report  of  the  secretary  was  presented  and 
filed.  It  was  as  follows: 

Our  membership  roster,  as  of  November  1st,  1932, 


has  252  names.  Of  these  only  158  had  paid  1932 
uues  on  that  date.  There  were  65  members  who 
were  delinquent  for  1932  dues,  26  who  were  delin- 
quent for  two  years  and  11  who  were  delinquent  for 
tnree  years.  There  may  have  been  a few  changes 
Irom  these  figures  during  December;  if  so  they 
will  be  shown  by  the  list  printed  in  the  program 
which  is  corrected  to  December  1st. 

During  1931  and  1932,  we  dropped  from  our  roll, 
as  resigned  or  delinquent  for  four  year,  53  members. 
During  1932  we  lost  live  members  by  death.  Past 
experience  leads  us  to  believe  that  we  will  lose  all 
or  most  of  the  members  whose  dues  are  delinquent 
two  and  three  years;  these  are  37  in  number.  We 
can,  therefore,  figure  our  active  membership  at 
present  at  about  225,  or  a loss  of  25  per  cent  from 
our  roll  of  three  years  ago.  We  do  not  think  this 
decrease  in  membership  is  due  to  the  increase  in 
dues  adopted  two  years  ago,  but  is  due  to  the 
general  retrenchment  by  most  medical  men  in  their 
operating  expenses.  It  would  have  occurred  regard- 
less of  the  amount  of  dues. 

The  secretary  recommends  that  positive  effort  be 
made  to  secure  new  members  by  a Membership  Com- 
mittee, with  representatives  in  all  parts  of  the 
southwest  district.  It  is  a time  to  consolidate  our 
forces  and  make  firmer  and  more  enduring  the 
entente  cordiale  of  the  medical  profession  of  the 
southwest  as  a geographical  unit. 

It  is  also  suggested  that  a Committee  on  Consti- 
tution be  adopted  to  study  our  constitution  and  re- 
port such  changes  as  will  make  it  more  suitable  for 
our  needs  and  more  in  accord  with  the  growth  of 
our  organization. 

The  finances  of  the  Association  are  in  good  con- 
dition. At  the  close  of  last  year  we  had  about 
$100.00  balance,  with  a few  unpaid  bills.  We  have 
collected  during  the  year  $790.00  from  158  mem- 
bers. It  was  agreed  two  years  ago  that  $2.50  per 
member  instead  of  $2.00)  should  go  to  Southwest- 
ern Medicine  to  help  maintain  this  official  organ  of 
expression  for  the  medical  profession  of  the  South- 
west. Of  the  remaining  $395.00,  the  sum  of  $300.00 
is’  paid  for  clerical  help  in  keeping  the  records  of 
the  Association  and  doing  all  the  clerical  work  of 
the  secretary’s  office.  This  leaves  a small  balance 
for  meeting  general  expenses,  postage,  programs, 
and  a portion  of  the  expense  of  the  annual  meeting. 
We  will  have  a balance  again  of  about  $100.00  in 
the  treasury  at  the  close  of  this  year. 

The  following  applications  were  received,  and  the 
applicants  enrolled  as  members: 

Augustus  B.  Stewart,  Las’  Vegas,  N.  M. 

C.  J.  Amble,  Mountainair,  N.  M. 

Henry  Leroy  Franklin,  Phoenix,  Ariz. 

Erwin  W.  Johns,  Albuquerque,  N.  M. 

John  D.  Lamon,  Jr.,  Albuquerque,  N.  M. 

Louis  B.  Baldwin,  Phoenix,  Ariz. 

J.  J.  Beatty,  Tucson,  Ariz. 

Zebud  M.  Flinn,  Albuquerque,  N.  M. 

N.  H.  Keller,  El  Paso,  Texas. 

J.  H.  Patterson,  Phoenix,  Ariz. 

H.  M.  Purcell,  Phoenix,  Ariz. 

Winfred  L.  Reid,  Phoenix,  Ariz. 

Wa’ter  P.  Sherrill,  Phoenix,  Ariz. 

The  registration  at  the  meeting  was  as  follows: 

Walter  B.  Coffey,  San  Francisco. 

John  D.  Humber,  San  Francisco. 

C.  A.  Thomas,  Tucson,  Arizona. 

Stephen  A.  Schuster,  El  Paso. 

K.  D.  Lynch,  El  Paso. 

N.  W.  Keller,  El  Paso. 

O.  B.  Stewart,  Las  Vegas,  N.  M. 

J.  H.  Gambrell,  El  Paso. 

Z.  E.  Funk,  Santa  Rosa,  N.  M. 

J.  J.  Beatty,  Tucson. 

Evelyn  F.  Frisbie,  Albuquei’que. 
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M.  R.  Warden,  Albuquerque. 

M.  K.  Wylder,  Albuquerque. 

C.  W.  Thompson,  Pasadena. 

R.  W.  Mendelson,  Albuquerque. 
L.  S.  Peters,  Albuquerque. 

O.  S.  Fowler,  Denver. 

S.  L.  Burton,  Albuquerque. 

Z.  M.  Flinn,  Albuquerque. 

George  Turner,  El  Paso. 

H.  E.  Stevenson,  El  Paso. 

F.  D.  Vickers,  Doming,  N.  M. 

J.  R.  Van  Atta,  Albuquerque. 

J.  Roslyn  Earp,  Santa  Fe. 

Carl  Mulky,  Albuquerque. 

E.  C.  Mont.  Albuquerque. 

J.  F.  Howell,  Albuquerque. 

P.  G.  Cornish,  Ji\,  Albuquerque. 
W.  R.  Lovelace,  Albuquerque. 

H.  L.  Brehmer,  Albuquerque. 
James  R.  Scott,  Albuquerque. 

C.  W.  Gerber,  Las  Cruces. 

E.  W.  Johns,  Albuquerque. 

L.  M.  Miles,  Albuquerque. 

E.  E.  Royer,  Albuquerque. 

W.  P.  Beam,  Albuquerque. 

Wm.  H.  Woolston,  Albuquerque. 
J.  W.  Hannett,  Albuquerque. 

J.  M.  Flude,  New  York  City 
(Am.  Soc.  Control  of  Cancer) 
W.  A.  Gekler,  Albuquerque. 

H.  M.  Purcell,  Phoenix. 

W.  E.  Kaser,  Las  Vegas. 

C.  J.  Amble,  Mountainair,  N.  M. 
L.  B.  Cohenour,  Albuquerque. 

R.  H.  Pousma,  Gallup. 

F.  H.  Johnson.  Carrizozo. 

David  M.  Davis',  Phoenix. 

J.  D.  Lamon,  Jr.,  Albuquerque. 

J.  E.  J.  Hands,  Albuquerque. 
Meade  Clyne,  Tucson. 

T.  Espinosa,  Espanola,  N.  M. 

W.  L.  Reid,  Phoenix. 

P.  T Travers,  Gallup,  N.  M. 

J.  W.  S^ofer,  Gallup. 

C.  B Elliott  Raton. 

Chas.  S.  Kibler,  Tucson. 

W.  B.  Cantrell,  Gallup. 

M-  F.  SmPh,  Raton. 

W G.  Fiab’is.  Ft.  Stanton.  N.  M. 
r>oM.  O.  Brown.  Santa  Fe. 

J.  P.  Rare,  Santa  Fe. 


FOURTH  PAN-AMERICAN 
MEDICAL  CONGRESS 

Dallas,  Texas,  March  21-25. 

GENERAL  OUTLINE  OF  PROGRAM 
Tuesdav  Morning,  March  21,  9-12:  Registration 

end  informal  reception  cf  Members,  Fellows  and 
Guests'. 

Section  Meetings 

Each  day,  except  Tuesday,  from  9 to  12  in  fore- 
noon. Regular  work  of  the  sections  under  the  di- 
rec  icn  of  the  section  officers,  with  the  assistance 
of  the  members  of  the  profession  in  Dallas  and 
Fort  Worth.  Clinics  and  demonstrations  in  hospi- 
tals. 

Luncheon  Meetings 

Each  day,  from  12  to  2,  there  will  be  a Round 
Table  Luncheon  Discussion,  conducted  bv  the  visit- 
ing doctors  supplied  by  the  section  officers,  and 
under  the  divection  of  the  local  profession. 

General  Scientific  Sessions 
Each  afternoon,  from  2 to  5,  there  will  be  a 
General  Assembly,  the  section  work  being  omitted. 


A tempting, 
nourishing  drink 
for  convalescents 


TO  provide  the  extra  nourishment  so  essential  dur- 
ing convalescence  — Cocomalt  with  milk  is  sug- 
gested, at  meals  and  between  meals— daily. 

Cocomalt  is  a delicious  chocolate  flavor  food  drink — 
easily  digested,  readily  assimilated,  and  palatable  even 
to  the  very  sick.  It  provides  substantial  nourishment 
at  little  cost;  and  is  especially  useful  post-operatively 
and  during  convalescence. 

Cocomalt  is  a scientific  food  concentrate  of  sucrose, 
skimmed  milk,  selected  cocoa,  barley  malt  extract, 
flavoring,  and  added  Vitamin  D.  Prepared  according 
to  label  directions,  it  adds  45%  more  protein,  48% 
more  mineral  salts  and  1S4%  more  carbohydrate  to  a 
cup  or  glass  of  milk — increasing  its  value  more  than 
70%.  It  contains  not  less  than  30  Steenbock  (300 
ADMA)  units  of  Vitamin  D per  ounce.  Cocomalt  is 
licensed  by  the  Wisconsin  Alumni  Research  Foundation 
(Steenbock  patent)  and  is  accepted  by  the  Committee 
on  Foods  of  the  American  Medical  Association. 

Not  only  during  convalescence,  but  whenever  a 
high-caloric  diet  is  indicated.  Cocomalt  will  be  found 
useful.  It  is  recommended  for  expectant  and  nursing 
mothers,  for  run-down  men  and  women,  for  under- 
nourished children.  Comes  in  and  1-lb  sizes,  at 

grocers  and  drug  stores.  Also  in  5-lb.  can  for  hospital 
use  at  special  price. 

Free  to  Physicians 

We  will  be  glad  to  send  you  a trial  can  of  Cocomalt 
without  charge.  Just  mail  coupon. 


IDS  705 


ADI 

MORE 

CALORIC  VALUE 
TO  MILK 


( prepared  according 
to  label  directions) 


R.  B.  DAVIS  CO.,  Dept  BXl  Hoboken,  N.  J. 

Please  send  me,  without  charge,  a trial  can  of 
Cocomalt. 

Name 

C ity — State 
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There  will  be  addresses  and  clinics  by  distinguished 
visitors.  This  program  is  being  arranged  by  the 
Executive  Officers  of  the  Association  and  of  the 
Congress. 

Siesta  Period 

Following  the  custom  in  Latin  American  coun- 
tries, a recreation  and  siesta  period  will  be  observed 
from  5 to  8 each  day.  Inspection  of  the  Scientific 
and  Commercial  Exhibits  is'  invited  during  this 
period. 

Evening  Meetings 

Tuesday,  8 p.  m.  Formal  inaugural  exercises. 
Addresses  appropriate  to  the  occasion  will  be  de- 
livered by  distinguished  representatives  of  the 
United  States,  Dominion  of  Canada  and  various 
Latin  American  countries'.  Presentation  of  official 
delegates'  from  all  the  countries  of  the  Western 
Hemisphere. 

Music  by  the  Mexican  National  Band  or  the  Dal- 
las Symphony  Orchestra. 

Wednesday,  8 p.  m.  Official  banquet  with  re- 
sponses by  distinguished  visitors.  Music. 

Thursday,  8 p.  m.  Public  meeting.  International 
Relations  and  Public  Health.  Music  by  Band  or 
Orchestra. 

Friday,  8 p.  m.  General  Scientific  Session.  Ad- 
dresses by  eminent  visitors. 

Saturday,  9 p.  m.  Formal  reception  and  ball 
honoring  officers  and  trustees. 

Sunday,  March  26 

Morning:  Services  at  different  churches. 

Afternoon : Golf.  Automobile  excursions  through 

city.  Visits  to  aviation  fields. 

Monday,  March  27 

Annual  Dallas  Clinical  Conference  starts. 


BOOK  REVIEWS 

MATERIA  MEDICA,  PHARMACOLOGY  AND 


THERAPEUTICS;  by  Walter  A.  Bastedo,  Ph.  D., 
M.  D.,  Sc.  D.,  F.  A.  C.  P.;  Assistant  Clinical  Pro- 
fessor of  Medicine,  Columbia  University;  consulting 
physician,  St.  Luke’s  Hospital,  New  York,  St.  Vin- 
cent’s Hospital,  Staten  Island,  and  The  Staten  Is- 
land Hospital;  President,  United  States  Pharma- 
cological Convention;  1930-40;  Third  Edition;  reset; 
739  pages  with  illustrations;  Philadelphia  and  Lon- 
don; W.  B.  Saunders  Company;  1932;  cloth,  $6.50 
net. 

The  science  of  pharmacology  has  gone  ahead  at 
such  rapid  strides  in  the  last  one  to  two  decades 
that  those  of  us  who  graduated  before  that  time 
need  a reliable  book  on  the  subject.  It  seems  that 
Bastedo’s  book  fills  the  bill  in  a splendid  way.  He 
has  emphasized  the  value  of  laboratory  and  clinical 
observations  and  attempted  to  attach  due  import- 
ance in  each  interpretation,  one  in  the  light  of  the 
other.  He  has  given  special  attention  to  digitalis 
and  its  effects. 

The  book  is  highly  recommended. 

0.  H.  B. 


THE  INSANITY  PLEA,  by  Edward  Huntington 
Williams,  M.  D.,  Author  of  the  Doctor  in  Court;  In- 
troduction by  August  Vollmer,  Chief  of  Police,  Los 
Angeles,  California;  The  Williams  & Wilkins  Com- 
pany, Baltimore,  1931. 

Dr.  Williams’  idea  is'  that  persons  suspected  of  be- 
ing insane,  criminals  or  otherwise,  should  be  exam- 
ined and  the  case  decided  by  a board  of  experienced 


# 


THE  HOMAN  SANATORIUM 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 

A privately  owned,  thoroughly  and  modernly  equipped,  ethical  institution  of  110  rooms. 
Heliotherapy,  pneumothorax,  phrenic  nerve  and  chest  surgery,  and  all  other  modem  meth- 
ods of  treatment. 

Write  for  booklet  giving  rates  and  other  information. 


JANUARY,  1933 
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For  use  wherever 


COD  LIVER  OIL 

is  indicated 

Me  Kes  son’s 


VITAMIN  CONCENTRATE  OF  COD  LIVER  OIL 

(COUNCIL  ACCEPTED) 

Natural  Vitamins  A and  D 

Extracted  from  Medicinal  Cod  Liver  Oil  of  High  Potency 


GUARANTEED 

as  to 

POTENCY 


McKesson’s  Vitamin  Con- 
centrate of  Cod  Liver  Oil 
has  a Vitamin  A potency  of 
5500  units  per  gram  and 
a Vitamin  D potency  of 
146  units  per  gram  as 
defined  by  the  Wis- 
consin Alumni  Re- 
search Foundation. 


STANDARDIZED 

for 

STRENGTH 

McKesson’s  Vitamin 
Concentrate  of  Cod 
Liver  Oil  contains  both 
Vitamins  A and  D in  a 
neutral  oil  carrier  and  rep- 
resents the  therapeutic 
value  of  these  vitamins  as 
extracted  from  high  grade 

O O 

medicinal  Cod  Liver  Oil. 


Agreeable  as  to  taste  and  odor . 

A specially  designed  glass  dropper  eliminates  all  guesswork  in  measuring  dosage. 


McKesson  & Robbins 

INCORPORATED 

NEW  YORK  • BRIDGEPORT  • MONTREAL 

McKesson’s  Vitamin  Concentrate  \ B B **  s’ 1 N c’ 

of  Cod  LlVer  Oil  IS  I Gentlemen:  Please  mail  me  for  trial  a full  sized  package  of 

McKesson’s  Vitamin  Concentrate  of  Cod  Liver  Oil. 

NOT  AN  IRRADIATED  | §ld. 

PRODUCT  | city 

State 

USE  COUPON  FOR  FULL  SIZED  PACKAGE  | Please  print  name  or  send  letterhead  to  avoid  mistakes . 
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physicians.  He  thinks  that  the  use  of  the  expert  in 
the  ordinary  way,  one  or  more  for  each  side,  oftimes 
results  in  a travesty  on  judgment  and  a reflection 
on  the  science  of  medicine. 

In  this  book  he  details'  a number  of  interesting 
cases  which  makes  fascinating  reading. 

The  book  is  pocket  size  and  contains  about  170 
pages  with  the  index.  It  is  printed  on  good  paper 
and  with  excellent  type. 

There  are  relatively  few  typographical  errors. 
Page  33,  in  the  5th  line  from  the  bottom  there  is  a 
“d’  omitted  at  the  end  of  the  line.  The  word  should 
be  “and”  instead  of  “an.”  On  page  50  at  the  top  of 
the  line  the  word  “year”  should  be  plural  and  the 
third  line  from  the  bottom  the  word  “clue”  would  be 
better  if  it  were  plural.  On  page  110  in  the  6th 
line  of  the  second  paragraph  the  word  “extraordi- 
nary” has  the  ao  transposed. 

The  book  is  worth  while. 

O.  H.  B. 


THE  COLON,  RECTUM  AND  ANUS,  by  Fred 
W.  Rankin,  B.A.,  M.D.,  F.A.C.S.,  Division  of  Sur- 
gery, The  Mayo  Clinic,  Associate  Professor  of  Sur- 
gery, The  Mayo  Foundation;  J.  Arnold  Bargen,  B. 
S.,  M.D.,  M.S.  in  Medicine,  F.A.C.P.,  Division  of 
Medicine,  The  Mayo  Clinic,  Assistant  Professor  of 
Medicine,  The  Mayo  Foundation;  and  Louis  A. 
Buie,  B.A.,  M.D.,  F.A.C.S.,  Section  of  Proctology, 
The  Mayo  Foundation.  Philadelphia  and  London; 
W.  B.  Saunders  Company,  1932.  Cloth,  $9.50. 

This  book  of  846  pages  contains  28  chapters,  a 
bibliographic  index,  a subject  index,  and  435  illus- 
trations, mostly  in  black  and  white;  all  are  excel- 
lent. Each  chapter  has  a considerable  number  of 
references. 

The  subject  matter  is  presented  in  a clear  rela- 
tively concise  manner  and  yet  in  detail.  It  is  a ref- 
erence book  of  exceptional  value. 

The  reviewer  was  surprised  that  no  mention  was 
mrde  of  allergy  in  conjunction  with  mucous  colitis 
or  pruritus  ani.  The  authors  may  not  accept  the  al 
lergic  theory  to  explain  some  of  these  cases,  but  it 
would  seem  that  nevertheless  it  should  have  been 
mentioned.  Their  method  of  treatment  is  gone  into 
with  excellent  detail. 

The  typographical  errors  are  conspicuous  by  their 
absence.  The  publishers  have  put  out  an  excellent 
piece  of  work. 

The  book  is  highly  recommended. 

0.  H.  B. 


DIABETES  IN  CHILDHOOD  AND  ADOLES- 
CENCE, by  Priscilla  White,  M.  D.,  physician  at  the 
New  England  Deaconess  Hospital,  Boston,  Mass'.; 
with  a Foreword  by  Elliott  P.  Joslin,  M.  D.,  Clinical 
Professor  of  Medicine,  Harvard  Medical  School,  con- 
sulting physician  Boston  City  Hospital;  physician 
at  the  New  England  Deaconess  Hospital,  Boston, 
Mass.  Illustrated  with  25  engravings  and  a colored 


plate;  Lea  & Febiger,  Philadelphia,  1932.  Price 
$3.75. 

Due  to  a gift  by  Mr.  and  Mrs.  Francis  P.  Gar- 
van,  a most  intensive  clinical  research  into  the 
treatment  and  training  of  diabetic  children  has  been 
made.  This  book  is  largely  a report  of  these  studies. 
There  are  15  chapters  to  the  book.  Chapter  12  is 
devoted  to  a study  of  76  cases  having  had  diabetes 
for  ten  or  more  years;  and  the  last  chapter,  to  sub- 
sequent careers  of  diabetic  children.  These  chapters, 
in  conjunction  with  the  others,  demonstrate  that  di- 
abetes in  children  is  a condition  which,  when  prop- 
erly managed,  should  in  no  wise  interfere  with  the 
development  and  career  of  the  children. 

O.  H.  B. 


THE  MEDICAL  CLINICS  OF  NORTH  AM- 
ERICA; (Issued  serially,  one  number  every  other 
month)  Volume  15,  No.  6.;  Mayo  Clinic  Number; 
May,  1932;  Index  number;  Octavo  of  239  pages 
with  31  illustrations;  Per  clinic  year — July  1931  to 
May  1932- — paper,  $12.00,  cloth,  $16,00  net;  Phila- 
delphia and  London;  W.  B.  Saunders  Co.,  1932. 

This  is  the  Mayo  Clinic  number  and,  as  to  be  ex- 
pected, contains  a number  of  excellent  articles.  The 
article  on  ulcerative  colitis  associated  with  peptic 
ulcer  is  probably  as  interesting  an  article  as  there 
is  in  the  volume.  Another  article  of  much  interest 
is  on  bacteremia  due  to  bacteroides.  Every  article 
in  the  volume  is  of  considerable  interest. 

O.  H.  B. 


new/ 

DUNKLER  URINE  TEST  KIT 


6 TESTS 

Dunkler  Urine 
Tests  ,in  Compact 
Case,  including  re- 
agents for  Sugar 
(Qual.),  Albumin 
(Qual.),  Albumin 
(Quant.),  Acetone, 
Bacterial  Infec- 
tion. and  Chronic 
Interstitial  Ne- 
phritis 
with 

Testo-  J F 00 

meter, 

only 


All  Tests  Completed  In 
One-HalfTo  Eight  Minutes 


This  is  a scientific,  tested  product  that  will 
save  the  practitioner  valuable  time  and 
money  with  greater  accuracy  in  his  urinary 
analysis.  These  new  reagents  require  No 
Boiling,  Corrosive  Acids  or  the  use  of  a 
Microscope.  It  is  a rapid,  exact,  easy  and 
scientific  method  for  the  examination  of 
urine.  The  simplicity  of  the  procedure  and 
the  reliability  of  the  reactions  will  astound 
you.  The  products  will  not  deteriorate  with 
age  or  climatic  changes.  The  cost  per  test 
is  about  one-half  cent. 


A.  S.  ALOE  CO. 

932  S.  Hill  St.  LOS  ANGELES,  CAL. 


MODERN  HAZARDS 

demand  modern  protection 


The  changing  conditions  of  modern  life 
increase  the  hazards  of  Gas  Gangrene  and 
Tetanus,  and  require  wider  application  of 
prophylactic  measures. 


Thousands  of  injuries 
occurring  in  industrial 
life  are  " punctured " 
wounds. 


Routine  prophylaxis  in  all  suspicious  cases 
is  rendered  simple  and  convenient  by  the 
use  of  Tetanus  Gas -Gangrene  Antitoxin 
{Combined},  P.  D.  & Co.  (Bio.  2025),  a 
refined  and  concentrated  serum  product, 
each  syringe  package  containing  1500  units 
of  Tetanus  Antitoxin  (3000  international 
units),  1000  units  Perfringens  (B.  welchii) 
Antitoxin,  and  1000  units  Vibrion  Septique 
Antitoxin.  The  contents  of  the  syringe 
constitute  the  usual  prophylactic  dose. 


PARKE, 
DAVIS 
& C O. 


Automobile  accidents 
result  in  more  and  more 
wounds  contaminated 
by  soil  or  dust. 


Acute  appendicitis 
provides  soil  for  the 
anaerobic  organisms 
frequently  present. 


LABORATORY 

service,  with  every  facility  that  modern 
equipment  has  to  offer,  may  be  all  that 
you  require,  but  there  are  times  when 
every  physician  desires 

X-RAY  SERVICE 

or  Diagnostic  x-ray  consultation. 
Whether  the  most  simple,  or  the  most 
exacting,  our  equipment  will  meet  ev- 
ery demand. 

RADIOTHERAPY 

By  radium  or  high  voltage  x-ray,  ad- 
ministered in  our  own  Laboratory  or  at 
the  Phoenix  hospitals,  to  patients  re- 
ferred by  the  attending  physicians. 

Pathological  Laboratory 

Suite  507  Professional  Building 
Mail  Address  P.  O.  Box  1587 
Phoenix,  Arizona 


W.  Wiarner  Watkins,  M.  D. 
C.  N.  Boynton,  M.  A. 


Harlan  P.  Mills,  M.  D. 
W.  J.  Horspool,  Bus.  MgT. 
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Mead  Johnson  & Company  have 
to  depend  upon  the  physician  to 
specify  MEAD’S  because  they 
do  not  advertise  their  products 
to  the  public,  either  directly  or 
through  merchandising  channels. 


Jbe 

Unspecified 
Prescription  < 

Some  physicians  are  averse  to  specifying  the 
maker’s  name  on  a prescription. 

On  the  other  hand,  a physician  of  intemation' 
al  reputation  and  unimpeachable  ethical  stand' 
ing  has  expressed  himself  as  follows: 

“I  invariably  specify  Mead’s  whenever  I can, 
for  I feel  that  when  I don’t  specify  a definite 
brand,  the  effect  may  be  the  same  as  though 
I were  to  specify  that  any  brand  'would  do. 


’It  is  worth  while 
specifying  Mead’s’ 


“By  not  specifying,  I let  down  the  bars  to  a 
host  of  houses,  many  entirely  unknown  to  me 
and  others  deserving  no  support  at  my  hands. 

“When  I specify  Mead’s,  I may  be  guilty  of 
showing  favoritism,  but  I at  least  know  that  I 
am  protecting  my  results.  If,  at  the  same  time, 
my  self'interested  act  encourages  some  worthy 
manufacturer  to  serve  me  better,  I can  see  no 
harm  in  that.” 


Mead’s  10  D Cod  Liver  Oil  with  Viosterol;  Mead’s  Newfoundland  Cod  Liver  Oil:  Mead’s  Viosterol  in  Oil, 
250  D;  Mead’s  Dextri-Maltose  Nos.  1,  2 and  3;  Mead’s  Dextri  Maltose  with  Vitamin  B;  Mead’s  Cereal 


Pan  - American  Medical  Congress,  Dallas,  Texas,  March  21st  to  25th,  1933 
S.  W.  Dist.  Conference  of  Amer.  College  of  Surgeons,  Phoenix,  March  27  and  28 


So  Rich  in  Vitamins  A and  D 

that  you  prescribe  Minims  instead  of  Teaspoonfuls 


OFFERED  to  the  medical  profession  but  one 
short  year  ago,  Haliver  Oil  with  Viosterol 
has  materially  widened  the  scope  of  vitamin  ther- 
apy by  making  vitamins  A and  D agreeably  avail- 
able to  all  those  patients  who  need  these  vitamins 
but  who  seriously  object  to  cod-liver  oil  because  of 
its  taste  and  the  size  of  the  dose. 

For  most  patients  it  is  an  ordeal  to  have  to  take 
a teaspoonful  of  any  fish  oil.  Parke-Davis  Haliver 
Oil  makes  it  possible  to  obtain  full  therapeutic 
effects  by  prescribing  minims  instead  of  teaspoon- 
fuls. One  minim  of  Haliver  Oil  with  Viosterol- 
250  D contains  as  much  vitamin  A as  a teaspoon- 
ful of  a high  grade  cod-liver  oil  containing  500 
U.  S.  P.  units  per  Gram.  Its  vitamin  D potency 
is  the  same  as  that  of  Viosterol  in  Oil-250  D. 

This  striking  advance  was  of  course  bound  to 
win  widespread  approval  from  the  medical  profes- 


sion. Physicians  everywhere  are  prescribing  the 
new  preparation  in  conditions  which  formerly  had 
to  be  met  with  cod-liver  oil. 

These  physicians,  incidentally,  are  earning  the 
gratitude  of  thousands  of  mothers  who  in  the  past 
have  had  the  none-too-easy  task  of  giving  cod-liver 
oil  several  times  a day  to  babies  or  young  children. 
It  doesn’t  take  a diplomat  or  a disciplinarian  to 
carry  out  the  doctor’s  orders  when  the  entire  daily 
dose  is  a few  drops,  given  all  at  one  time. 

And,  of  course,  all  that  the  adult  patient  needs 
to  do  is  to  take  one  or  two  soft  gelatin  capsules  no 
larger  than  a pea! 

Parke-Davis  Haliver  Oil  with  Viosterol  is  put 
up  in  5-cc.  and  50-cc.  amber  bottles;  and  in  3-minim 
capsules,  boxes  of  25  and  100.  Practically  every 
druggist  in  the  United  States  and  Canada  is  pre- 
pared to  fill  prescriptions  for  this  product. 


£££355 


«•*«.  of  v 


May  we  send  you  sample 
box  of  Capsules  with  de- 
scriptive literature?  A 
postcard  will  bring  it  to 
you  by  return  mail.  Ad- 
dress Medical  Service 
Dept.,  Parke,  Davis  & 
Co.,  Detroit,  Michigan. 
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Specify  Parke-Davis  Haliver  Oil  with  Viosterol-250 
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PULMONARY  TUBERCULOSIS 
WITH  ACUTE  ONSET 

C.  S.  KIBLER,  M.  D. 

Tucson,  Arizona 

(Read  before  the  Eighteenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, held  at  Albuquerque,  N.  M.,  Dec.  8-10,  1932.) 

That  pulmonary  tuberculosis  frequently  has  an 
acute  onset,  is  a fairly  new  conception  of  this  disease. 
Our  early  teaching  was  that  phthisis  has  a very  in- 
sidious onset,  begins  in  the  apex  of  the  lung  and 
spreads  downward  as  it  progresses;  that  adults  are  rel- 
atively immune  from  exogenous  infection;  that,  if 
they  develop  tuberculosis,  it  is  a reactivation  of  a pre- 
vious childhood  infection,  or  a metastasis  from  a re- 
activated primary  lesion.  In  other  words,  it  is  en- 
dogenous rather  than  exogenous.  With  further  re- 
search and  the  added  knowledge  that  x-ray  brings  us, 
many  of  our  pre-existing  conceptions  have  been  justi- 
fiably questioned. 

Assman’  in  1924  called  attention  to  the  onset  of 
progressive  disease  as  being  infraclavicular,  at  the 
same  time  stating  that  true  apical  disease  was  gener- 
ally benign  and  seldom  was  progressive.  Redeker2  fol- 
lowed with  similar  observations,  and  he  is  generally 
conceded  to  be  the  foremost  exponent  of  the  subcla- 
vicular  onset  of  progressive  tuberculosis.  Authors 
throughout  the  world  became  interested  in  the  sub- 
ject, and  there  followed  numerous  articles  calling  at- 
tention to  the  fact  that  infraclavicular  early  infiltra- 
tion had  a more  acute  onset  than  had  been  our  pre- 
vious teaching  of  pulmonary  tuberculosis. 

Douglas,  Pinner  and  Walepor  sharply  differentiat- 
ed between  acute  subapical  and  insidious  apical  in- 
volvement. However,  it  was  not  clear  in  their  pre- 
sentation what  was  their  criterion  for  acute  onset,  as 
to  time  or  acuity  of  symptoms.  It  was  clear,  however, 
that  from  their  observation  the  commonest  onset  of 
pulmonary  phthisis  was  more  abrupt  than  our  usual 


idea  of  it.  They  found  the  incidence  of  acute  sub- 
apical  onset  to  be  5 2 per  cent.  Also,  attention  was 
called  to  the  fact  that,  in  subapical  involvement,  rap- 
idly progressive  or  retrogressive  changes  occur.  Nu- 
merous publications  since  then  have  concurred  in  the 
opinion  that  subapical  involvement  is  very  labile.  It 
gets  better  or  worse  soon  after  its  onset. 

Pulmonary  tuberculosis  with  a very  acute  onset  re- 
sembling influenza  or  pneumonia,  is  not  infrequent. 
It  occurs  often  enough  that  the  possibility  of  its  pres- 
ence must  be  considered  in  diagnosis.  Its  importance 
is  accentuated  by  the  fact  that  early  diagnosis  can 
usually  prevent  progression  to  cavitation  later.  Rela- 
tively few  acute  cases  come  under  observation  early, 
because  they  are  diagnosed  only  after  the  secondary 
exacerbation  occurs,  which  is  usually  months  after 
the  onset. 

In  order  to  ascertain  approximately  just  how  fre- 
quent is  the  onset  with  symptoms  like  influenza  or 
pneumonia,  I reviewed  the  history  files  of  patients 
seen  since  1925.  Histories  previous  to  this  date  were 
rejected  to  avoid  the  influenza  epidemic  of  1918- 
1919,  and  subsequent  years.  Only  cases  of  pulmonary 
tuberculosis  with  frank  parenchymal  involvement 
were  used.  Cases  having  an  onset  with  hemorrhage, 
pleurisy  with  effusion,  or  a cold,  were  classified  as  in- 
sidious. Cases  with  onset  with  acute  fever,  pneu- 
monia, or  influenza,  were  considered  acute,  if  the 
symptoms  and  ultimate  diagnosis  of  tuberculosis  were 
continuous  with  the  acute  onset.  Histories  whose 
type  of  onset  was  not  clear,  were  rejected.  In  this 
survey  300  histories  were  reviewed.  Acute  onset,  ac- 
cording to  the  above  criteria,  occurred  in  3 3.9  per 
cent,  slightly  over  one-third  of  these  300  cass. 

Now,  there  is  always  a personal  equation  and  con- 
siderable error  in  a review  of  this  type.  Also,  a cer- 
tain number  of  cases  probably  really  were  influenza  or 
pneumonia  which  lighted  up  a dormant  tuberculous 
focus.  But,  even  considering  this,  there  is  a fairly 
high  percentage  with  acute  onset. 
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Similarity  of  tuberculosis  with  an  acute  onset  to 
the  so-called  influenza,  is  obvious.  They  have  in  com- 
mon, fever,  aching,  malaise,  with  no  very  definite  lo- 
calization of  the  diseased  process,  except  perhaps  a 
little  cough.  A patient’s  conception  of  influenza  is 
fever  and  general  aching  over  the  body.  One  wonders 
how  many  cases  of  tuberculosis  with  acute  onset  are 
diagnosed  influenza. 

A certain  percentage  of  patients  with  tuberculosis, 
date  the  onset  to  an  attack  of  "flu,”  as  they  call  it. 
Considerable  doubt  was  aroused,  as  to  whether  in- 
fluenza activates  a latent  tuberculous  process,  by  our 
experience  with  the  influenza  epidemic  of  1918  and 
1919.  Contrary  to  expectations,  the  mortality  from 
tuberculosis  steadily  diminished,  in  spite  of  the  epi- 
demic. It  was  entirely  unaffected  by  it.  Fishberg4 
called  attention  to  this  fact.  Quoting  him:  "Epidemic 
influenza  has  no  etiological  relationship  to  tubercu- 
losis and  is  not  to  be  considered  as  a reactivator  of 
dormant  tuberculous  lesions.  Vital  statistics  and 
reports  from  sanatoria  show  that,  during  the  past 
and  current  years,  the  mortality  from  tuberculosis  has 
not  increased;  nor  has  the  number  of  patients  with 
tuberculosis  seeking  admission  to  sanatoria  increased.” 
This  statement  brought  forth  a storm  of  protest  from 
writers  over  the  country,  but  its  truth  has  been  veri- 
fied by  subsequent  vital  statistics.  These  facts  make 
one  dubious  as  to  whether  the  onset  with  influenza, 
in  pulmonary  tuberculosis,  is  really  influenza  at  all. 

The  following  case  is  a rather  typical  example  of 
an  acute  onset.  It  is  particularly  instructive  for  it  oc- 
curred in  a physician  specializing  in  pulmonary  tuber- 
culosis, who  carefully  observed  symptoms. 

CASE  I.  Dr.  F.  B.,  age,  40.  Previously  good 
health,  very  active  in  practice.  Felt  achy  and  fever- 
ish after  hard  day’s  work  on  Jan.  22,  1932.  Next 
day,  fever  102°,  without  any  symptoms  except  fever. 
Physical  examination,  after  three  days,  revealed 
nothing.  Fever  104°  next  few  days,  then  receded 
to  102.5°.  At  end  of  seventh  day,  still  no  physical 
findings,  except  fever,  and  no  symptoms  except 
those  of  a febrile  condition.  Went  to  Presbyterian 
Hospital,  Chicago.  X-ray  on  tenth  day,  revealed 
consolidation  of  right  upper  lung  area.  A few  fine 
rales  were  heard  over  the  same  area,  at  this  time. 
Still  no  cough  or  sputum.  Fever  99.6°  daily.  Dia- 
gnosis was  made  of  acute  pulmonary  tuberculosis. 
Fever  gradually  subsided  with  rest.  Never  had 
cough  or  sputum.  Gradual  uneventful  recovery. 

Here  is  an  abrupt  onset,  clinically  resembling  pneu- 
monia, the  diagnosis  of  which  could  not  be  accom- 
plished without  the  x-ray,  for  the  history  and  physi- 
cal findings  gave  little  suggestion  of  the  lungs  being 
the  source  of  the  infection,  until  rales  were  heard, 
ten  days  after  onset.  The  progress  of  this  case  was 


one  of  rather  prompt  resolution,  without  cavitation 
and  with  little  fibrosis.  The  origin  of  the  metastasis 
was  not  obvious;  probably  it  was  from  the  rupture  of 
a caseous  hilum  gland  into  a bronchus. 

CASE  II.  Mrs.  R.  P.,  age  26.  Good  health  unt/1 
Thanksgiving,  1931,  when  exposed  at  football  game; 
following  this,  began  to  cough  some.  Kept  at  her 
usual  activities.  About  Jan.  1,  1932,  became  very 
ill,  fever  102°.  In  a few  days,  the  patient  was 
delirious,  with  high  fever.  Fever  continued.  X-ray 
diagnosis,  Jan.  27,  1932,  was  “pr°bable  lung  ab- 
cess  with  dense  mottled  infiltration  at  base  of  right 
lung.”  Fever  less  than  101°  daily,  until  March,  and 
since  then  99.6°  daily.  Up  and  about  since  March, 
decreasing  cough  and  raising.  X-ray  in  Tucson, 
Sept.  10,  1932,  reveal  marked  reduction  of  area  of 
infiltration  in  right  base;  but  in  the  right  upper 
lung  area,  there  is  fine  closely  applied  mottling. 
Tubercle  bacilli  were  found  in  sputum  soon  after 
this  date.  Tuberculous  infection  in  child  of  3 years 
old. 

Here  is  probably  a bronchogenic  metastasis  result- 
ing in  a large  basal  tuberculous  pneumonia.  The  di- 
agnosis was  not  certain  until  tubercle  bacilli  were 
found  in  the  sputum  eight  months  later  and  infection 
in  the  right  upper  lung  area  could  be  easily  seen.  The 
ultimate  outcome  of  this  case  is  still  uncertain.  How- 
ever, it  is  noteworthy  that  cavitation  was  neither  ob- 
vious nor  early.  There  was  a marked  tendency  to  res- 
olution in  spite  of  little  or  no  treatment. 

Case  No.  3 is  an  example  of  an  acute  onset  of  an 
extension  from  a known  apparently  arrested  focus. 

CASE  III.  J.  G.,  age  42.  First  diagnosed  active 
tuberculosis  in  the  summer  of  1930,  although  he  had 
been  having  pulmonary  symptoms  off  and  on  for 
five  years  previously.  Came  under  observation 
December,  1930,  with  fibrosis  and  cavity  in  left 
upper  lung.  Cavity  closed  by  February,  1932.  On 
graduated  exercise,  in  the  spring  and  summer  of 
1932,  the  patient  was  quite  well.  No  symptoms. 
Suddenly,  July  10,  1932,  he  had  a fever  of  101°,  next 
day  103°.  Acute  fever  about  ten  days,  gradually 
subsiding.  No  unusual  findings  in  lungs,  no  dull- 
ness or  rales.  X-ray,  taken  July  27,  1932,  revealed 
large  extension  in  the  left  lower  lung.  With  four 
months’  rest,  this  has  largely  subsided,  leaving  only 
the  findings  of  thickened  pleura  in  this  area. 

Here  was  an  abrupt  onset  in  a few  days  only,  close- 
ly resembling  the  onset  of  pneumonia,  without  symp- 
toms referable  to  the  lungs  and  without  any  physical 
findings  of  new  involvement.  No  abnormal  pul- 
monary findings  were  present  at  any  time  during  the 
course  of  the  new  involvement.  This  case  differs  lit- 
tle from  the  two  preceding  ones,  except  in  having 
previously  an  obvious  infection.  Contrary  to  Ranke’s 
classification,  this  case,  although  tertiary,  was  ap- 
parently highly  allergic. 
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The  clinical  characteristics  of  pulmonary  tuber- 
culosis with  acute  onset  are: 

1.  Onset  closely  resembles  pneumonia  and  in- 
fluenza. 

2.  Rapid  retrogressive  changes  occur  with  strict 
rest. 

3.  Physical  signs  are  absent  or  relatively  few. 

4.  Few  localizing  symptoms,  as  cough  or  pain  in 
the  chest,  are  present. 

There  is  a certain  parallelism,  in  these  cases  of 
acute  onset,  to  the  work  of  Soper,  Sampson,  and 
Hopkins''  on  aspiration  tuberculosis  in  rabbits.  Part 
of  their  conclusions  are: 

1.  "An  early  pneumonic  reaction  to  aspiration  of 
virulent  tubercle  bacilli  may  occur  in  the  lungs  of 
both  sensitized  and  normal  rabbits.  It  is  more  im- 
mediate, more  intense,  and  more  constant,  in  the 
sensitized  rabbits.” 

2.  "Of  the  different  factors  which  determine 
the  degrees  of  early  reaction  to  tubercle  bacilli  in  the 
sensitized  lungs,  the  quantity  of  bacilli  introduced  is 
a very  important  one.” 

3.  "The  initial  pneumonia  reaction  may  undergo 
almost  complete  resolution  in  both  sensitized  and 
normal  rabbits.  Resolution  is  more  rapid,  more  com- 
plete, and  more  constant,  in  the  sensitized  animals.” 

The  marked  similarity  of  adult  human  lungs  to 
rabbit  lungs  in  their  response  to  tuberculous  infec- 
tion, has  been  pointed  out  by  Krause"  previously. 
This  suggests  that  sensitization  favors  more  rapid 
resolution  in  aspiration  infections  in  human  adult 
lungs. 

A distinct  impression  is  given  that  patients  with 
an  acute  onset  resembling  pneumonia,  heal  more 
rapidly  than  others  with  a more  gradual  onset.  This 
again  suggests  that  the  former  type  has  a higher 
relative  immunity.  That  there  is  a marked  degree 
of  allergy  or  hypersensitiveness  in  the  cases  presented, 
seems  clear,  considering  the  marked  febrile  response 
and  the  presence  of  an  exudative  type  of  involve- 
ment. Quoting  Krause',  in  his  work  on  experimental 
tuberculosis: 

"Again  we  note  that  symptoms  of  acute  illness 
occur  only  in  reinfected  animals  and  never  in  con- 
trols. This  suggests,  what  is  probably  true,  that 
acute  tuberculosis  never  develops  as  a first  infection, 
that  it  is  acute  because  it  is  more  of  the  exudative 
type,  and  that  its  exudative  type  and  the  acute 
symptoms  are  simply  expressions  of  resistance  of  over 
action,  of  immunity,  of  hypersensitiveness,  call  it 
what  you  will.” 


The  explanation  of  the  acute  onset  can  be  either: 
( 1 ) the  presence  of  a high  degree  of  tissue  hyper- 
sensitiveness alone,  or  (2.)  A rather  massive  bron- 
chogenic infection  plus  a high  degree  of  allergy.  We 
know  that  in  both  adults  and  children  there  is  a 
rather  wide  variation  in  the  response  to  the  intra- 
cutaneous  injection  of  tuberculin;  hence,  different 
degrees  of  the  allergic  state.  This  degree  of  allergy 
is  mainly  determined  by  the  amount  and  activity  of 
the  existing  infection. 

The  relationship  of  allergy  and  relative  immunity 
is  not  entirely  clear.  They  have  many  features  in 
common,  however.  There  is  little  convincing  evi- 
dence that  they  are  two  separate  phenomena  in  tu- 
berculosis. 

Krause"  in  a paper  on  this  subject  states: 

"As  regards  immunity:  (1.)  There  is  no  specific 
immunity  without  pre-existing  tubercle.  (2)  Im- 
munity first  appears  with  the  palpable  development 
of  the  focus.  (3.)  It  diminishes  with  the  healing  of 
the  focus.  (4.)  It  disappears  with  the  enucleation 
of  the  focus.  (5.)  The  degree  of  immunity  varies 
directly  with  the  virulence  of  the  immunizing 
microorganisms  or  with  the  amount  of  tubercle  and 
the  activity  of  lesions  in  the  host. 

"As  regards  allergy:  (1.)  It  is  never  observed  un- 
less tubercle  is  present.  (2.)  It  appears  coincidently 
with  the  establishment  of  lesions.  (3.)  It  diminishes 
as  lesions  heal.  (4.)  It  varies  directly  with  the  in- 
tensity of  the  disease,  which  in  turn  is  dependent, 
not  wholly,  but  in  large  measure,  on  the  virulence 
of  the  bacilli  concerned.” 

As  this  pertains  to  acute  onset,  it  is  probable  that 
there  has  been  recently,  or  there  coexists,  an  active 
focus  which  makes  the  host  highly  allergic,  and  that 
this  focus  of  caseation  ruptures  into  a bronchus,  re- 
sulting in  a sudden  planting  of  tubercle  bacilli  and 
tubercle  protein  in  highly  sensitized  healthy  lung. 

That  individuals  vary  as  to  their  sensitiveness  to 
tuberculin,  is  an  accepted  fact.  So,  it  is  not  un- 
reasonable to  conceive  of  different  responses  to  rein- 
fections or  new  infections.  Perhaps  the  whole 
phenomenon  of  acute  onset  can  be  explained  on  the 
basis  of  the  amount  of  infected  material  planted, 
namely,  a pathological  happenstance,  sending  a large 
bulk  of  infection  into  healthy  allergic  lung  tissue, 
not  dependent  on  an  unusually  high  degree  of  hyper- 
sensitiveness at  all. 

Healing  of  a tuberculous  process  both  in  the  lungs 
and  peritoneum,  without  leaving  any  x-ray  or  gross 
pathology,  has  been  a common  observation.  Un- 
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questionably,  cases  of  less  extent  than  here  shown, 
entirely  clear,  leaving  no  tangible  evidence  of  their 
former  presence.  The  common  finding  of  a healed 
area  of  tuberculosis  in  the  lungs,  without  any  history 
of  pulmonary  disease,  probably  could  be  explained  on 
the  basis  of  an  acute  onset  of  tuberculosis  diagnosed 
as  influenza,  which  subsequently  healed. 

I have  no  doubt  that  tuberculosis  with  acute  onset 
will  have  a less  favorable  outcome  than  the  cases  here 
presented,  if  it  is  incorrectly  diagnosed,  and  the  pa- 
tient is  allowed  to  pursue  his  usual  mode  of  living 
soon  after  the  fever  subsides. 

Concerning  early  diagnosis  of  pulmonary  tuber- 
culosis, if  the  diagnosis  is  made  on  symptoms,  physi- 
cal signs,  and  tubercle  bacilli  in  the  sputum,  these 
cases  usually  have  already  progressed  to  excavation. 
The  earliest  diagnosis  must  be  made  with  the  x-ray 
film. 

The  more  frequent  use  of  roentgenograms  of  the 
lungs  in  obscure  fevers,  and  in  cases  with  indefinite 
symptoms,  will  enable  us  to  make  the  earliest  pos- 
sible diagnosis,  while  the  prognosis  is  still  favorable, 
and  avoid  the  secondary  exacerbation  with  its  early 
cavitation. 

SUMMARY  AND  CONCLUSIONS 

1.  Three  cases  of  pulmonary  tuberculosis  with 
acute  onset  like  influenza,  are  presented. 

2.  The  incidence  of  acute  onset  from  a review  of 
3 00  histories,  was  33.9  per  cent. 

3.  It  is  suggested  that  the  great  majority  of 
acute  cases  are  incorrectly  diagnosed  influenza,  until 
secondary  exacerbation  and  excavation  have  oc- 
curred. 

4.  X-ray  offers  the  earliest  means  if  making  a 
correct  diagnosis. 
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MONARY TUBERCULOSIS 
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(Read  at  the  Eighteenth  Annual  Meeting  of  the 
Medical  and  Surgical  Associaation  of  the  Southwest, 
held  at  Albuquerque,  N.  M.,  Dec.  8 to  10, 1932.  “Pub- 
lished with  the  permission  of  the  Medical  Director 
of  the  Veterans’  Administration,  who  assumes  no 
responsibility  for  the  opinions  expressed  or  the  con- 
clusions drawn  by  the  writer.’’) 

I am  unable  to  bring  you  anything  new  in  the 
field  of  phthisiotherapy  unless  it  be  a new  enthusi- 
asm. 

I am  not  a surgeon,  but  it  is  to  the  thoracic  sur- 
geon that  I am  indebted  for  this  new  enthusiasm  for 
what  can  be  done  for  the  far-advanced  case  of  pul- 
monary tuberculosis.  In  no  other  field  of  medicine 
have  the  clinician  and  surgeon  been  brought  so  close 
together  and  learned  to  cooperate  with,  and  depend 
upon,  each  other.  The  internist  must  select  the  pa- 
tient, make  the  necessary  study  of  the  case,  correlate 
the  physical  findings  and  x-ray  and  all  other  neces- 
sary studies,  in  preparation  for  the  work  of  the  sur- 
geon. Internist  and  surgeon  have  thus  learned  from 
experience  in  this  field  of  collapse  therapy  that  the 
greatest  success  depends  upon  cooperation  with,  and 
helpfulness  to,  each  other.  They  have  thus  been  able 
to  lift  a great  group  of  individuals  from  a condition 
of  despair  to  that  of  hope,  prolonged  life,  and  health- 
fulness. 

As  clinical  director  of  one  of  the  government’s 
tuberculosis,  general  medical  and  surgical  hospitals, 
it  is  part  of  my  function  to  correlate  this  kind  of 
work.  I have  been  in  the  government  work  since 
1918,  and  most  of  that  time  has  been  devoted  to  the 
study  and  treatment  of  tuberculosis. 

Immediately  after  the  war,  I saw  a great  group  of 
young  adult  males  suffering  with  active  pulmonary 
tuberculosis,  either  with  new  lesions  or  reactivations 
of  old,  healed,  or  quiescent  lesions.  I saw  this  group 
of  young  men  treated  in  various  institutions  by  the 
usual  hygienic  measures,  including  the  triad  of  rest, 
fresh  air,  and  good  food.  At  no  time  have  I seen 
such  remarkable  results  as  were  obtained  at  that 
time. 

A good  many  of  these  men,  when  placed  on  the 
usual  rest  regime,  immediately  lost  their  toxic  symp- 
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toms,  made  remarkable  gains  in  weight,  tuberculous 
lesions  improved  rapidly,  and  many  went  on  to  ar- 
rest of  their  lesions.  I became  quite  enthusiastic  over 
the  great  number  of  rapid  improvements  and  arrests; 
however,  as  time  went  on  and  I continued  this  tuber- 
culosis work  and  followed  this  group  of  veterans 
from  year  to  year,  I began  to  realize  that  fewer  and 
fewer  of  them  went  on  to  arrest  or  cure.  Now,  in 
1932,  I find  our  hospital  filled  with  practically  only 
cases  of  advanced,  adult,  pulmonary  tuberculosis, 
most  of  whom  are  infirmary  cases,  and  those  who 
are  ambulant  have  extensive  lesions.  Most  of  the 
cases  are  far  advanced,  with  cavitation — men  who 
have  been  treated  in  various  government  and  civilian 
institutions  and  at  home  for  years;  men  who  have 
met  failure  with  treatment,  without  treatment,  with 
inadequate  treatment,  or  in  spite  of  treatment. 

As  I have  observed  these  cases  progress  into  cavita- 
tion and  chronic  invalidism  from  year  to  year,  I 
must  confess  that  some  of  my  former  optimism  was 
replaced  by  discouragement.  While  in  the  early  years 
following  the  war  we  strove  for  industrial  rehabilita- 
tion, now  we  more  and  more  hoped  for  prolongation 
of  life  and  some  measure  of  social  rehabilitation. 
Only  comparatively  recently  have  I really  becomt 
alive  to  the  therapeutic  possibilities  of  the  various 
methods  of  collapse  therapy,  even  in  these  far  ad- 
vanced cases;  cases  which  we  hitherto  believed  hope- 
less. True,  we  had  always  done  a certain  number  of 
artificial  pneumothoraces  in  all  of  our  hospitals,  en- 
thusiasm for  this  form  of  therapy  varying  widely 
among  the  staffs  of  the  different  hospitals.  It  has 
been  only  recently,  with  the  advent  of  phrenic- 
ectomy,  thoracoplasty,  and  the  more  general  and  lib- 
eral use  of  pneumothorax,  that  I again  begin  to  feel 
satisfied  with  my  work  with  these  far-advanced, 
tragic  cases. 

The  majority  of  our  cases  have  cavitation,  and  it 
has  been  our  experience  that,  as  long  as  these  cavities 
persist,  the  patient  is  doomed  to  a life  of  invalidism, 
with  positive  periodical  sputum,  exacerbations,  ex- 
tensions or  hemorrhages,  and  with  a life  expectancy 
of  only  a few  years.  While  many  of  these  cavities 
heal  spontaneously  with  the  usual  hygienic  treat- 
ment, there  remains  the  great  group  which  has  met 
failure  with  this  regime  and  for  whom  some  form  of 
collapse  therapy  is  demanded.  Collapse  therapy  in  no 
way  replaces  our  usual  rest  and  hygienic  routine  for 
the  tuberculous,  but  is  an  adjunct  thereto.  The  splint- 
ing and  immobilization  of  the  lung,  by  either  partial 
or  complete  collapse  therapy,  is  truly  rest  therapy 
analagous  to  the  splinting  of  a joint  tuberculosis. 
The  compression  of  a diseased  lung  or  of  a large  cav- 


ity produces  marvelous  results  which  prolonged  rest 
alone  can  never  attain.  The  management  of  the  far- 
advanced  case  has  entirely  changed  and  now  we  feel 
gratified  that  we  can  do  more  for  this  type  of  case. 
No  longer  do  we  have  a feeling  of  hopelessness  and 
despair. 

In  some  places  I find  the  old  idea  of  ultra-con- 
servatism still  existing  in  regard  to  collapse  therapy, 
but  I believe  we  should  not  continue  to  follow  prece- 
dent unless  it  can  stand  the  test  of  comparison  with 
methods  necessary  to  meet  changing  conditions. 

My  own  experience  in  regard  to  pneumothorax 
therapy  is  amusing  to  me  when  I look  back  a few 
years,  and  serves  to  illustrate  the  common  error  of 
following  precedent.  I can  remember,  not  so  long 
ago,  that  in  selecting  cases  for  pneumothorax  I found 
only  few  who  met  my  demands  for  unilateral  pneu- 
mothorax. I demanded  a strictly  unilateral  involve- 
ment. The  contralateral  lung  must  be  absolutely 
clear,  especially  from  any  active  involvement.  The 
presence  of  any  rales  in  contralateral  lung  surely 
precluded  further  consideration. 

My  opinion,  like  the  opinion  of  other  physicians 
and  of  the  laity  as  well,  was  that  the  contralateral 
lung,  if  diseased,  could  not  stand  the  extra  load 
which  would  be  thrown  upon  it  by  collapse  of  its 
sick  partner.  I had  heard  that  expression  so  many 
times  from  doctors  and  from  patients  that  I adopt- 
ed it  as  gospel  truth  and,  by  so  doing,  denied  many 
men  a chance  for  future  health.  Sooner  or  later, 
many  of  these  advanced  bilateral  cases  had  severe  pul- 
monary hemorrhages,  perhaps  uncontrollable  hemor- 
rhages. All  the  usual  remedies  and  procedure  having 
failed,  artificial  pneumothorax  was  given  on  the  cav- 
ity side  as  a last  resort  and  as  a life-saving  measure. 

After  repeated  experience  of  this  kind,  we  finally 
began  to  awake  to  marvelous  things.  In  some  of 
these  patients  we  not  only  checked  the  hemorrhage, 
but  something  more  had  happened.  Later,  the  tem- 
perature had  dropped,  the  patient  rested  more  com- 
fortably, his  general  well-being  was  improved  and, 
when  checked  by  x-ray,  a still  more  marvelous  thing 
had  happened.  The  contralateral  lung,  which  had 
considerable  involvement,  was  much  improved,  there 
was  actual  absorption  and  clearing  of  lesion,  so  much 
so  that  pneumothorax  was  continued  and,  to  our 
surprise,  we  began  to  lose  faith  in  our  old  tradition; 
namely,  that  the  sick  partner  would  not  be  able  to 
carry  on  the  work  of  its  collapsed  fellow.  Now,  we 
are  convinced  that  we  are  not  throwing  an  extra  load 
on  the  contralateral  lung,  but,  in  reality,  we  are  re- 
moving a load  from  it.  We  now  know  that,  when 
we  remove  that  big  load  of  absorption  and  toxicity, 
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by  collapse  of  the  worst  cavity  lung,  then  the  con- 
tralateral lung,  although  sick  itself,  will  often  en- 
tirely cure  itself. 

Now,  we  no  longer  demand  one  good  lung  in 
choosing  cases  for  unilateral  pneumothorax,  the 
clearing  of  the  disease  in  the  contralateral  lung  be- 
ing oftentimes  so  remarkable  that  we  are  forced  to 
wonder  if  there  are  not  some  other  factors  involved 
outside  of  the  mere  compression  of  tuberculous  le- 
sion and  cavities  and  reduction  of  toxemia.  It  has 
been  suggested  that  the  compression  of  the  pul- 
monary lesion  causes  an  auto-tuberculinization  and 
it  is  because  of  this  increase  in  tuberculin  sensitiza- 
tion that  we  sometimes  see  such  remarkable  clearing 
of  parenchymal  lesion,  and  even  cavity  closure,  in 
the  contralateral  lung. 

We  used  to  believe,  and  many  are  still  of  the  opin- 
ion, that  we  had  to  entirely  collapse  a cavity  to  ob- 
tain closure;  however,  we  now  know  that  only  par- 
tial collapse,  especially  in  case  of  thin-walled  cavities 
and  cavities  centrally  located,  is  all  that  is  necessary. 
To  be  convinced  of  this,  we  need  only  to  look  at  the 
many  cases  of  complete  cavity  closure  which  has  re- 
sulted in  partial  collapse  therapy  with  phrenic  nerve 
exeresis. 

We  used  to  make  dogmatic  decision  as  to  whether 
or  not  cases  could  obtain  collapse,  by  examining 
x-ray  plates  and  by  physical  examination.  We  were 
proud  of  our  expert  guessing  ability.  Now,  I find 
that  many  cases  which  hitherto  I was  confident 
could  not  be  collapsed,  on  account  of  pleural  adhe- 
sions, can  be  collapsed  when  tried.  I now  make  a 
practice  of  denying  no  patient  at  least  an  attempt  at 
pneumothorax  because  of  my  preconceived  ideas  of 
adhesion,  pleural  thickening,  and  so  forth.  I have 
seen  successes  too  many  times  in  such  cases.  The  pa- 
tient is  entitled  to  repeated  trials. 

It  was  formerly  our  practice,  and  is  still  the  prac- 
tice of  many,  the  moment  a new  lesion  developed  in 
the  contralateral  lung,  to  become  alarmed  and  dis- 
continue collapse  therapy;  likewise,  if  we  did  not  ob- 
tain complete  cavity  closure  and  complete  results  as 
we  expected,  we  would  discontinue  pneumothorax. 
From  experience,  we  have  learned  that  the  patient 
has  more  chance  for  recovery  by  continuance  of  the 
pneumothorax,  and  that  when  pneumothorax  is  dis- 
continued the  lesion  goes  on  to  further  progression; 
also,  that  lives  are  prolonged  and  that  life  is  made 
more  comfortable  by  continuance  of  a partially  suc- 
cessful collapse.  This  class,  even  if  it  refuses  further 
surgical  collapse  therapy,  such  as  thoracoplasty, 
should  be  continued  indefinitely. 

The  increasing  problem  of  far-advanced,  bilateral 


tuberculosis  has  forced  me  to  adopt,  in  certain  cases, 
a more  heroic  form  of  pneumothorax — that  is,  bilat- 
eral, artificial  pneumothorax.  It  is  my  opinion  that 
this  form  of  therapy  is  not  being  used  to  the  extent 
it  should  be.  Many  workers  are  allowing  fancied  but 
dreaded  complications  to  cause  them  to  withhold  this 
very  useful  therapy.  We  believe  that  the  prolonga- 
tion of  life,  control  of  hemorrhage,  and  remarkable 
gains  which  these  patients  make  far  outweigh  all  the 
hazards  of  bilateral  pneumothorax.  Several  case  re- 
ports with  x-rays,  which  I shall  show  you,  will,  I 
am  sure,  convince  the  most  skeptical. 

There  are  several  points,  however,  in  connection 
with  bilateral  pneumothorax,  which  I would  empha- 
size. It  is  necessary  for  the  operator  to  realize  that 
only  partial  or  selective  collapse  can  be  induced  or  is 
necessary.  He  must  know  that  a partial  collapse  with 
a constant  negative  pressure  will  cause  closure  of 
cavities  and,  by  immobilization  of  lungs,  will  heal 
parenchymal  lesions.  He  must  maintain  a fairly 
equal  pressure  over  both  lungs,  especially  in  cases 
with  movable  mediastinum.  He  must  not  attempt 
this  form  of  therapy  unless  he  is  prepared  for  minute 
study  and  close  observation  of  his  patient.  He  must 
be  prepared  for  frequent  x-ray  study  of  his  case; 
fluoroscopy  alone  is  not  enough.  This  form  of  ther- 
apy should  preferably  be  carried  out  in  a hospital 
with  facilities  for  proper  observation  and  study.  I 
have  cases  at  our  hospital  at  this  time  under  this 
form  of  therapy,  all  far-advanced,  bilateral  cases 
with  bilateral  cavitation — you  might  say  terminal 
cases;  cases  which  would  ordinarily  be  considered 
hopeless.  They  gain  weight,  lose  their  cough  and  ex- 
pectoration. The  result  is  little  short  of  miraculous. 
We  are  becoming  so  encouraged  by  our  recent  experi- 
ence in  this  field  that  we  are  routinely  canvassing 
our  wards  for  cases  suitable  for  this  form  of  therapy. 

We  have  become  quite  enthusiastic  over  the  bene- 
fits to  be  derived  in  these  far-advanced  cases  by  the 
more  general  use  of  the  simple  operation  of  phrenic 
nerve  evulsion.  Here,  as  in  the  use  of  pneumothorax 
collapse  therapy,  our  views  on  the  selection  of  cases 
and  the  benefits  to  be  derived,  have  changed  after 
several  years  of  experience.  At  first,  we  chose  only 
unilateral  cases,  with  basal  parenchymal  lesion  and 
cavitation  in  lower  lobes.  We  accepted  the  tradi- 
tional views  of  others,  that  the  diaphragm,  by  rising, 
mechanically  compressed  the  cavities  and  the  lower 
lesions  adjacent  to  the  diaphragm  only.  As  with  our 
experience  with  pneumothorax,  sooner  or  later,  upper 
lobe  and  apical  cavitation  had  uncontrollable  hemor- 
rhages. Collapse  with  pneumothorax  could  not  be 
obtained  and,  as  a last  resort,  phrenicectomy  was 
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tried.  In  one  of  the  first  cases,  a chronic  bleeder,  the 
hemorrhage  was  checked.  Soon  after,  the  cough  was 
diminished,  the  patient  began  gaining  weight,  spu- 
tum was  diminished,  and  the  patient,  for  the  first 
time  in  two  years,  made  rapid  improvement  Some- 
time later,  an  x-ray  was  taken  and,  to  our  surprise, 
the  apical  cavity  was  almost  closed,  parenchymal  le- 
sions were  improved,  and  an  infirmary  case  of  three 
years  became  ambulant  and  returned  to  his  family. 
We  now  believe  that  the  entire  lung  shares  in  the 
process  of  relaxation,  and,  while  it  is  true  that  low- 
er lobe  lesions  usually  are  favorable  cases  for  good  re- 
sults, upper  lobe  lesions,  and  even  apical  cavities, 
make  wonderful  improvement  with  this  form  of 
therapy.  Of  course,  as  in  all  forms  of  collapse  ther- 
apy, it  is  the  thin-walled  cavities,  centrally  located, 
that  yield  best.  Phrenicectomy  has  demonstrated  the 
principle  of  partial  collapse  therapy.  No  one  who  has 
followed  any  large  group  of  these  cases  and  observ- 
ed these  cavity  closures  after  hemidiaphragmatic  par- 
alysis, in  which,  it  is  said,  the  lung  is  collapsed  only 
25  per  cent,  can  doubt  the  principle  of  selective  col- 
lapse. 

We  study  our  cases  carefully,  especially  with  flu- 
oroscope  and  films,  to  determine  the  mobility  of 
diaphragm.  In  the  presence  of  adhesions  preventing 
the  elevation  of  diaphragm,  of  course,  we  cannot  ex- 
pect as  good  results.  However,  I could  show  you 
several  remarkable  cases  of  cavity  closure  where  the 
operation  has  been  done  in  spite  of  massive  adhe- 
sions and  little  movement  of  diaphragm.  It  appears 
to  me  that  the  improvements  often  seen  in  this  type 
of  case,  with  the  added  immobilization  of  chest  and 
diaphragm,  justify  the  operation  in  spite  of  the  clini- 
cian’s preconceived  ideas  of  adhesions.  Here,  as  in 
pneumothorax,  the  patient  is  often  entitled  to  the 
attempt,  especially  in  a simple  operation  without 
much  hazard.  You  know,  we  humans  are  in  the  habit 
of  figuring  out  the  mechanisms  of  the  functions  of 
the  human  body  in  terms  of  our  experience  with  in- 
animate mechanisms.  We  have  attempted  to  apply 
these  same  mechanical  principles  to  collapse  therapy. 
We  forget  that  we  are  dealing  with  a complicated 
human  physiology  about  which  our  finite  minds  still 
know  little. 

In  review  of  the  subject,  I find  some  surgeons 
recommend  phrenic  exeresis  only  as  adjunct  to  other 
collapse  therapy.  I cannot  agree  with  this  view.  I 
believe  it  constitutes  one  of  the  most  valuable  inde- 
pendent measures  in  the  program  for  far-advanced 
tuberculosis.  It  is  the  experience  of  our  clinic  that 
cough  and  expectoration  are  diminished,  many  cavi- 
ties are  closed  and  that  remarkable  improvement 


frequently  follows  this  procedure  alone;  however,  it 
is  also  used  in  connection  with  pnemothorax  ther- 
apy and  as  a preliminary  to  thoracoplasty.  We  find 
that  in  old,  long-continued  pneumothorax,  phrenic 
evulsion  is  often  of  value  in  diminishing  the  fre- 
quency of  refills  and  the  amount  of  air  necessary  to 
maintain  collapse. 

We  have,  at  the  present  time,  one  case  under  treat- 
ment in  which  we  have  induced  partial  pneumotho- 
rax of  one  lung  and  hemidiaphragmatic  paralysis  on 
the  other  side.  We  use  it  on  practically  all  cases  in 
which  we  cannot  obtain  pneumothorax.  As  in  pneu- 
mothorax, we  cannot  always  demand  a good  contra- 
lateral lung,  and  we  have  had  the  same  experience  as 
in  pneumothorax,  that  the  contralateral  lung,  al- 
though diseased,  often  shows  wonderful  improve- 
ment and  even  contracture  of  cavities. 

With  the  years  of  added  experience,  thoracoplasty 
is  now  recognized  as  a standard  procedure  and  is  now 
not  attended  by  the  fear  and  dread  of  danger  as  in 
former  years.  In  cases  with  far-advanced  lesions 
and  cavities,  in  which  there  is  an  adequate  contra- 
lateral lung,  and  where  pneumothorax  and  phrenic 
exeresis  have  failed  to  give  results,  then  a more 
radical  operation  must  be  resorted  to,  either  a par- 
tial or  upper-stage  thoracoplasty,  if  the  lesion  is  con- 
fined to  the  apex,  or  a complete  thoracoplasty  where 
more  extensive  lesions  and  cavities  are  present. 

Many  of  our  patients  are  now  enjoying  compara- 
tively good  health  and  even  usefulness  since  receiv- 
ing thoracoplastic  collapse.  It  is  my  opinion  that 
many  thoracic  surgeons  are  still  adopting  a too  con- 
servative program  and  adhering  to  too  strict  indica- 
tions. Where  a patient  has  large  cavities,  is  in  dan- 
ger of  hemorrhage,  extension  of  lesion,  mixed  infec- 
tion, amyloidosis,  spread  of  lesions,  and  where  he  has 
met  failure  with  prolonged  rigid  rest  therapy,  and 
where  pneumothorax  and  phrenic  exeresis  cannot  ob- 
tain results,  and  if  he  still  has  an  adequate  contra- 
lateral lung,  it  is  my  opinion  that  he  should  be  giv- 
en the  opportunity  for  a more  radical  collapse. 

I am  pleased  to  observe  that  more  surgeons  are 
adopting  a more  liberal  program  and  are  saving  a 
great  many  patients  who  otherwise  are  doomed  to 
early  death. 

When  one  has  a hospital  filled  with  these  far-ad- 
vanced infirmary  cases  who  have  met  failure,  he  is 
forced  to  the  realization  that  he  must  often  do  some- 
thing more  than  sit  passively  by  and  give  advice  as 
to  the  value  of  hygienic  treatment. 

Since  becoming  alive  to  the  greater  possibilities  of 
collapse  therapy,  the  morale  of  both  patient  and  per- 
sonnel has  changed.  Now,  an  atmosphere  of  hope 
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prevails.  A few  years  ago  I had  difficulty  in  "sell- 
ing” a patient  any  form  of  collapse  therapy.  Most 
of  them  had  been  well  coached  as  to  the  dangers 
and  contra-indications  of  such  therapy.  Now,  I can 
scarcely  make  ward  rounds  without  one  or  more  pa- 
tients calling  to  me  and  wanting  to  know,  "How 
about  a pneumothorax  in  my  case,  Doctor?”  "Don’t 
you  think  I am  a suitable  case  for  a phrenic  nerve 
operation?”  "Doctor,  don’t  you  think  I could  stand 
a thoracoplasty?” 

We  now  make  a study  of  each  case  for  possible 
collapse  therapy,  and  we  are  surprised  at  the  number 
who  are  suitable  when  a systematic  study  is  made. 
There  are  so  many  possibilities  with  unilateral  or  bi- 
lateral pneumothorax,  phrenicectomy  alone  or  in 
combination  with  pneumothorax  and  thoracoplasty, 
that,  once  one  really  becomes  interested,  there  is  no 
end  to  the  possibilities  for  saving  lives. 

Recently,  I was  talking  with  one  of  the  leading 
thoracic  surgeons  in  the  United  States,  on  collapse 
therapy.  He  told  me  of  a tuberculosis  hospital  near 
his  city,  and  with  which  he  was  associated,  which 
admitted  only  the  far-advanced,  adult  type  of  tuber- 
culosis. He  asked  me  to  guess  the  percentage  of  pa- 
tients in  that  hospital  which  were  under  some  form 
of  collapse  therapy.  Knowing  his  enthusiasm,  I 
aimed  high  and  guessed  twenty-five  per  cent.  He 
laughingly  replied,  "Doctor,  I am  afraid  to  tell  you, 
I am  afraid  you  cannot  stand  the  shock.”  He  then 
told  me  that  seventy  per  cent  of  those  patients  had 
received,  or  were  receiving,  some  form  of  collapse 
therapy,  and  that  results  obtained  justified  the  pro- 
cedure. It  will  be  a long  time  before  most  of  us 
reach  such  a stage  of  enthusiasm,  but  this  example 
serves  to  show  the  future  trend  in  collapse  therapy. 

A few  days  later  I had  the  privilege  of  talking,  on 
the  same  subject,  with  the  chief  of  the  medical  serv- 
ice of  one  of  the  largest  institutions  in  the  United 
States  caring  for  the  far-advanced  tuberculosis 
cases.  This  man  is  not  a surgeon  but  an  internist. 
He  informed  me  that,  since  introducing  collapse 
therapy  into  his  institution,  more  and  more  the  scope 
of  this  form  of  surgery  was  increasing  and  that, 
more  and  more,  there  was  a tendency  to  depart  from 
the  old  strict  rules  for  indications  for  collapse  ther- 
apy. It  was  his  opinion  that  these  doomed  patients 
were  entitled  to  some  last  resort  chance  for  recov- 
ery, or,  at  least,  to  partial  recovery. 

It  is  my  opinion  that  the  percentage  of  patients 
receiving  some  form  of  collapse  therapy  is  far  too 
low  in  nearly  all  tuberculosis  hospitals.  I believe  we 
are  entering  a new  era  in  which  most  of  us  have  only 
begun  to  realize  the  possibilities  of  future  success. 
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the  Medical  and  Surgical  Association  of  the  South- 
west, held  at  Albuquerque,  N.  M.,  Dec.  8-10,  1932.) 

Since  rest  is  the  accepted  treatment  for  all  forms  of 
tuberculosis,  it  follows  that  any  measure  designed  to 
limit  the  movement  of  the  lung  and  establish  pul- 
monary rest  mechanically,  is  entitled  to  consideration 
in  the  treatment  of  pulmonary  tuberculosis.  Its  prac- 
ticability is  to  be  determined  by  the  results  obtained. 

Scaleniotomy  is  a division  of  the  fibers  of  the  sca- 
leni  muscles.  You  will  recall  that  there  are  four  mus- 
cles in  the  scaleni  group,  and  that  they  arise  from  the 
transverse  processes  of  the  third,  fourth,  fifth,  sixth, 
and  seventh  cervical  vertebrae,  and  insert  into  the 
first  and  second  ribs.  They  are  muscles  of  respiration, 
in  that  they  elevate  the  first  three  ribs  and,  thereby, 
support  them,  opposing  the  action  of  the  intercostal 
group. 

PROCEDURE 

The  night  before  the  operation,  the  patient  is  given 
three  grains  of  sodium  amytal  by  mouth,  and  in  the 
morning,  one  hour  before  going  to  the  operating 
room,  is  given  six  grains  of  sodium  amytal  by  mouth 
and  one  two-hundredths  of  a grain  of  scopolamine 
hypodermically.  He  lies  on  the  operating  table  in  a 
supine  position,  with  a small  pillow  under  the  shoul- 
der of  the  side  to  be  operated  upon,  and  the  head 
turned  as  far  as  possible  in  the  opposite  direction.  The 
skin  is  prepared  in  the  usual  way,  and  a two  per  cent 
solution  of  novocaine  is  used  to  anesthetize  the  line  of 
incision,  which  is  placed  two  and  a half  centimeters 
above  the  clavicle  and  extends  backward  from  the 
posterior  edge  of  the  sternocleidomastoid  muscle  about 
six  centimeters,  paralleling  the  clavicle. 

The  platysma  muscle  and  superficial  fascia  are  in- 
filtrated through  the  skin.  The  skin  is  then  incised, 
and  the  superficial  tissues  are  separated  by  blunt  dis- 
section, when  the  scaleni  can  usually  be  felt  just  be- 
hind the  posterior  border  of  the  cleidomastoid  muscle. 
The  deep  cervical  fascia  covering  the  scaleni  is  sep- 
arated, in  a line  paralleling  the  sternocleidomastoid 
muscle,  at  right  angles  to  the  skin  incision.  There  is 
usually  a pad  of  cervical  fat  covering  the  scalenus 
anticus,  which  is  carefully  separated  from  the  sheath 
of  the  muscle.  The  phrenic  nerve  is  generally  found 
lying  under  the  sheath  and  upon  the  muscle.  The 
sheath  and  muscle  fibers  are  anesthetized  with  one- 
half  of  one  per  cent  novocaine  solution,  and  by  blunt 
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dissection  the  sheath  is  separated  from  the  muscle  fi- 
bers, as  far  down  near  their  insertion  into  the  first  rib 
as  it  is  possible  to  go,  care  being  used  to  avoid  the  sub- 
clavian artery,  which  lies  between  the  anticus  and 
medius,  upon  the  first  rib.  A grooved  director,  bent 
into  the  form  of  a hook,  is  slipped  inside  the  sheath, 
encircling  the  muscle  fibers,  and  the  fibers  are  divided 
by  a cautery  knife.  The  scalenus  medius  is  smaller, 
less  important,  but  much  more  difficult  to  approach 
than  the  anticus,  because  it  lies  deeper  and  external 
to  it,  and  is  covered  by  some  of  the  cords  of  the  cervi- 
cal plexus,  which  sometimes  lie  within  its  sheath.  The 
cords  are  isolated  and  gently  drawn  inward,  and  the 
sheath  and  muscle  fibers  are  anesthetized.  The  sheath 
is  separated  from  the  muscle  fibers,  proceeding  down- 
ward to  their  tendinous  insertion  into  the  second  rib, 
where,  as  before,  the  hooked  grooved  director  is 
placed  inside  the  sheath,  under  the  muscle  fibers, 
which  are  then  divided  by  the  cautery  knife.  No  at- 
tempt is  made  to  isolate  the  scalenus  posticus  or  mini- 
mus separately,  since  they  usually  lie  in  the  same 
sheath  as  the  medius  and  are  ordinarily  indistinguish- 
able from  it.  After  complete  hemostasis  has  been  as- 
sured, the  wound  is  closed  in  two  layers,  plain  catgut 
being  used  in  the  fascia  and  Michel’s  clamps  in  the 
skin.  No  attempt  is  made  to  obliterate  the  cavity, 
ordinarily  about  the  size  of  a large  walnut,  which  re- 
sults from  the  retraction  of  the  severed  edges  of  the 
muscle  segments.  The  pad  of  fat  that  is  encountered 
lying  upon  the  sheath  of  the  anticus  is  stitched  down 
to  the  posterior  sheath  of  the  muscle,  to  prevent 
bridging  of  the  muscle  fibers. 

DISCUSSION 

The  severing  of  the  scaleni  muscles  allows  the  first 
two  ribs  to  sag,  and  to  a certain  extent  decreases  the 
respiratory  excursion  of  the  first  three  ribs,  thereby 
inducing  a degree  of  rest  in  the  region  of  the  apex  of 
the  lung. 

We  have  all  had  cases  in  which  phrenic  exeresis 
was  done,  that  were  not  completely  successful;  and 
the  reason  for  this  was,  presumably,  that  the  im- 
mobilizing effect  of  the  operation  did  not  extend  to 
the  top  of  the  lung.  Indeed,  in  some  cases  of  this  sort, 
the  respiratory  activity  of  the  upper  part  of  the  chest 
has  been  actually  observed  to  be  increased,  as  if  to 
compensate  for  the  immobilization  at  the  base.  It  is 
in  precisely  these  cases  that  the  apical  rest  provided  by 
scaleniotomy  would  be  expected  to  be  beneficial. 

At  operation  for  scaleniotomy  in  cases  where  the 
phrenic  nerve  has  been  previously  evulsed,  the  scaleni 
were  observed  to  be  hypertrophied,  presumably  as  a 
result  of  this  compensatory  increase  of  ventilation  of 


the  upper  chest.  In  the  cases  where  scaleniotomy  was 
done,  associated  with  phrenic  exeresis,  this  increased 
movement  of  the  upper  chest  was  not  observed. 

In  all  types  of  operations  done  to  immobilize  the 
chest,  unfortunate  complications  are  a possibility; 
but,  so  far  in  this  series  of  scaleniotomies,  no  com- 
plications have  occurred,  nor  deformities  resulted. 

In  this  series  there  are  sixty-six  cases  of  scaleniot- 
omy, some  of  which  have  been  reported  in  a previous 
paper.  In  twenty-two  of  these,  the  phrenic  nerve  has 
been  severed  from  six  months  to  three  years  previous- 
ly, and  the  resulting  improvement  had  come  to  a 
standstill.  Scaleniotomy  resulted  in  further  improve- 
ment in  twelve  of  these  twenty-two  cases.  There 
were  three  cases  of  tuberculosis,  chiefly  apical,  associ- 
ated with  asthma,  and,  because  it  was  believed  that 
full  action  of  the  diaphragm  was  indispensable  to 
respiration  in  this  complication,  the  phrenic  nerve 
was  not  cut,  and  scaleniotomy  alone  was  done.  There 
was  clinical  improvement  in  two  of  these  three  cases. 

The  combined  operation  was  done  in  forty-one 
cases,  with  resulting  improvement  in  twenty-five 
cases. 

In  two  of  these  cases,  pneumothorax  had  been  es- 
tablished for  a year  or  more,  but  with  no  improve- 
ment because  of  broad  apical  adhesions,  and  both  of 
these  cases  were  improved  by  the  combined  operation. 

CONCLUSIONS 

First:  In  cases  with  apical  lesions,  scaleniotomy 

should  be  combined  with  phrenic  exeresis. 

Second:  When  pneumothorax  fails  to  collapse  the 
upper  part  of  the  lung,  because  of  broad  adhesions  at 
or  near  the  apex,  scaleniotomy  should  be  done. 

Third:  When  phrenic  exeresis  is  contra-indicated, 
scaleniotomy  alone  should  be  tried  in  apical  cases. 
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There  is  being  widely  distributed  an  announce- 
ment of  the  Illinois  College  of  Physicians  and  Sur- 
geons, 20  North  Ashland  Boulevard,  Chicago,  which 
includes  the  following  statement: 

“Courses  offered  and  requirements  for 
graduation  are  class  ‘A’  requirements.” 
Inasmuch  as  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association 
is  the  only  body  which  has  ever  rated  medical 
schools  as  class  A,  it  is  clearly  implied  that  the 
above  named  school  conforms  to  the  standards  pre- 
scribed by  this  Council.  Such  an  inference,  however 
is  wholly  unwarranted.  The  above  institution  is 
conducted  by  a group  of  chiropractors  and  does 
not  even  remotely  approach  the  standards  of  a class 
A medical  school. 
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THE  CLASSIFICATION  OF  NE- 
PHRITIS FROM  THE  PATHO- 
PHYSIOLOGICAL VIEWPOINT 

N.  H.  KELLER,  M.  D. 

El  Paso,  Texas 


(Read  before  the  Eighteenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, held  at  Albuquerque,  New  Mexico,  Dec.  8-10, 
1932.) 

Nephritis,  or  Bright’s  disease,  is  a group  of  mal- 
adies in  which  certain  non-suppurative  lesions  of  the 
kidney  are  present. 

The  classification  of  nephritis  is  a source  of  great 
confusion  to  most  clinicians,  and  various  classifica- 
tions have  been  given  by  them.  There  are  many 
reasons  why  a satisfactory  classification  is  difficult 
to  attain.  For  the  clinician,  the  greatest  help  in 
diagnosis  and  guidance  to  treatment  is  obtained  when 
every  case  is  analyzed  so  that  the  following  points 
are  considered  independently: 

1.  Pathology  of  the  kidney  and  other  tissues. 

2.  Renal  function. 

3.  Edema. 

4.  Blood  pressure. 

5.  Anemia. 

6.  Uremia. 

The  anatomical  structure  of  the  kidney  is  familiar 
to  everyone.  There  are  three  main  constituents: 
the  glomeruli,  the  tubules,  and  the  blood  vessels. 
This  trinity  of  structure  corresponds  to  the  three 
main  divisions  of  Bright’s  disease;  namely: 

1.  Glomerular  nephritis  (primary  involvement 
of  the  glomeruli). 

2.  Tubular  nephritis  (primary  involvement  of 
the  tubules,  or  nephrosis). 

3.  Arterial  nephritis  (primary  involvement  of 
the  arteries  and  arterioles,  viz.  arteriosclerotic  ne- 
phritis or  nephrosclerosis. 

The  glomerulus  with  its  corresponding  tubule, 
forms  one  structure  and  functional  unit — the  ne- 
phron— which  can  be  compared  to  the  neuron,  the 
unit  of  the  nervous  system.  An  injury  to  a nerve 
cell  is  apt  to  be  followed  by  changes  in  the  nerve 
fiber,  so  injury  to  a glomerulus  is  reflected  by 
changes  in  its  tubule.  The  reasons  for  this  are: 
( 1 ) . The  greater  part  of  the  blood  supply  to  the 
tubule  first  passes  through  the  glomerulus,  leaving 
it  by  the  efferent  arteriole.  (2).  When  the  glomeru- 
lus ceases  to  function,  the  tubule  will  atrophy  from 
disuse.  Also,  the  glomerulus  will  degenerate  when 
its  tubule  is  obstructed,  as  is  observed  in  hydrone- 


phrosis. These  changes  in  the  glomeruli  and  tubules, 
with  the  resultant  atrophy,  lead  to  an  increase  of 
connective-tissue-replacement  fibrosis  and  scar  for- 
mation. Slowly  developing  reduction  of  arterial 
blood  supply  by  disease  of  the  arteries  and  arterioles 
and  chronic  venous  hyperemia,  results  in  disturbed 
nutrition  of  the  glomeruli  and  tubular  epithelium, 
and  this  results  in  all  grades  of  atrophy  to  complete 
disappearance  of  these  structures  and  replacement 
fibrosis  (Simonds1). 

The  kidney  has  a reserve  power  comparable  to  the 
heart.  Richards"  made  the  important  discovery  that 
the  number  of  active  glomeruli,  those  through  which 
the  blood  was  circulating,  varied  greatly.  Also  the 
number  of  capillary  loops  within  a single  glomerulus 
at  any  given  time  may  be  only  a fraction  of  the 
total  number.  This  observation  explains  two  fea- 
tures of  renal  pathology;  namely,  how  a large  num- 
ber of  glomeruli  may  be  thrown  out  of  action  with- 
out any  evidence  of  renal  insufficiency,  and  also  how 
a toxin  acting  diffusely  but  temporarily  on  the  kid- 
ney may  affect  some  glomeruli  while  sparing  others. 

In  describing  the  pathology  of  nephritis  it  has 
been  customary  to  consider  only  the  anatomical 
changes  in  the  kidney.  The  occurrence  of  protein, 
red  blood  cells,  and  casts  in  the  urine  is  linked  so 
closely  with  the  renal  lesion  that  it  clarifies  the 
morphological  diagnosis  to  consider  them  separately. 

By  albuminuria  is  meant  the  presence  of  any  pro- 
tein material,  not  only  albumin,  in  the  urine.  Be- 
sides albumin,  globulin  and  other  proteins  are  found 
in  the  urine.  A normal  urine  is  considered  usually 
to  be  protein-free,  indicating  that  the  glomerular 
capillaries  are  impervious  to  the  serum  proteins.  The 
quantity  of  protein  eliminated  in  the  urine  varies 
greatly.  There  may  be  traces  or  the  quantity  may 
be  large. 

The  daily  fluctuations  in  chronic  Bright’s  disease 
are  of  little  significance.  In  acute  Bright’s  a healing 
of  the  inflammatory  process  is  accompanied  by  a 
diminution  and  disappearance  of  the  albuminuria. 
The  degree  of  the  albuminuria  is  not  an  indication 
of  the  degree  of  the  impairment  of  renal  function, 
but  is  a sign  of  the  type  of  Bright’s  disease  which 
prevails.  In  acute  and  chronic  glomerulonephritis 
and  in  nephrosis  the  albuminuria  is  marked,  but  in 
sclerotic  disease  associated  with  arteriosclerosis  usual- 
ly it  is  slight,  may  even  be  absent,  although  the  kid- 
ney may  be  extensively  involved  and  its  secretory 
power  reduced  to  the  vanishing  point. 

Urine  casts  are  microscopic  structures  which  can 
be  traced  from  the  glomerulus.  They  are  usually 
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associated  with  albuminuria.  It  is  best  to  examine 
fresh  samples  of  urine  for  casts,  as  they  are  easily 
dissolved  on  standing.  This  is  true  of  dilute  or 
alkaline  specimens  (Addis  ).  Hyaline  casts  are  the 
most  frequent  and  are  characteristic  of  nephrosclero- 
sis. Blood  casts  are  usually  pathognomonic  of  glo- 
merular nephritis,  usually  in  the  acute  stage.  In 
cases  of  "lipoid  nephrosis”  double  refractile  lipoids 
have  been  found  in  the  urine  and  embedded  in  the 
casts.  Waxy  casts  were  formerly  characteristic  of 
amyloid  disease,  but  this  idea  has  been  discarded. 
They  are  usually  found  in  chronic  nephritis  in  which 
there  is  a degenerative  process  of  the  kidneys. 

An  occasional  red  blood  cell  is  of  no  significance. 
Glomerular  nephritis  is  characterized  by  blood  in  the 
urine.  When  the  amount  of  blood  in  the  urine  is 
large,  blood  casts  may  occur.  These  casts  always 
indicate  glomerular  nephritis,  whether  acute  or 
chronic.  With  the  subsidence  of  inflammatory  pro- 
cess in  the  kidney,  the  hematuria  has  a tendency  to 
diminish.  Tubular  nephritis  (nephrosis)  is  charac- 
terized by  an  absence  of  red  blood  cells  in  the  urine — 
when  present  here  it  is  an  indication  that  the 
glomeruli  are  also  involved.  In  arteriosclerotic 

nephritis,  red  blood  cells  are  absent.  This  is  to  be 
expected,  since  the  circulation  in  the  glomerular 
capillaries  must  diminish  as  the  renal  arterioles  be- 
come sclerosed.  When  heart  failure  brings  about 
passive  congestion  in  such  kidneys,  red  blood  cells 
may  occur  in  moderate  number  in  the  urine. 

The  pathological  physiology  of  the  accumulation 
of  fluid  in  the  subcutaneous  tissues  and  the  body 
cavities,  the  peritoneum,  the  pleura  and  the  peri- 
cardium, has  not  been  explained  completely.  Doubt- 
less there  are  at  least  two  distinctive  types  of  edema. 
That  occurring  in  diffuse  glomerular  nephritis,  and 
that  found  in  the  edematous  tubular  nephritis  (lipoid 
nephrosis).  The  two  may  be  found  combined  in 
the  same  case,  as  in  "glomerular  nephritis  with  a 
nephrotic  component.”  From  the  clinical  aspect, 
two  points  of  diagnostic  value  in  regard  to  the  edema 
of  Bright’s  disease  should  be  mentioned.  In  the 
first  place,  you  will  find  that,  when  the  body  cavi- 
ties are  subject  to  distention  in  Bright’s  disease,  it 
is  the  peritoneal  space  that  is  the  site  of  election  for 
edematous  accumulation.  The  frequency  of  infec- 
tion of  this  peritoneal  fluid  in  edematous  tubular 
nephritis,  suggests  a greatly  depressed  functional 
activity  and  vulnerability  in  the  lymphatic  and  vas- 
cular apparatus  supplying  the  peritoneum:  when 

anasarca  is  the  result  of  cardiac  failure  the  pleura 
inevitably  shows  the  first  accumulation  of  fluid  and 
then  the  peritoneum  follows.  This  predominance  of 


ascites  over  hydrothorax,  or  vice  versa,  furnishes 
valuable  information  in  diagnosis  of  the  heart  and  of 
Bright’s  disease  in  cases  where  both  are  factors. 

In  the  second  place,  there  is  the  well-known  fact 
that  the  edema  of  Bright’s  disease  is  not  seen  first  in 
the  dependent  parts,  as  in  passive  congestion,  but  is 
prone  to  make  its  appearance  about  the  face.  This 
phenomenon  and  the  fact  that  the  edema  frequently 
precedes  the  advent  of  the  albuminuria,  indicate 
that  the  fluid  retention  in  Bright’s  disease  is  not  en- 
tirely due  to  the  inability  of  the  kidney  to  excrete 
water,  but  is  associated  with  physical  and  chemical 
disturbances  in  the  blood,  the  lymph,  the  capillaries, 
and  the  soft  tissues.  The  edema  formation  depends 
upon,  first,  depletion  of  the  serum  albumin  of  the 
blood  by  its  loss  in  the  urine,  and,  second,  the  re- 
tention of  crystalloids  in  the  tissues.  Barker  and 
Kirk4  have  shown  by  experiments  upon  dogs  and  by 
quantitative  studies  of  serum  albumin  of  the  blood 
of  nephrotic  patients,  that  the  reduction  of  the 
serum  albumin  of  the  blood  to  1 per  cent  or  below 
is  followed  by  the  accumulation  of  fluid  in  the  sub- 
cutaneous tissues  (edema).  Fahr’  found  that  the 
normal  values  for  the  osmotic  pressure  of  the  plasma 
proteins  were  from  20  to  23  mg.  of  mercury.  The 
retention  of  crystalloids  in  the  tissues  is  apparently 
not  due  to  inability  of  the  kidneys  to  excrete  them, 
but  due  to  some  other  mechanism,  possibly  con- 
cerned with  an  effort  to  maintain  the  concentration 
of  the  proteins  of  the  blood  at  their  normal  level. 
The  accumulation  of  chlorides  in  the  tissues  increases 
the  osmotic  pressure  of  the  tissue  fluids,  and  this,  in 
turn,  leads  to  withdrawal  of  water  from  the  blood, 
causing  concentration  of  serum  albumin  in  the  blood 
and  increasing  the  fluid  content  of  the  tissues,  in- 
ducing edema.  Speaking  in  general  terms,  we  can 
say,  at  least  in  chronic  forms  of  nephritis,  the  edema 
varies  inversely  as  the  blood  pressure;  as  the  blood 
pressure  rises,  the  edema  tends  to  disappear.  This  is 
merely  a clinical  observation,  so  we  are  not  justified 
in  stating  that  there  is  any  constant  relationship  be- 
tween hypertension  and  the  disappearance  of  edema. 
Hypertension  is  one  of  the  most  characteristic  phe- 
nomena of  chronic  glomerulonephritis.  It  is  seen  in 
about  one-third  of  the  acute  cases.  Here  we  are  deal- 
ing with  a beneficent  compensatory  reaction.  As 
Ludwig  long  ago  pointed  out,  the  filtration  of  urine 
through  the  glomerulus  is  a physical  process  in  which 
the  most  important  factor  is  the  pressure  of  the  cir- 
culating blood.  If  that  process  of  filtration  is  ren- 
dered more  difficult,  as  by  partial  or  complete  oc- 
clusion of  large  numbers  of  glomeruli,  the  simplest 
method  of  overcoming  the  difficulty  is  by  a raising 
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of  the  blood  pressure  brought  about  by  hypertrophy 
of  the  left  ventricle.  Up  to  a certain  point  this 
rise  of  pressure  will  enable  the  kidney  to  perform  its 
normal  function — if  anything  interferes  with  the 
rise  of  pressure,  the  kidney  will  at  once  suffer. 

A rise  in  the  blood  urea  which  may  be  taken  to 
indicate  a retention  of  nonprotein  nitrogen  in  gen- 
eral, must  be  attributed  to  some  defect  of  the 
glomerular  filtration  apparatus.  A raised  blood  urea 
in  itself,  unless  of  very  severe  grade,  need  not  have 
great  significance,  for  it  may  be  due  to  extra-renal 
causes,  and  may  be  associated  with  perfectly  efficient 
kidneys.  The  relation  between  blood  urea  concentra- 
tion and  the  amount  of  functioning  renal  tissue  has 
been  investigated  by  McKay6,  and  he  found  that,  as 
long  as  50  per  cent  or  more  of  the  kidney  tissue  is 
functioning,  the  urea  in  the  blood  is  not  over  18  mg. 
per  100  cc.  which  is  within  normal  limits.  This 
percentage  also  applies  to  the  phenolphthalein  test 
for,  as  long  as  we  have  5 0 per  cent  of  normal  kidney 
tissue  functioning,  we  find  no  deficient  percentage 
of  phthalein  output. 

Osier  defines  uremia  as  a toxemia  developing  in 
the  course  of  nephritis  or  in  conditions  associated 
with  anuria.  The  exact  nature  of  the  toxemia  and 
the  origin  of  the  toxin  which  gives  rise  to  it,  are 
not  known.  Until  recently,  urea  was  considered  a 
toxic  substance.  This  we  know  is  not  true.  There 
may  be  the  highest  concentration  of  urea  in  the 
blood,  without  any  uremia.  Many  different  forms 
of  uremia,  such  as  visceral  uremia,  cardiac  uremia, 
asthmatic  uremia,  have  been  described.  When  all  of 
them  are  considered,  it  seems  that  there  are  three 
forms  of  uremia  which  merit  consideration,  namely: 
(1)  uremia  of  cerebral  arteriosclerosis;  (2)  uremia  of 
acute  diffuse  glomerulonephritis;  (3)  uremia  of 

renal  insufficiency,  or  retention  uremia. 

The  uremia  of  cerebral  arteriosclerosis  may  de- 
velop as  a sequel  to  a prolonged  hypertension  when- 
ever this  occurs  in  Bright’s  disease.  This  is  usual  in 
the  course  of  essential  hypertension,  primary  con- 
tracted kidney,  chronic  diffuse  glomerulonephritis, 
or  secondary  contracted  kidney.  The  uremia  of 
acute  diffuse  glomerulonephritis  accompanies  acute 
diffuse  glomerulonephrosis  or  an  acute  exacerbation 
occurring  in  the  course  of  chronic  nephritis.  The 
uremia  of  renal  insufficiency,  or  better  called  reten- 
tion uremia,  is  the  sequel  of  a prolonged  and  marked 
degree  of  diminished  excretory  activity  of  the  kid- 
neys from  any  cause  whatever.  The  forms  of 
Bright’s  disease  in  which  it  occurs  are  the  subacute 
diffuse  glomerulonephritis,  the  primary  and  second- 
ary contracted  kidneys,  and  the  anuric  form  of  tu- 


bular nephritis  (bichloride  of  mercury  poisoning). 
The  blood  pressure  of  the  onset  of  retention  uremia 
is  characteristic;  that  is,  it  is  usually  elevated.  As 
the  condition  becomes  more  serious  and  the  fatal 
termination  approaches,  the  blood  pressure  frequent- 
ly drops.  Both  the  systolic  and  diastolic  pressures 
are  found  to  be  lower  at  this  time.  The  cause  of 
this  lowering  of  the  blood  pressure  level  is  probably 
due  to  the  weakening  of  the  heart  and  the  arteries 
as  well.  As  a rule,  death  may  be  expected  within 
two  to  four  weeks  after  the  blood  pressure  is  lowered. 

It  is  not  an  uncommon  experience  to  find  that,  in 
the  uremia  accompanying  acute  diffuse  glomerular 
nephritis,  or  acute  exacerbations  of  chronic  nephritis, 
there  are  no  large  increases  in  the  blood  urea,  uric 
acid,  and  so  forth.  In  other  words,  renal  insuffi- 
ciency and  the  retention  of  urinary  excretory  pro- 
ducts are,  contrary  to  the  prevalent  belief,  not  the 
only  factors  present  in  the  evolution  of  uremia.  Con- 
tributory factors  may  be  (1)  edema  of  the  brain, 
(2)  angiospasm  of  the  cerebral  vessels,  (3)  damage 
to  the  brain  by  the  hemolytic  streptococcus  toxin 
which  also  caused  the  nephritis. 

The  intestines  may  be  the  seat  of  the  so-called 
uremic  ulcers..  These  may  occur  anywhere  in  the 
digestive  tract,  from  the  pharynx  to  the  rectum. 
They  are  often  responsible  for  the  presence  of  con- 
siderable amounts  of  blood  in  the  vomitus  and  the 
stools.  The  kidneys  and  urine  are  the  keystone 
upon  which  the  advent  and  progress  of  the  uremia  of 
renal  insufficiency  depend.  The  progressively  di- 
minished activity  of  the  kidneys  is  noted  first  when 
the  blood  chemistry  is  maintained  at  a normal  level 
through  polyuria.  When  this  compensatory  process 
fails,  the  blood  urea  and  other  substances  begin  to 
accumulate  and  give  warning  of  impending  danger. 
There  are  two  influences  that  may  accelerate  the 
course  of  events  by  influencing  renal  activity  ad- 
versely. These  are  cardiac  insufficiency  and  an  acute 
exacerbation  of  a chronic  nephritis.  Albumin  may 
be  present  in  large  amounts  or  as  mere  traces  in  the 
urine.  This  depends  upon  the  lesion  in  the  kidneys 
and,  in  itself,  has  no  bearing  upon  the  adequacy  of 
renal  function. 

The  volume  of  urine  becomes  progressively  and 
inevitably  less;  in  spite  of  sufficient  fluid  intake, 
the  urinary  secretion  may  cease  entirely.  It  is  this 
development  of  oliguria  that  is  responsible  for  the 
curtailment  of  kidney  function  and  the  fatal  term- 
ination of  the  uremia  of  renal  insufficiency  . The 
specific  gravity  of  the  urine  is  constantly  fixed 
around  1010.  At  the  same  time  there  is  no  denying 
the  fact  that  uremia  is  almost  always  associated  with 


FEBRUARY,  1933 


55 


marked  urea  retention,  not  only  in  the  blood,  but 
also  in  the  tissues. 

One  of  the  constant  symptoms  of  nephritis  is 
anemia,  evidenced  by  the  increasing  pallor  of  the  pa- 
tient. This  anemia  is  undoubtedly  of  secondary 
type.  By  making  hemoglobin  estimates,  the  pro- 
gress of  the  case  may  often  be  adjudged,  as  well  as 
by  the  routine  non-protein  nitrogen  determinations. 
The  severity  of  anemia  is  directly  proportioned  to 
the  degree  of  impairment  of  renal  function.  I can- 
not but  believe  that  an  important  cause  of  the 
anemia  has  been  due  to  the  low  protein  diets  that 
these  patients  were  put  upon  prior  to  the  present 
time,  when  one  no  longer  hesitates  to  maintain  diets 
of  fairly  high  protein  intake,  and  with  no  more  ap- 
preciable damage  to  the  diseased  kidney  than  former- 
ly when  the  protein  molecule  was  forbidden.  A safe 
formula  in  the  average  adult  is  about  70  gm.  of  pro- 
tein plus  the  amount  of  protein  that  is  lost  in  the 
urine.  This  procedure  also  may  overcome  a possible 
renal  insufficiency  by  the  conversion  of  the  protein 
unto  urea,  which  is  itself  one  of  the  best  diuretics 
known. 

In  brief,  I believe  it  is  timely  to  stress  the  im- 
portant point  that  the  first  indication  of  renal 
functional  impairment  is  the  diminution  in  the 
kidneys  to  eliminate  the  solid  constituents  of  the 
urine  in  their  normal  concentration.  This  can  be 
very  simply  determined  by  making  routine  specific 
gravity  readings.  The  normal  kidneys  possess  the 
power  of  elimination  of  solids  within  wide  limits — 
regardless  of  the  amount  of  water  available  for  their 
solution.  Consequently,  urine  of  low  volume  has  a 
high  specific  gravity;  that  of  large  volume,  a low 
specific  gravity.  When  renal  function  is  impaired, 
the  ability  of  the  kidneys  to  elaborate  a concentrated 
urine  is  diminished;  with  increasing  renal  damage 
the  kidney  loses  its  ability,  not  only  to  concentrate, 
but  also  to  dilute  urine. 

One  of  the  simplest  methods  available  for  the 
interpretation  of  renal  function,  is  the  information 
gained  by  running  routine  Mosenthal  two-hour 
specific-gravity  test.  It  yields  more  data  than  any 
other  test  now  in  vogue  to  enable  the  clinician  to 
interpret  renal  activity  on  a rational  basis  of  phy- 
siologic efficiency  or  impairment. 

In  conclusion,  it  seems  evident  that,  by  merely 
classifying  nephritis  by  name  or  group,  a false  sense 
of  security  is  fostered.  Therefore,  it  is  imperative 
that  all  of  the  factors  that  contribute  to  the  evolu- 
tion of  Bright’s  disease  must  be  evaluated  before  a 
rational  form  of  therapy  can  be  advised. 
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PLACENTA  ACCRETA 

Report  of  Case  with  Review  of 
Literature 

R.  K.  SMITH,  M.D.,  F.A.C.S. 

Tucson,  Ariz. 

(Read  before  Pima  County  Medical  Society,  Sep- 
tember 13,  1932.) 

"Placenta  accreta  is  a rare  complication  of  preg- 
nancy in  which  there  is  a more  or  less  complete  ab- 
sence of  the  decidua  basalis,  and  in  which  the  chori- 
onic villi  invade  the  musculature  of  the  uterus.1” 

"Placenta  accreta,  therefore,  may  be  described  as 
the  implantation  of  the  ovum  and  the  development  of 
the  placenta  on  a uterine  wall  in  which  there  is  a to- 
tal or  almost  total  absence  of  the  decidua  serotina. 
The  chorionic  villi  erode  themselves  into  the  muscle 
fibers,  hence  the  uterine  muscle  partly  degenerates, 
resulting  in  a thinning  of  the  uterine  wall  over  the 
placental  site,  even  to  the  point  of  rupture.  An  ap- 
preciation of  this  pathology  shows  why  the  mortality 
from  hemorrhage,  sepsis,  and  perforation,  makes  this 
condition  so  formidable.2” 

"Various  estimates  have  been  made  of  the  fre- 
quency of  this  complication.  Polak  places  the  inci- 
dence of  accreta  at  approximately  one  in  6000;  B.  C. 
Hirst,  one  in  40,000.  Polak  reports  four  cases  met 
during  an  extensive  practice  covering  thirty  years. 
Of  these,  the  first  three  were  treated  conservatively, 
by  attempted  manual  removal,  and  terminated  fatally 
as  result  of  sepsis.  The  fourth  case,  a prmipara,  sev- 
en months  gravid,  with  a complicating  large  submu- 
mous  fibroid,  recovered  following  a supracervical 
hysterectomy.  Frankl,  in  a discussion  of  this  paper, 
could  recall  but  six  cases  of  true  placenta  accreta,  of 
the  immense  material  encountered  in  his  clinic;  and 
agreed  with  Polak  that  the  indication  is  definite  for 
extirpation  of  the  uterus.  Out  of  thirty-six  cases  col- 
lected by  Kraul,  only  eight  women  recovered.  A sur- 
vey of  the  literature  by  me  has  revealed  a total  of  for- 
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ty-one  cases  reported,  in  only  twenty  of  which  the 
placenta  was  examined  in  situ.  Kraul  describes  three 
cases  occurring  in  a total  of  60,000  deliveries  during 
the  last  twenty-three  years  at  his  clinic.  Of  these, 
the  first  two  were  fatal,  the  third  survived  a vaginal 
hysterectomy.  Nathanson,  in  an  excellent  contribu- 
tion to  this  subject,  reports  four  cases  occurring  in  a 
collective  series  of  75,000  deliveries,  placing  the  inci- 
dence at  approximately  one  in  20,000.  Dietrich  quotes 
the  following  authors,  who,  in  reporting  similar  cases, 
stressed  the  excessively  thinned-out  condition  of  the 
uterine  wall:  Kwostansky-Meyer  Ruegg  (fundus, 
1 mm.  thin);  Schwenderer  (2  mm.);  Bauereisen  (3 
mm.);  E.  Martin  could  palpate  the  intestines 
through  the  thinned-out  uterine  wall;  Wegelin  (1-3 
mm.  thin);  R.  Meyer  (in  placed,  J/2-l  mm.); 

Schmidt  (in  his  first  case,  4 mm.,  in  his  second,  % 
mm.  thin);  R.  Meyer  (in  places,  J/2-l  mm.); 

the  rupture  occurred  in  the  tenth  month,  and  was  di- 
agnosed and  operated  upon  two  weeks  later.  Schwen- 
derer describes  a case  in  which  Crede’s  maneuver  led 
to  a rupture  of  the  uterine  wall  thinned  out  by  pla- 
centa accreta. 

"In  the  case  of  a para  v,  reported  by  Tennant,  it 
was  demonstrated  that  the  placental  attachment  may 
not  alone  penetrate  the  peritoneal  coat  of  the  uterus, 
but  may  actually  invade  the  visceral  cavity.  Schweit- 
zer’s case  of  placenta  accreta  was  at  the  same  time,  a 
placenta  previa  cervicalis.  Jaschke  also  speaks  of  the 
"burrowing”  of  the  fetal  elements  into  the  cervical 
musculature  in  low  placental  insertions.  Dietrich  re- 
ports in  detail  the  case  of  a forty-year-old  para  iv, 
with  a very  significant  previous  history  in  her  four  de- 
liveries, including  two  manual  removals  of  the  pla- 
centa, one  febrile  puerperium,  two  severe  postpartum 
hemorrhages,  and  two  postpartum  curettages.  In  the 
present  delivery,  the  patient  was  admitted  with  mild 
labor  pains,  suddenly  collapsed,  and,  following  ver- 
sion and  extraction,  died.  The  autopsy  showed  a pla- 
centa accreta  of  the  membranacea  type,  with  a spon- 
taneous perforation  of  the  uterus,  and  partial  extru- 
sion of  the  placenta.  He  calls  attention  to  the  fact 
that  a seven-year  amenorrhea  has  existed  between  the 
preceding  delivery  and  the  case  now  reported,  which 
he  attributes  to  an  atrophy  of  the  mucosa  due  to  an 
over-zealous  curettage.  This  factor  has  likewise  been 
stressed  by  other  authors  (Fritsch,  Kustner,  Veit, 
Wertheim),  though  the  ability  of  the  uterine  mucosa 
to  restitutio  ad  integrum,  is  often  remarkable.  Diet- 
rich  also  describes  a case  of  placenta  accreta,  reported 
by  Baumgart-Benecke,  due  to  an  atrophied  mucosa, 
following  an  amenorrhea  of  four  years’  duration  (due 
to  atmocausis) ; because  of  infection  and  scar  changes, 


a Porro’s  hysterectomy  was  performed.  Similar  cases 
were  reported  by  Holzapfel  and  Frankenstein,  follow- 
ing vaporization  therapy.3” 

"When  the  placenta  fails  to  be  delivered,  following 
the  birth  of  the  child,  there  are  two  conditions  either 
of  which  may  be  present.  The  placenta,  after  sep- 
aration from  the  uterine  wall,  may  be  retained  in  the 
birth  canal.  Such  a case  would  show  bleeding,  de- 
scent of  the  cord  and  a round,  firm  fundus  several 
centimeters  higher  than  the  position  it  had  occupied 
immediately  after  the  birth  of  the  child.  The  other 
possibility  is  that  of  adherent  placenta,  in  which  con- 
dition separation  from  the  uterine  wall  has  not  oc- 
curred. There  would,  therefore,  be  no  bleeding  from 
the  placental  site,  no  descent  of  the  cord,  and  inter- 
mittent uterine  contractions  would  still  be  felt. 

"To  the  presence  of  an  adherent  placenta,  the 
gloved  hand,  introduced  into  the  uterus  under  care- 
ful aseptic  precautions,  may  be  able  to  demonstrate  a 
line  of  cleavage,  and  so  remove  the  products  of  con- 
ception. Such  a situation  might  be  found  when  the 
placenta  is  large  and  thinned  out,  or  when  implanta- 
tion has  occurred  in  a tubal  corner.  When  no  line  of 
cleavage  can  be  found,  one  may  be  dealing  with  a 
placenta  accreta,  an  entirely  different  problem,  which 
demands  different  treatment.4” 

"The  causes  of  this  condition  are  obviously  those 
which  lead  to  destruction  of  the  uterine  mucosa:  they 
would  include  repeated  or  too  vigorous  curettage,  en- 
dometritis, submucous  fibroid  and  previous  manual 
removal.  A history  of  any  of  these  should  make  one 
prepared  to  deal  with  a placenta  accreta.”” 

CASE  REPORT 

Mrs.  C.  D.,  aged  thirty-one,  first  seen  by  me  Sep- 
tember 30,  1931,  at  which  time  she  was  six  months 
pregnant.  In  1928  she  had  been  curetted.  In 
September,  1929,  she  was  delivered  by  cesarean 
section.  The  indication  for  section,  according  to 
patient’s  statement,  being  a delayed  onset  of  labor. 
The  past  and  family  history  were  negative. 

The  physical  examination  was  essentially  negative 
except  for  a few  carious  teeth,  chronically  infected 
tonsils,  and  the  old  postoperative  suprapubic  scar. 

The  estimated  time  of  confinement  was  December 
25,  1931.  The  patient  was  admitted  to  the  hospital 
in  labor  December  30,  at  three  a.  m.  Position  L. 
O.  A.  At  1:45  a.  m.,  the  head  was  down  on  perin- 
eum. Episiotomy  was  done  and  the  baby  was  de- 
livered with  low  forceps.  Repair  of  perineum  was 
completed  at  2:30.  At  3 p.  m.  the  uterus  had  not 
assumed  the  characteristic  ball-like  shape  and  posi- 
tion indicating  the  separation  of  the  placenta,  nor 
was  there  any  descent  of  the  cord,  but  there  was  a 
slight  hemorrhage.  After  gently  attempting  to  ex- 
press the  placenta  by  Crede’s  method,  with  failure, 
light  ether  anesthesia  was  administered.  Under 
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strict  aseptic,  precautions,  the  right  hand  was  passed 
into  the  uterus  and  particular  note  was  made  of 
the  fact  that  there  was  a complete  absence  of  the 
line  of  cleavage  by  which  the  normal  separation 
of  the  placenta  is  effected.  With  considerable  dif- 
ficulty a piece  of  placental  tissue  was  dug  out  with 
the  fingers,  the  major  portion  of  the  placenta  being 
left  in  situ.  Immediately,  the  patient  showed  signs 
of  air  hunger  and  collapse.  I considered  the  pos- 
sibility of  placental  accretion,  and  the  uterus  was 
packed  with  gauze  at  once,  preparatory  to  a hy- 
sterectomy. The  patient  failed  to  response  to  stim- 
ulants, artificial  respiration,  and  oxygen  carbon 
dioxide  inhalations.  Death  ensued  within  five 
minutes  after  onset  of  collapse,  my  impression  at 
this  time  being  that  death  was  due  to  thrombosis 
and  embolism,  which  was  confirmed  by  autopsy. 

At  this  time  I was  permitted  to  perform  a 
regional  autopsy  only,  with  the  understanding  that 
no  organs  be  removed.  Through  a midline  supra- 
pubic incision,  the  uterus  was  exposed.  The  fundus 
extended  to  the  umbilicus.  On  the  anterior  surface 
of  the  uterus  near  the  fundus,  in  the  midline,  in- 
corporating a portion  of  the  old  cesarean  scar,  was 
an  area  about  two  inches,  in  diameter  where  the 
myometrium  was  thinned  to  approximately  2 mm. 
in  thickness.  The  uterus  was  incised  and  the  gauze 
pack  was  removed.  The  thinned-out  area  marked 
the  site  where  I had  removed  a portion  of  the 
placenta  manually. 

Several  days  elapsed  before  permission  was  ob- 
tained to  exhume  the  body  for  a complete  autopsy, 
which  was  performed  January  14,  1932. 

The  following  is  the  report  of  Dr.  Robert  Alan 
Hicks,  pathologist,  who  has  given  me  much  valuable 
assistance  in  reporting  this  case. 

pathologist’s  report 

The  features  of  this  case  which  make  it  somewhat 
distinctive  from  the  instances  of  placenta  accreta 
already  reported  are,  first,  possible  differences  in 
the  etiology  of  this  case  and  the  etiology  hitherto 
reported.  Second,  the  unusual  histological  picture 
of  the  relative  absence  of  the  large  vessels  normally 
found  in  the  spongy  layer  of  the  decidua  basalis. 

We  may  well  begin  with  the  picture  of  the  gross 
specimen  as  we  saw  it  at  autopsy.  There  was  no 
evidence  of  inflammatory  reaction  in  the  peritoneum. 
The  corpus  uteri  measured  twenty-one  centimeters 
from  the  dome  of  the  fundus  to  tne  cervix,  fifteen 
centimeters  from  horn  to  horn,  and  was  collapsed 
on  itself  antero-posteriorly  to  a thickness  of  about 
five  centimeters.  As  the  uterus  was  opened  in  the 
anterior  midline,  we  first  observed  the  universal 
implantation  of  the  placenta.  There  was  no  point 
at  which  the  edge  of  the  placenta  could  be  differ- 
entiated and  on  gross  section  it  was  not  possible  to 
determine  the  point  at  which  myometrium  left  off 
and  placental  tissue  began.  It  was  further  impos- 
sible to  establish  any  line  of  cleavage  between  the 
two  structures. 

Microscopic  sections  were  prepared  from  the  dome 


of  the  fundus  and  at  all  levels  down  the  corpus 
uteri  to  the  cervix.  It  was  found  that,  at  the  dome 
of  the  fundus,  the  musculature  was  thinned  to  an 
actual  thickness  of  two  to  three  millimeters  and 
that  at  this  point  the  decidua  compacta  and  the 
decidual  spongiosa  were  entirely  lacking.  The 
choronic  villi  extended  to  and  sometimes  penetrated 
the  fibers  of  the  myometrium.  The  large  vessels 
found  ordinarily  in  the  decidua  spongiosa  were  en- 
tirely lacking.  This  feature  is  of  great  significance 
because  engorgement  of  these  vessels  after  the 
delivery  of  the  fetus  is  a major  factor  in  the 
normal  separation  of  the  placenta.  The  structures 
present  here  were  amorphous  fibrinous  masses, 
sometimes  canalized,  and  many  large  stellate  cells 
of  the  fetal  ectoderm  or  trophoblast.  In  previous 
reports  of  the  histopathology  of  placenta  accreta, 
these  structures  have  been  interpreted  as  part  of 
the  picture  of  accretion,  but  we  know  that  they  are 
present  normally  in  the  line  of  separation  of  normal 
placenta  and  decidua  spongiosa. 

In  sections  prepared  down  the  wall  of  the  corpus 
toward  the  cervix,  the  only  essential  change  in  the 
picture  was  a progressive  thickening  of  the  myome- 
trium, and  an  occasional  meager  development  of 
the  decidua  compacta  and  spongiosa.  However, 
throughout  the  extent  of  the  atrophic  and  insuf- 
ficient spongy  decidua  present,  we  never  found 
a trace  of  glandular  structure.  The  complete  ab- 
sence of  both  the  endometrial  glands  and  the  loose 
associated  endometrial  stroma,  is  sufficient  to 
establish  the  diagnosis  of  placenta  accreta,  and 
this  was  the  finding  in  the  wall  of  the  corpus.  In 
addition  to  this,  at  the  dome  of  the  fundus  we  found 
the  marked  thinning  of  the  myometrium  so  typical 
of  placenta  accreta  and,  finally,  the  infiltration  of 
the  myometrium  by  the  chorionic  villi.  This  em- 
phasis on  the  histopathology  of  placenta  accreta  at 
the  dome  of  the  fundus  and  in  the  midline,  in  con- 
trast to  the  less  typical  finding  farther  down  the 
side  wall  of  the  fundus,  makes  us  inclined  to  as- 
sociate the  development  of  the  placenta  accreta 
with  the  implantation  of  the  ovum  in  the  dome 
along  the  line  of  the  old  cesarean  scar.  This  cannot 
be  an  absolute  conclusion,  however,  as  we  know 
that  the  endometrium  over  the  dome  of  the  fundus 
and  at  the  angles  is  always  less  redundant  than  it 
is  in  the  other  portions  of  the  uterine  cavity.  Such 
normal  hypoplasia  of  the  endometrium,  with  the  ad- 
dition of  injury  by  cesarean  section  and  currettage, 
constitutes  the  etiology  of  this  case. 

Large  fresh  venous  thrombi  found  as  emboli  in 
the  pulmonary  arteries,  constituted  the  immediate 
cause  of  death. 

(Slides  of  the  microscopic  pathology' of  this  tissue 
may  be  obtained  from  the  authors) 

CONCLUSIONS 

1.  Placenta  accreta  is  a rare  complication  of  preg- 
nancy and  there  have  been  reported  only  forty-two 
cases,  including  this  one. 

2.  The  characteristic  features  of  this  abnormality 
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are  partial  or  total  absence  of  the  decidua  basalis  and 
an  invasion  of  the  musculature  of  the  uterus  by 
chorionic  villi. 

3.  In  addition  to  repeated  or  too  vigorous  curet- 
tage, endometritis,  submucous  fibroid,  and  previous 
manual  removal,  as  etiological  factors,  this  case  adds 
the  possible  significance  of  previous  cesarean  section. 
It  must  be  born  in  mind  also  that  the  manual  removal 
of  the  placenta  at  the  time  of  cesarean  section  would 
further  increase  the  possibility  of  a hypoplasia  of  the 
endometrium,  with  a resulting  tendency  to  placenta 
accreta. 

4.  In  reviewing  literature,  we  are  warned  of  the 
following  dangers:  perforation  and  rupture  of  the 
uterus,  hemorrhage,  shock,  and  sepsis.  This  case  adds 
the  danger  of  embolism  from  venous  thrombosis. 

5.  In  the  presence  of  an  attached  placenta  with 
no  descent  of  the  cord  and  without  bleeding,  aseptic 
exploration  under  anesthesia  should  be  made  to  de- 
termine the  subsequent  procedure.  If  no  line  of  cleav- 
age can  be  demonstrated,  hysterectomy  should  be 
done. 
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CONVERGENT  SQUINT,  ITS 
CAUSE  AND  TREATMENT 

HENRY  LEROY  FRANKLIN,  M.  D. 

Phoenix,  Arizona 


(Read  before  the  Maricopa  County  Medical  So- 
ciety, Nov.  14,  1932.) 

The  consequences  of  a neglected  or  improperly 
treated  squint,  both  in  childhood  and  in  later  life 
are  sufficiently  serious  and  important  to  make  it 
worth  while  briefly  to  mention  them  and  to  bring 
to  your  attention  what  is  now  the  commonly  ac- 
cepted cause  of  internal  squint,  or  strabismus,  and 
its  treatment.  I shall  discuss  only  concomitant  or 
non-paralytic  squint  of  the  internal  variety,  because 
it  is  much  more  common  than  external  squint  and 
the  cause  and  treatment  is  somewhat  different. 

A cross-eyed  child  very  quickly,  after  starting  to 
school,  or  perhaps  before,  becomes  conscious  of  the 
deformity  by  constant  reminders  of  its  playmates, 


becomes  shy  and  bashful  and  may  quickly  develop 
an  inferiority  complex.  If  the  deformity  remains  un- 
til adolescence,  its  effect  on  the  individual’s  social 
career  is  apt  to  be  disastrous.  This  is,  of  course, 
true  if  it  be  a girl.  It  also  lessens  the  chances  of 
finding  a gainful  occupation.  Occasionally  an  eye 
which  crossed  in  childhood,  will  spontaneously 
straighten,  or  nearly  so,  as  the  age  of  puberty  is 
reached.  In  this  event,  the  eye  is  practically  blind 
and  its  possessor  has  passed  the  age  at  which  good 
vision  could  have  been  developed.  He  is  then  de- 
prived of  the  opportunity  of  a career  in  a multitude 
of  directions,  such  as  the  military  services,  railroads, 
steamships,  factories  which  employ  machinery,  and 
in  most  lines  of  endeavor  where  some  hazard  exists 
and  a rigid  physical  examination  is  required. 

Why  do  children  squint?  There  are  several  fac- 
tors which  enter  into  its  causation.  The  theory  of 
Claude  Worth,  of  London,  is  the  most  plausible  and 
is  accepted  by  most  observers.  This  explanation 
leads  to  a rational  treatment  which  is  in  the  main 
successful. 

When  a person  with  straight  eyes  gazes  at  an  ob- 
ject, an  image  of  that  object  is  simultaneously  form- 
ed on  the  macula  of  each  retina.  The  object  being 
seen  from  a slightly  different  angle  with  each  eye, 
the  images  are  slightly  different  and,  when  fused  in- 
to one  image  by  the  brain,  become  a stereoscopic 
picture  with  a sense  of  depth.  This  is  called  fusion. 
This  fusion  sense  begins  developing  at  about  the  sixth 
month  and  is  fully  developed  by  the  sixth  or  sev- 
enth year.  According  to  Worth,  if  it  is  not  devel- 
oped by  that  time,  it  will  not  develop.  It  is  this  de- 
sire to  see  an  object  stereoscopically,  thus  getting  a 
sense  of  depth  as  well  as  avoiding  troublesome  dou- 
ble vision,  that  is  responsible  for  the  eyes  remaining 
parallel  in  spite  of  overactive,  weak,  or  otherwise 
poorly  balanced  muscles.  It  is  this  fusion  sense  that, 
though  a muscle  may  be  weak  or  placed  too  far  back 
on  the  globe,  will  cause  an  extra  amount  of  nervous 
energy  to  be  supplied  to  the  muscle,  in  order  to 
overcome  its  deficiency  and  to  hold  the  eye  parallel 
with  the  opposite  eye.  As  a proof  of  this,  we  may 
take  a person  with  straight  eyes  and  normal  vision 
and  place  a weak  prism  before  one  eye,  thus  displac- 
ing the  object  seen  with  this  eye.  If  the  fusion  fac- 
ulty is  present,  this  eye  will  turn  by  reason  of  in- 
creased nervous  energy  in  order  to  keep  the  image  of 
the  object  on  the  macula  and  maintain  binocular  sin- 
gle vision.  If  now  we  increase  the  strength  of  the 
prism  to  the  point  where  the  eye  can  no  longer  do 
this,  and  produce  double  vision  (diplopia),  it  will 
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be  seen  that,  in  a great  proportion  of  individuals, 
there  is  a deviation  of  the  eyes  from  the  parallel, 
either  in  the  vertical  or  horizontal  direction,  or 
both  (heterophoria) . 

In  internal  strabismus,  this  fusion  sense  is  either 
entirely  absent  or  very  weak.  In  the  absence  of  it, 
there  is  nothing  to  keep  the  eyes  parallel  except  a 
perfect  balance  of  the  muscles  of  the  eye,  and  any- 
thing that  might  upset  this  balance  will  contribute 
to  a squint.  The  vast  majority  of  children  with 
squint  have  a relatively  high  degree  of  hyperopia, 
combined  frequently  with  astigmatism.  Now,  giv- 
en a child  with  an  absence  of  the  fusion  sense  and 
having  a high  hyperopia,  it  is  a simple  matter  for  a 
squint  to  occur.  The  child,  in  order  to  see  distant 
objects,  is  compelled  to  accommodate,  that  is,  to  in- 
crease the  curvature  of  the  lens,  and  because  the  ac- 
commodation and  convergence  are  so  closely  linked 
together  that  one  cannot  occur  without  the  other, 
there  is  a tendency  for  the  eyes  to  converge  when 
they  should  remain  parallel.  In  looking  at  close  ob- 
jects there  is,  of  course,  more  accommodation  and 
a still  greater  amount  of  convergence,  for  near  ob- 
jects lead  to  double  vision,  and  it  is  to  avoid  this 
troublesome  double  vision  that  the  child  uncon- 
sciously turns  the  eye  inward  in  order  better  to 
suppress  the  poorer  image.  In  the  beginning,  the 
deviation  may  be  slight  and  periodic,  straightening 
up  when  the  eye  is  at  rest.  After  a while,  however, 
the  squint  becomes  less  periodic  and  more  pro- 
nounced. The  internal  rectus  muscle  becomes  con- 
tracted, and  the  opposite  muscle,  the  external  rec- 
tus, becomes  attenuated  and  loses  its  tone.  It  is 
usual  for  one  eye  to  have  slightly  more  hyperopia 
and  hyperopic  astigmatism,  therefore  less  vision,  than 
its  fellow,  and  it  is  this  eye  that  eventually  turns  in. 
We  thus  have  the  mechanism  of  a constant  squint. 

Frequently  a mother  will  state  that  the  child’s 
eyes  were  straight  until  it  contracted  whooping 
cough,  measles,  or  some  other  disease,  and  thereafter 
the  squint  developed.  According  to  Worth,  these 
children  probably  had  a very  poor  fusion  sense,  the 
attack  being  sufficient  to  alter  the  nervous  energy 
supplying  already  poorly  balanced  muscles.  Birth 
injuries,  especially  to  the  sixth  nerve,  improperly  in- 
serted muscles,  macular  lesions,  and  corneal  scars, 
are  occasionally  responsible  for  a squint. 

A small  proportion  of  the  internal  squints,  about 
1 S per  cent,  are  alternating.  That  is,  the  right  eye 
may  turn  in  one  moment  and  the  left  eye  the  next. 
These  children  usually  have  good  vision  in  each  eye 
and  very  little  or  no  refractive  error.  They  have  no 


fusion  sense  and  do  not  develop  any,  even  with  cor- 
rect and  prolonged  treatment.  They  apparently  have 
sufficient  muscular  or  nervous  incoordination  to  pro- 
duce a diplopia  and  the  eye  is  turned  completely  in- 
ward in  order  that  one  image  may  be  completely 
ignored. 

Now,  we  know  that  an  eye  which  is  turning  in- 
ward will  not  develop  vision,  will  quickly  lose  what 
vision  it  has,  and  that  it  will  remain  very  nearly 
blind  if  not  trained  in  early  life.  We  also  know  that, 
if  the  fusion  faculty  has  not  developed  by  the  sixth 
or  seventh  year,  it  will  not  develop.  It  follows, 
therefore,  that  these  children  should  be  treated  with- 
out delay  in  order  to  correct  these  two  conditions. 
This  is  not  accomplished  by  the  prescribing  of  glass- 
es and  forgetting  them,  nor  is  it  accomplished  by 
immediately  resorting  to  an  operation.  The  vision  in 
each  eye  should  be  ascertained.  The  eyes  should  be 
thoroughly  atropinized  in  order  to  unmask  all  latent 
hyperopia,  and  glasses  should  be  prescribed  if  hyper- 
opia or  astigmatism  is  found.  A child  is  never  too 
young  to  wear  glasses.  Worth  has  prescribed  them 
as  early  as  the  sixth  month.  Generally  speaking, 
however,  it  is  rarely  necessary  to  resort  to  treatment 
at  this  age  because  a squint  generally  appears  later, 
usually  around  the  second  year.  At  this  age  they 
very  quickly  become  accustomed  to  glasses,  realiz- 
ing that  they  see  better.  Mothers  may  object  to 
glasses  in  the  belief  that  they  might  be  a source  of 
injury,  but  experience  has  shown  that  they  are,  on 
the  contrary,  a protection.  The  prescribing  of  glass- 
es for  a child  does  not  necessarily  mean  that  they 
will  have  to  be  worn  permanently.  Frequently,  when 
the  squinting  eye  has  regained  its  vision  and  lost  its 
deviation,  if  the  refractive  error  is  not  of  too  high  a 
degree,  the  glasses  may  be  dispensed  with.  Quite  of- 
ten, when  the  excess  accommodation  is  relieved  by 
glasses,  there  is  either  a return  to  parallelism,  or  par- 
tially so.  This  is  particularly  true  if  the  glasses  are 
prescribed  while  the  squint  is  still  periodic. 

If  the  eye  continues  to  deviate,  no  time  should  be 
lost  in  taking  measures  to  prevent  the  further  loss  of 
vision  through  disuse.  This  can  be  accomplished  by 
putting  a cover  over  the  good  eye  for  a week  or 
two  at  a time,  thus  forcing  the  use  of  the  squinting 
eye.  After  some  vision  has  returned,  atropine  may  be 
instilled  daily  into  the  good  eye,  thus  paralyzing  its 
accommodation  and  forcing  the  use  of  the  squinting 
eye  for  near  vision,  and  the  normal  eye  for  distant 
vision. 

Just  as  soon  as  the  vision  has  sufficiently  improv- 
ed, and  if  the  child  is  old  enough,  stereoscopic  exer- 
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cises  should  be  started,  in  order  to  develop  the  fu- 
sion sense.  If  the  deviation  is  of  a low  degree,  the 
eye  will  become  straight  as  fusion  develops,  and  when 
it  is  fully  developed,  the  eyes  will  remain  straight 
even  though  the  glasses  are  discarded. 

If  the  deviation  remains  great,  after  a trial  with 
glasses,  a surgical  correction  is  in  order,  to  be  fol- 
lowed up  with  stereoscopic  exercises.  I shall  not  go 
into  the  question  of  surgical  procedures  except  to  say 
that  operative  measures  to  correct  an  internal  squint 
usually  consist  of  shortening  the  external  rectus  mus- 
cle of  the  affected  eye.  If  this  falls  short  of  a full 
correction,  the  externus  of  the  normal  eye  may  be 
shortened  later. 

The  O’Connor  cinch  method  of  muscle  shorten- 
ing is,  in  my  opinion,  the  most  satisfactory  method. 
For  the  past  two  or  three  years  it  has  been  employed 
exclusively  in  the  eye  services  at  the  University  of 
California  and  Stanford  Medical  Schools,  with  most 
satisfactory  results. 

Some  of  its  advantages  are:  its  simplicity;  the  ab- 
sence of  infection  and  sloughing,  sometimes  seen 
following  a Reese  resection;  a more  accurate  estimate 
of  the  amount  of  correction  to  be  achieved  by  rea- 
son of  the  number  of  dermol  strands  used. 

To  summarize,  I should  say  that:  1)  A squint- 

ing eye  does  not  develop  vision  and  loses  the  vision 
it  once  had.  (2)  It  rarely  straightens  without  treat- 
ment and,  if  it  does  straighten  after  the  sixth  or  sev- 
enth year,  the  eye  remains  industrially  blind.  (3) 
Treatment  in  the  very  beginning  is  indicated,  con- 
sisting of  thorough  refraction,  glasses  if  necessary, 
training  of  vision,  the  developing  of  the  fusion  fac- 
ulty and  perhaps  operation.  (4)  Surgical  correction 
of  squint  after  the  sixth  or  seventh  year  will  achieve 
only  cosmetic  result. 


MUCOCELE  AND  PYOCELE  OF 
THE  FRONTAL  SINUS 

O.  W.  THOENY,  M.  D. 

Phoenix,  Arizona 

(Read  before  the  Maricopa  County  Medical  So- 
ciety, Nov.  14,  1932.) 

Pyocele  of  the  nasal  accessory  sinuses  is  an  uncom- 
mon entity.  About  200  cases  have  been  reported, 
notably  by  Gerber,  Dabney  and  Boenninghaus,  while 
Beyer  recently  reported  a case  in  explanation  of  the 
x-ray  findings. 

CASE  REPORT 

This  patient,  D.  A.,  aged  13,  was  first  seen  Oc- 
tober 6,  1930.  She  was  complaining  of  very  severe 
headaches  and  head  pains,  and  presented  a large 


conical  swelling  over  the  forehead,  slightly  to  the 
left  of  the  center,  and  accompanied  by  edema  of 
the  left  eyelids.  The  conical  swelling  was  tense  and 
appeared  to  be  a large  absces's  under  considerable 
pressure.  Palpation  showed  it  to  be  definitely 
fluctuating. 

The  past  history  showed  a long  succession  of  ill- 
nesses. At  birth  she  had  a congenital  heart  defect 
which  persisted,  and  she  has  always  had  a loud 
systolic  murmur  and  a palpable  thrill,  while  the 
heart  has  been  considerably  enlarged.  She  developed 
fairly  well  until  the  age  of  seven  (1927),  when  she 
contracted  bronchial  pneumonia  and,  as  a complica- 
tion, had  a pneumococcic  mastoiditis  on  the  right 
associated  with  a sinus  thrombosis.  A simple 
mastoidectomy  with  ligation  of  the  corresponding 
jugular  and  exposure  and  emptying  of  the  lateral 
sinus,  was  done.  This  was  followed  within  a year 
(1928)  by  a radical  mastoidectomy  on  the  right. 
One  year  later  (1929)  an  acute  otitis  media  ap- 
peared on  the  left  and  following  paracentesis  this 
ear  drained  for  five  months.  During  this  period 
she  developed  an  acute  endocarditis  and  was  des- 
perately ill  for  weeks.  There  was  some  improve- 
ment to  February,  1930,  when  all  her  nasal  acces- 
sory sinuses  became  infected  subsequent  to  a cold, 
and  at  this  time  it  was  first  noted  that  there  was 
some  swelling  over  the  forehead.  This  persisted  for 
about  ten  days  and  subsided  when  there  was  a 
sudden  gush  of  pus  into  the  left  nostril.  Similar 
attacks  recurred  at  about  monthly  intervals,  with 
increasing  severity,  and  in  October  the  patient  was 
advised  to  leave  the  rigorous  climate  of  New  York 
and  enlist  the  aid  of  Arizona’s  sunshine.  Just  be- 
fore leaving  New  York,  the  swelling  again  appeared 
over  the  forehead,  but  on  the  way  out  the  mother 
noted  that  its  character  had  changed  somewhat, 
in  that  it  seemed  more  localized.  In  this  condition 
she  presented  herself  for  treatment. 

The  child  was  obviously  ill  and  in  great  pain. 
There  was  a temperature  ranging  to  100°.  The 
mass  over  the  forehead  was  excruciatingly  tender. 
There  was  a purulent  discharge  from  both  antral 
areas  and  on  the  left  a slight  discharge  from  the 
frontal  sinus  area.  It  was  impossible  to  enter  the 
naso-frontal  duct  with  a probe.  No  eye  symptoms 
were  present.  The  patient’s  weight  was  60  pounds. 
X-ray  findings  were:  “Confirming  verbal  report,  we 
find  abnormal  density  in  antrum  of  the  left  side. 
Frontal  sinuses  do  not  show  gross  abnormality  in 
shadow.  Transillumination  of  sinuses  shows  both 
antra  and  both  frontals  hazy.” 

The  diagnosis  was  bilateral  maxillary  sinusitis, 
pyocele  of  the  left  frontal  sinus,  with  erosion  of  the 
anterior  sinus  plate.  Any  procedure  except  in- 
tranasal tamponing  was  emphatically  denied  and 
it  was  only  after  several  days,  during  which  time 
the  condition  showed  no  evidence  of  abating,  that  a 
small  incision  was  allowed  fob  drainage.  Following 
this  incision  and  the  evacuation  of  a large  amount 
of  pus,  the  patient  immediately  improved.  One 
month  later  an  intranasal  enlargement  of  the  naso- 
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frontal  duct  established  adequate  drainage,  and  the 
external  discharge  diminished  markedly.  The  con- 
dition now  slowly  improved  over  a long  period  of 
time.  When  the  edema  had  subsided,  a defect  of 
the  anterior  frontal  plate  was  found,  which  ap- 
parently involved  most  of  the  area  and  extended 
downward  along  the  inner  angle  of  the  orbit.  A 
permanent  fistulous  tract  persisted  into  the  superior 
border  of  the  sinus  approximately  in  the  center  of 
the  forehead.  Drainage  stopped  from  this  tract 
about  one  year  ago. 

At  the  present  time  there  is  no  discharge,  either 
externally  or  through  the  nose,  and  the  patient  is 
symptom  free.  Her  weight  has  increased  to  about 
100  pounds  and  she  appears  normal  for  her  age  and 
in  excellent  health.  The  bony  defect  is  practically 
erased. 

COMMENT 

Following  an  acute  inflammation  subsequent  to  a 
head  cold,  this  patient  developed  a purulent  frontal 
sinusitis  with  periodic  occlusion  of  the  naso-frontal 
duct.  Finally,  an  erosion  of  the  anterior  plate  of  the 
frontal  occurred  and  an  abscess  developed  superfi- 
cially. External  and  intranasal  drainage  cleared  the 
condition.  The  end  result  has  probably  been  a com- 
plete fibrosis  of  the  left  frontal  sinus,  with  very  slight 
deformity  in  the  region  of  a persistent  sinus. 

Thet  x-ray  findings  appear  anomalous.  Beyer  ex- 
plains this  by  the  absorption  of  lime  salts  and  conse- 
quent loss  of  density,  giving  the  appearance  of  trans- 
parency. In  most  cases  the  x-ray  is  reported  as  being 
of  less  aid  than  it  usually  is  in  sinus  involvement. 

This  case  showed  no  orbital  involvement,  although 
this  appears  in  about  75  per  cent  of  cases  and  is  usual- 
ly associated  with  exophthalmus. 
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THE  SAFEST  MILK  SUPPLY 


FRANKLIN  A.  CLARK,  D.  V.  M. 
Associate  Milk  Specialist, 

U.  S.  Public  Health  Service 


(Read  before  the  New  Mexico  Public  Health  As- 
sociation, held  in  Santa  Fe.  N.  M..  in  May,  1932. 
Published  bv  oermission  of  the  Surgeon  General  of 
the  U.  S.  P.  H..  S.l 

The  term  "safe”  when  applied  to  milk  is  of  neces- 
sity a relative  term.  Theoretically,  milk  which  had 
been  properly  pasteurized  and  then  handled  in  such 


a manner  that  no  pathogenic  organisms  were  per- 
mitted to  enter  it  after  pasteurization,  would  be  safe. 
Actually,  such  milk  might  not  be  safe.  It  has  been 
demonstrated  that,  if  certain  strains  of  staphylococ- 
cus and  streptococcus  are  permitted  to  develop  in 
large  numbers  in  milk,  toxic  substances  are  produced 
which  are  not  destroyed  at  pasteurization  tempera- 
tures and  which  are  capable  of  producing  intestinal 
disturbances  similar  to  those  produced  by  the  living 
organisms,  although  no  actual  infection  occurs.  A 
number  of  years  ago,  Park  stated  that  the  intestinal 
disturbances  of  children  in  New  York  City  apparent- 
ly were  not  influenced  materially  by  the  types  of 
bacteria  found  in  the  milk,  but  that  there  was  a 
direct  relation  between  the  total  bacterial  count  and 
the  incidence  of  such  complaints.  So,  if  properly 
pasteurized  milk  was  held  at  such  temperature  that 
the  bacteria  which  survived  pasteurization  could 
multiply  to  sufficient  numbers,  they  might  produce 
intestinal  disturbances  in  certain  children.  Pasteur- 
ization alone  is  not  an  absolute  safeguard,  although  it 
is  the  best  single  safeguard  known. 

Certified  milk  is  usually  regarded  as  the  nearest  to 
the  ideal  for  raw  milk.  However,  there  have  been  a 
few  milk-borne  epidemics  from  certified  milk.  It 
has  been  shown  that  a cow  may  begin  eliminating 
streptococci  or  staphylococci  in  her  milk  at  least  six 
days  before  any  noticeable  changes  occur  in  the  udder 
or  any  physical  changes  occur  in  the  appearance  of 
the  milk.  If  the  organism  in  such  cases  should  be 
pathogenic  for  man,  many  persons  might  become 
infected  before  the  offending  animal  was  discovered. 

Perhaps  we  might  go  a step  further  and  say  that 
certified  milk  which  has  been  properly  pasteurized 
is  the  safest  milk.  I will  agree  that  this  would  be 
ideal.  However,  for  the  present  at  least,  it  is  en- 
tirely impracticable. 

Do  not  think  that  I do  not  approve  of  pasteuriza- 
tion and  of  certified  milk.  I stated  that  pasteuriza- 
tion is  the  best  single  safety  factor  which  we  know 
how  to  apply  to  milk.  Certified  milk  is  the  ideal 
for  raw  milk,  but  because  of  the  cost  of  production, 
the  quantity  used  will  probably  always  be  limited. 
However,  the  inspiration  and  leadership  of  certified 
milk  has  been  of  inestimable  value  to  the  cause  of 
milk  sanitation. 

For  some  reason,  a part  of  the  American  public 
does  not  like,  or  imagines  that  it  does  not  like,  pas- 
teurized milk.  There  are  some  economic  reasons 
against  pasteurization  in  certain  instances,  but  even 
more  convincing  arguments  for  it. 

The  universal  production  of  certified  milk  is  not 
practicable.  Public  taste  or  public  sentiment  renders 
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unlikely  compulsory  pasteurization  of  the  entire  milk 
supply  for  every  community. 

I have  stated  that  no  milk  supply  can  be  con- 
sidered absolutely  safe.  However,  we  may  say  that 
the  safest  milk  supply  is  one  that  has  had  every 
practicable  sanitary  and  physical  precaution  thrown 
around  it  in  its  production  and  handling.  These 
precautions  should  be  reasonably  effective  and  yet 
should  be  of  such  nature  as  not  to  increase  the  cost 
of  the  milk  to  the  point  which  will  necessitate  lower- 
ed consumption.  They  should  also  be  of  such  nature 
that  the  public  can  realize  them,  thus  increasing  con- 
fidence in  the  milk  supply. 

You  will  notice  that,  in  my  definition  of  the 
"safest”  milk  supply,  I have  stated  that  the  sanitary 
regulations  which  are  applied  should  be  reasonably 
effective,  economical,  and  of  such  nature  as  to  tend 
to  increase  public  confidence  in  the  supply  and,  thus, 
to  increase  consumption.  To  be  reasonably  effective, 
they  must  be  workable  and  cover  all  the  recognized, 
essential  milk-sanitation  practices.  To  be  economical, 
they  should  be  of  such  nature  that  the  average  dairy- 
man can  afford  the  time  and  expense  for  their  ap- 
plication. To  increase  public  confidence,  they  should 
be  of  such  nature  that  the  public  can  be  constantly 
informed  of  the  extent  of  their  application,  and  they 
should  be  uniform. 

The  U.  S.  Public  Health  Service  has  spent  more 
than  eight  years  in  intensive  study  and  research  on 
the  problem  of  providing  the  safest  milk  supplies 
for  American  cities  and  of  unifying  milk  sanitation 
practices.  They  have  sought  a system  which  would 
be  applicable  to  small  as  well  as  large  cities  and 
which  could  be  used  in  every  part  of  the  country. 
Soon  after  the  Public  Health  Service  became  actively 
interested  in  this  subject,  what  was  first  called  a 
model  milk  ordinance  was  drafted  and  recommended 
to  a few  cities.  Later  this  was  improved  upon  and 
recommended  to  a few  cities  under  the  title  of  the 
Standard  Milk  Ordinance.  The  name  has  now  been 
changed  to  "The  U.  S.  Public  Health  Service  Milk 
Ordinance”,  but  the  plan  is  essentially  the  same  as 
that  which  the  Public  Health  Service  has  been  re- 
commending to  state  and  city  health  departments  for 
eight  years. 

During  that  interval,  over  48  0 cities,  located  in  27 
states  and  having  a total  population  of  over  8,000,- 
000,  have  voluntarily  adopted  the  program  in  a 
coordinated  effort  to  improve  and  to  unify  milk 
sanitation  methods. 

The  Public  Health  Service  milk  sanitation  program 
may  be  summarized  as  follows: 

( 1 )  In  order  to  prevent  milk-borne  disease  out- 


breaks similar  to  the  more  than  three  hundred  which 
have  been  reported  in  the  United  States  in  the  past 
seven  years,  federal,  state,  and  local  health  authori- 
ties have  three  major  public  health  duties:  (a)  to 
promote  the  proper  pasteurization  of  as  large  a per- 
centage of  the  total  milk  supply  as  possible,  (b)  to 
promote  the  proper  sanitary  production  of  that  part 
of  the  milk  supply  which  is  pasteurized,  and  (c)  to 
promote  the  safeguarding  of  the  remaining  part  of 
the  milk  supply  as  far  as  raw  milk  can  practicably 
be  safeguarded. 

(2)  These  objectives  will  not  be  adequately  real- 
ized nationally  except  through  a nation-wide  stan- 
dardization of  milk  control  practice. 

(3)  Such  nation-wide  standardization  should  not 
be  based  upon  either  compulsory  national  milk  law 
or,  except  in  the  case  of  very  small  states,  upon  com- 
pukory  state  milk  law;  but  should  instead  be  based 
upon  voluntary  local  adoption  by  the  cities  and  other 
local  health  districts  of  a uniform  milk  ordinance 
recommended  by  the  national  and  state  health  of- 
ficials. This  policy  is  recommended  for  several 
reasons.  (a)  Our  theory  of  government  assumes 
that  we  promote  the  maximum  practicable  degree  of 
local  self  government  and  reduce  centralization  of 
government  to  a minimum.  Therefore,  we  should 
discourage  centralization  of  milk  control  and,  hence, 
milk  control  by  state  or  federal  law.  (b)  State  en- 
forcement of  state  regulations  would,  except  in  very 
small  states,  entail  a larger  state  inspection  force 
and,  hence,  a larger  state  appropriation  than  would 
be  likely  to  be  approved  by  the  state  legislature. 

(c)  Joint  enforcement  of  state  regulations  by 
both  state  and  local  milk  inspectors  would  be  certain 
to  result  in  conflict  and  constant  friction  between 
the  two  groups  of  inspectors. 

(4)  The  uniform  requirements  recommended  by 
the  federal  and  state  health  departments  to  the  cities 
or  local  health  districts  should  be  such  as  to  provide 
the  local  health  officers  with  the  most  powerful  en- 
forcement devices.  They  should,  therefore,  provide 
for  punishment  of  violations  both  by  the  degrading 
method  and  by  the  permit  revocation  method,  as  the 
health  officer  may  elect.  The  recommended  uniform 
local  requirements  should,  therefore,  be  in  the  form 
of  requirements  for  various  grades  of  milk  embrac- 
ing the  entire  range  of  milk  quality,  rather  than 
minimum  requirements  for  all  milk. 

( 5 ) In  order  to  promote  adequate  local  en- 
forcement of  the  recommended  uniform  local  regu- 
lations, the  state  should  at  intervals  rate  the  milk 
control  work  of  the  local  health  departments.  The 
ratings  should  be  based  upon  a standard  national  rat- 
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ing  method,  such  as  the  method  devised  and  recom- 
mended by  the  Public  Health  Service. 

(6)  The  state  program  for  the  public  health 
supervision  of  milk  supplies  should  be  the  function 
of  the  state  health  department. 

(7)  The  uniform  milk  ordinance  recommended 
by  the  federal  and  state  health  officials  for  local 
adoption  and  enforcement  should  be  enforced  in  a 
uniform  manner  on  the  basis  of  the  Public  Health 
Service  Milk  Code. 

(8)  The  milk  sanitation  records  of  the  local 
health  departments  should  be  complete,  and  prefer- 
ably kept  upon  standard  forms  similar  to  those  which 
may  be  secured  from  the  U.  S.  Government  Print- 
ing Office. 

(9)  All  health  officials,  federal,  state,  and  local, 
should  persistently  recommend  an  adequate  consump- 
tion of  either  Grade  "A”  pasteurized  milk,  or  of 
certified  or  Grade  "A”  raw  milk  which  has  been  pas- 
teurized at  home.  The  compulsory  commercial  pas- 
teurization of  all  market  milk  is  expedient  and  de- 
sirable only  in  communities  in  which  the  predomi- 
nant sentiment  is  favorable.  In  other  communities, 
an  adequate  period  of  consumer  education  should 
precede  any  action  on  this  matter  by  the  local  gov- 
erning body. 

(10)  In  order  that  milk-borne  outbreaks  of  dis- 
ease may  be  most  easily  recognized,  an  adequate  epi- 
demiological method  should  be  adopted  by  state  and 
local  health  officials. 

(11)  The  State  Health  Department  of  each  state 
should  carry  out  at  least  the  following  functions: 
(a)  promote  adoption  of  uniform  local  milk  ordi- 
nances, (b)  assist  local  health  departments  in  train- 
ing new  milk  control  personnel,  (c)  assist  local 
health  departments  in  organizing  the  enforcement 
of  the  uniform  ordinance,  (d)  provide  expert  ad- 
vice on  special  technical  problems,  and  (e)  rate  the 
milk  sanitation  work  of  each  local  health  department 
at  least  once  each  year. 

The  above  recommendations  cover  the  essential 
points  of  the  Public  Health  Service  Milk  Sanitation 
Program.  They  are  given  more  fully  with  a com- 
plete discussion  in  "The  Public  Health  Service  Milk 
Sanitation  Program,”  which  was  written  by  Sanitary 
Engineer  Leslie  C.  Frank,  and  which  is  available  for 
limited  distribution  in  mimeographed  form. 

I.  MILK-BORNE  DISEASES 

All  pathogenic  organisms  found  in  milk  come 
from  some  animal,  or  human,  infected  with  the  or- 
ganism in  question.  Not  every  pathogenic  organism 
which  finds  its  way  into  milk,  produces  disease  in  the 
person  who  drinks  it.  The  person  may  have  a natural 


or  acquired  immunity  for  that  organism.  Or  the  or- 
ganisms may  be  present  in  such  small  numbers  that 
the  person  may  be  able  to  destroy  them  before  a defi- 
nite disease  condition  is  set  up.  Not  every  contam- 
inated milk  supply  produces  an  epidemic  among  the 
consumers.  Even  though  disease  may  be  produced,  it 
may  be  limited  to  such  few  persons  that  no  one  sus- 
pects the  milk  supply. 

Armstrong  and  Parran  listed  791  American  out- 
breaks of  milk-borne  diseases  as  reported  in  the  liter- 
ature from  1818  to  1927.  However,  the  true  num- 
ber is  much  greater  than  this,  since  it  includes  only 
those  outbreaks  which  found  their  way  into  the  lit- 
erature. 

Since  1924  the  Public  Health  Service  has  been 
sending  annual  questionnaires  to  all  state  health  of- 
ficers and  to  all  city  health  officers  of  cities  of  over 
1 0,000  population.  These  questionnaires  have  reveal- 
ed 327  milk-borne  outbreaks  for  the  period  1924  to 
193  0 inclusive,  or  an  average  of  approximately  forty- 
seven  per  year.  It  it  believed  that  there  occur  many 
more  outbreaks  which  are  actually  milk-borne  but 
which  are  not  recognized  as  such. 

The  above  discussion  does  not  include  the  milk- 
borne  diseases  which  do  not  usually  occur  in  the 
form  of  epidemics,  such  as  tuberculosis,  undulant 
fever,  and  the  intestinal  disturbances  of  children. 
The  public  knows  and  hears  less  of  these  than  of  the 
much  publicized  epidemics. 

Dr.  Boswell,  past  president  of  the  American  Anti- 
Tuberculosis  Society,  has  stated  that  6 per  cent  of 
all  fatal  cases  and  3 0 per  cent  of  all  non-fatal  cases 
of  tuberculosis  are  of  bovine  origin.  He  further  stat- 
ed that  in  193  0 there  were  90,000  deaths  in  the 
United  States  from  tuberculosis,  or  3,400  from  tu- 
berculosis of  bovine  origin.  There  were  3,000,000 
cases  of  tuberculosis  in  the  United  States  in  1930,  or 
2,3  00,000  cases  from  bovine  origin.  Although  the 
death  rate  from  tuberculosis  has  decreased  from  204 
to  70,  in  the  past  2 3 years,  the  above  figures  will  in- 
dicate its  seriousness  both  as  a general  public  health 
problem  and  as  a milk  sanitation  problem. 

So  far  as  I know,  no  one  has  been  bold  enough  as 
yet  to  offer  even  an  estimate  of  the  deaths  from  in- 
testinal disturbances  which  are  caused  by  milk.  But 
it  is  reasonable  to  assume  that  they  have,  at  least  in 
the  past,  been  high.  They  almost  invariably  decrease 
as  the  quality  and  safety  of  a milk  supply  increases. 

No  one  seems  to  know  just  how  serious  a public 
health  problem  undulant  fever  is,  as  yet.  I shall  not 
discuss  it  except  to  refer  to  a recently  published  paper 
by  Murray,  McNutt,  and  Purwin,  of  Iowa  State 
College,  on  "The  Effect  of  Pasteurization  upon 
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Brucella.”  In  their  experiment,  they  used  a 100-gal- 
lon coil  pasteurizing  vat.  They  show  that  a tempera- 
ture of  143.6°  to  145.4  F.,  applied  30  minutes,  is 
sufficient  to  destroy  Brucella  organisms,  both  the 
bovine  and  porcine  varieties.  However,  with  the  lid 
of  the  pasteurizer  open,  a much  longer  exposure  to 
this  temperature  is  required  than  when  it  is  closed, 
and  the  results  obtained  were  irregular  and  uncertain. 
Viable  organisms  were  recovered  from  the  foam  and 
from  a cold  pocket,  formed  by  an  offset  plug  out- 
let valve,  even  after  thirty  minutes’  pasteurization.  I 
have  merely  mentioned  this  to  show  the  importance 
of  certain  requirements  which  the  Public  Health 
Service  has  recommended  for  pasteurization. 

II.  ADVANTAGES  OF  NATION-WIDE  STANDARDIZATION 
OF  MILK  SANITATION  PRACTICE 

A nation-wide  standardization  of  milk  sanitation 
practice  will:  (1)  raise  the  average  level  of  milk 
safety  (this  has  been  demonstrated  by  the  Public 
Health  Service  Milk  Ordinance);  (2)  simplify  the 
milk  sanitation  enforcement  work  of  the  health  of- 
ficer; (3)  increase  milk  consumption;  (4)  reduce 
the  cost  of  milk  sanitation  to  the  producer  and  the 
consumer;  and  (5)  by  grouping  several  small  com- 
munities, as  all  those  in  a county  or  district,  it  will 
enable  communities  that  are  too  small  to  provide  a 
milk  control  organization  to  secure  the  services  of 
competent  full-time  inspectors. 

III.  ENFORCEMENT. 

Assuming  that  the  Public  Health  Service  Milk  Or- 
dinance has  been  adopted  by  a city,  what  are  the 
proper  steps  to  take  in  enforcing  it?  The  following 
suggestions  are  drawn  from  the  experiences  of  the 
hundreds  of  cities  now  enforcing  this  ordinance: 

(1)  Immediately  after  the  passage  of  the  ordi- 
nance, the  health  officer  or  inspector  should  visit 
each  dairy  and  pasteurization  plant,  study  their  pres- 
ent condition,  and  help  them  work  out  the  best 
means  by  which  they  can  meet  the  Grade  "A”  re- 
quirements of  the  ordinance.  For  this  period,  if  the 
local  inspector  has  not  had  previous  experience  in  the 
enforcement  of  this  ordinance,  it  will  be  advisable  to 
ask  the  state  department  of  health  to  detail  a milk 
sanitarian  for  a short  time  to  assist  the  local  inspector 
until  he  becomes  oriented  in  the  work.  I should  like 
to  insert  a few  "don’ts”  at  this  point. 

(a)  Don’t  be  too  anxious  to  have  every  dairy 
graded  "A”  on  the  first  announcement  of  grades. 

(b)  Don’t  award  a dairy  Grade  "A”  just  because 
marked  improvement  has  been  made.  Make  the  own- 
er really  earn  the  Grade  "A”  before  you  award  it.  If 
it  is  awarded  before  it  is  earned,  you  may  never  be 
able  to  secure  correction  of  the  defective  items  which 


have  been  overlooked.  This  will  also  tend  to  break 
down  the  respect  of  the  dairyman  for  you  and  for 
the  ordinance.  It  will  probably  force  you  to  com- 
promise with  other  dairymen  and  lead  to  endless  re- 
quests for  approval  of  changed  plans,  and  to  unnec- 
essary arguments. 

(c)  Don’t  definitely  say  that  no  grades  will  be 
announced  for  six  months  or  a year.  Dairymen  wait 
to  see  what  the  other  fellow  is  going  to  do.  They 
also  wait  until  the  last  minute  to  start  their  own  im- 
provements. 

(d)  Don’t  talk  to  newspapermen  or  others  about 
what  you  are  going  to  do.  After  grades  are  announc- 
ed, if  you  have  done  something  worth  talking  about, 
don’t  miss  an  opportunity  to  tell  about  the  safe  milk 
supply  which  is  available. 

(e)  Don’t  think  that  you  can  handle  every  dairy- 
man alike  and  don’t  think  that  anyone  can  tell  you 
how  to  handle  each  one. 

(f)  Don’t  just  visit  each  dairy  once,  then  wait 
until  just  before  time  for  announcement  of  grades 
for  the  next  visit,  and  expect  the  dairyman  to  have 
completed  all  the  things  you  told  him  on  the  first 
visit. 

(g)  Don’t  depend  entirely  on  bacterial  counts 
to  grade  and  degrade  dairies. 

Very  few  inspectors,  new  ones  at  least,  use  the 
milk  control  code  sufficiently.  Each  inspector  should 
know  the  code  so  that  he  does  not  need  to  consult  it. 
In  addition  he  should  have  a copy  of  the  code  with 
him  on  every  inspection.  The  dairyman  will  know 
that  the  ordinance  is  based  on  a uniform  plan  and 
that,  if  he  is  awarded  Grade  "A,”  his  dairy  must 
conform  with  the  same  requirements  that  Grade  "A” 
dairies  in  other  and  larger  cities  and  in  other  states 
meet.  He  also  should  know  that  state  and  federal 
men  may  be  expected  to  check  up  not  only  on  his 
dairy  but  on  the  local  inspector’s  work.  Then  if  he 
wants  to  argue  about  any  requirement,  turn  to  the 
code  and  let  him  read  what  it  says  about  that  item. 
He  still  may  not  agree  with  what  the  code  says,  but 
you  can  use  it  to  make  him  meet  the  requirements 
without  making  him  feel  hard  toward  you. 

(2)  When  a sufficient  period  of  time  has  elapsed 
so  that  a reasonable  time  has  been  allowed  the  dairy- 
men to  make  the  needed  improvements,  a definite 
date  for  the  first  announcement  of  grades  should  be 
set;  the  dairymen  should  be  notified,  and  grades 
should  be  announced  on  that  date. 

(3)  The  dairymen  who  have  failed  to  meet  the 
requirements  for  Grade  "A,”  for  any  reason,  should 
be  required  to  begin  immediately  to  label  their  milk 
according  to  the  grade  to  which  they  are  entitled. 
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(4)  If  a dairy  falis  to  meet  the  Grade  "A”  re- 
quirements on  the  first  announcement  of  grades,  but 
later  corrects  the  defective  items,  the  higher  grade 
should  be  awarded  as  soon  as  it  is  earned. 

( 5 ) Continued  supervision  should  be  given  the 
Grade  "A”  dairies  so  that  items  of  sanitation  may 
not  be  neglected  either  through  ignorance,  misun- 
derstanding, or  indifference  on  the  part  of  the  dairy- 
men. 

IV.  PASTEURIZATION. 

There  can  be  no  longer  any  question  that  authori- 
tative and  expert  opinion  is  almost  unanimously  to 
the  effect  that  all  milk  should  be  pasteurized.  On 
the  other  hand,  opinion  is  sharply  divided  as  to 
whether  pasteurization  should  be  secured  by  compul- 
sion or  through  education. 

Where  the  majority  of  public  opinion  is  for  pas- 
teurization, compulsion  may  be  used;  where  the  ma- 
jority of  public  opinion  is  not  for  pasteurization  or 
is  definitely  opposed  to  it,  a program  of  education  is 
probably  the  better.  This  educational  program  may 
be  conducted  through  the  newspapers,  public  meet- 
ings, and  by  personal  contacts.  Time  does  not  per- 
mit the  discussion  which  this  question  should  have. 

I again  refer  you  to  the  paper  "The  Public  Health 
Service  Milk  Sanitation  Program”  for  a more  com- 
plete discussion. 

V.  THE  PROMOTION  OF  MILK  CONSUMPTION. 

After  the  health  officer  has  secured  a proper  com- 
pliance with  the  ordinance  (but  not  before)  he 
should  take  advantage  of  every  opportunity  to  in- 
crease milk  consumption  to  the  optimum.  As  in  the 
case  of  pasteurization,  educational  work  on  this  item 
may  take  the  form  of  radio  or  other  addresses,  news- 
paper articles,  and  pamphlets.  Attention  of  the  health 
officer  to  the  cause  of  increased  milk  consumption 
should  be  as  continuous  and  vigorous  as  attention  to 
maintaining  a safe  milk  supply. 


COCOMALT  IS  ACCEPTED  by  the  Committee 
on  Foods  of  the  American  Medical  Association.  This 
food-drink  is  especially  useful  in  the  treatment  of 
undernourished  children  and  for  expectant  and 
nursing  mothers.  It  is  a scientific  food  concentrate 
produced  by  an  exclusive  process  from  barley  malt 
extract,  partially  defatted  chocolate  and  milk,  sugar, 
whole  eggs,  flavoring  and  added  Vitamin  D.  It 
comes  in  powder  form,  easy  to  mix  with  milk — hot 
or  cold.  So  mixed,  the  result  is  a tempting,  choco- 
late flavor  food-drink — unusually  high  in  caloric 
value  yet  easily  digested  and  readily  assimilated. 
Children  love  it.  For  samples,  write  R.  B.  Davis 
Co.,  Hoboken,  N.  J. 


TRAUMATIC  HEAD  INJURIES 


(Symposium  at  the  Staff  Meeting  of  the  Good 
Samaritan  Hospital,  in  Phoenix,  Ariz.,  on  June  27, 
1932). 

REVIEW  OF  RECENT  LITERATURE 
S.  I.  BLOOMHARDT,  M.  D. 


MANAGEMENT  OF  ACUTE  BRAIN  INJURY 
(Three  Case  Reports) 

R.  B.  RANEY,  M.  D. 


REVIEW  OF  HOSPITAL  CASES 
ROBT.  S.  FLINN,  M.  D. 


(Dr.  Bloomhardt) 

Trotter  divides  the  development  of  the  treatment 
of  cranial  trauma  cases  into  three  periods;  the 
first,  extended  from  the  earliest  times  up  to  ap- 
proximately the  middle  of  the  nineteenth  century. 
It  was  a time  of  slow  progress  unmarked  by  any 
striking  discoveries,  during  which  the  sources  of 
information  were  almost  exclusively  clinical  and 
anatomical.  The  fracture  of  the  skull  was  mostly 
stressed,  the  cerebral  manifestations  considered  as 
complications  of  the  fracture.  Trephining  over 
points  of  fracture  was  widely  advocated,  and  very 
few  of  these  cases  were  treated  conservatively. 

The  next  phase  in  the  evolution  of  surgery  of  head 
injuries,  dealt  more  with  the  fundamental  problems 
of  intracranial  physiology  and  showed  us  the  cir- 
culatory disturbance  as  the  chief  mechanism  by 
which  cerebral  symptoms  are  produced,  and  it  told 
us  what  symptoms  are  produced  and  how  they  are 
produced  by  a progressive  lesion  compressing  the 
brain.  In  this  period,  the  subject  became  so  dom- 
inated by  the  theory  of  the  localized  compressing 
lesion  that  the  student  was  apt  to  get  the  impres- 
sion that  the  localized  hemorrhage  that  lends  itself 
to  successful  operative  treatment  was  the  usual 
form  of  head  iniury  with  which  he  would  be  called 
upon  to  deal.  Such  cases  of  local  hemorrhage  with- 
out any  other  serious  injury  do  occur,  but  they 
are  rare  and  form  but  a very  small  proportion  of 
cases  of  head  injuries  observed  in  practice.  This 
is  the  period  in  which  many  of  us  received  our 
training.  Let  us  give  you  Trotter’s  own  words : 

“The  surgery  of  head  injuries  has  inherited, 
from  what  we  call  its  middle  period,  in  addition 
to  an  invaluable  treasure  of  the  principles  of  cere- 
bral physiology  and  pathology,  a fallacious  clinical 
impression  that  head  injuries  are  largely  a matter 
for  urgent  operation,  which  can  and  should  be  un- 
dertaken, in  a considerable  proportion  of  cases,  with 
reasonable  expectations  of  success.  It  is  the  melan- 
choly duty  of  anyone  making  a seasonal  survey  of 
the  subject  to  discourage  this  still  rather  widely 
prevalent  view. 

“The  third,  or  present-day,  concept  of  head  in- 
jury places  contusion  of  the  brain  as  the  commonest, 
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by  far,  of  the  serious  lesions  which  follow  cranial 
trauma.  The  amount  of  contusion  may  vary  from 
a small  localized  cortical  area  to  a wide-spread  in- 
volvement producing  patches  of  softening  and 
hemorrhage  throughout  the  brain.  A cortical  con- 
tusion cannot  be  repaired  by  surgery.  A torn  brain 
cannot  be  re-sutured.  It  is  a realization  of  the  facts 
that  contusion  is  by  far  the  most  frequent  result  of 
severe  cranial  trauma  and  that  surgery  can  ac- 
complish nothing  to  repair  the  local  damage,  that 
has  led  to  the  present-day  theory  of  the  nonopera- 
tive treatment  of  head  injuries  unless  the  clinical 
evidence  points  unequivocally  to  the  presence  of  a 
rapidly  forming  clot,  or  unless  other  methods  of 
controlling  intracranial  pressure  have  failed”. 

Before  one  can  treat  head  injury,  he  must  have 
a conception  of  intracranial  physiology.  The  brain 
is  contained  in  a tight  box  of  bones;  namely,  the 
skull.  Enveloping  the  brain,  within  the  skull,  are 
the  meninges.  The  cerebrospinal  fluid  surrounds  the 
brain,  circulating  from  the  choroid  plexus  within 
the  cerebral  hemispheres  outward  over  the  cortex 
and  channels  formed  between  the  surface  of  the 
brain  and  the  arachnoid  membrane.  Following 
trauma,  the  brain  swells,  precisely  as  does  any  other 
part  of  the  body.  But  as  the  brain  swells,  it  at 
once  encounters  the  confining  cranial  bones.  The 
cerebral  cortex  is  flattened  against  a vault,  and  the 
spaces  through  which  the  cerebrospinal  fluid  cir- 
culates are  compressed.  If  the  circulation  is  imped- 
ed, intracranial  pressure  is  raised.  If  hemorrhage 
occurs,  the  contents  of  the  skull  are  further  in- 
creased and  intracranial  tension  is  elevated.  Should 
the  fracture  be  compound,  especially  if  the  meninges 
are  torn,  infection  of  the  cerebrospinal  fluid  spaces 
can  occur.  The  treatment  of  head  injury  is  to  pre- 
vent infection  and  to  keep  intracranial  pressure 
within  safe  limits.  If  meningitis  is  avoided,  and  if 
the  patient  can  be  carried  through  the  period  of 
acute  intracranial  pressure  from  cerebral  edema  or 
hemorrhage,  the  outcome  must  be  considered  satis- 
factory. But,  again  let  me  state,  laceration  or  con- 
tusion of  the  brain  itself  cannot  be  repaired  by 
surgery.  Head  injuries  are  unquestionably  increas- 
ing in  frequency  and  the  cause  for  this  increase 
seems  to  be  due  to  greater  speed  in  transportation, 
as  exemplified  particularly  by  the  automobile. 

The  review  of  the  literature  for  the  past  year 
seems  to  show,  without  much  question,  that  con- 
servative methods  in  the  treatment  of  cranial  in- 
juries are  becoming  generally  adopted. 

Vulliet,  discussing  results  of  this  type  of  case 
in  Switzerland,  and  Schuck,  considering  a group  of 
head  injuries  encountered  in  Berlin — both  comment 
on  the  lowering  of  the  mortality  rate  following  con- 
servative treatment,  in  spite  of  the  fact  that  the 
percentage  of  head  cases  to  all  hospital  admission 
has  steadily  increased.  Vulliet’s  mortality  in  a re- 
cent series  treated  conservatively  was  20  per  cent. 
Guynes  and  Hardy,  reviewing  cranial  trauma  cases 
in  Texas,  state  that  the  mortality  rate  in  1926  was 
75  per  cent,  in  1929  34.5  per  cent.  They  believe 


that  the  lowering  of  the  mortality  resulted  directly 
from  the  introduction  of  nonoperative  treatment. 
Rand  and  Dougherty  speak  of  lowered  mortality  rate 
in  expectant  treatment.  Thorning  reports  a mortal- 
ity of  23  per  cent  in  his  last  100  cases  in  a Houston 
clinic.  Of  these,  there  were  twenty-three  fatalities; 
fourteen  died  in  less  than  thirty-six  hours,  eight  in 
less  than  four  hours.  It  is  this  type  of  cranial 
trauma,  usually  accompanied  by  other  injuries,  mak- 
ing them  hopeless  cases  from  the  start,  that  pro- 
vides an  inevitable  high  mortality  in  the  cerebral 
trauma  group. 

Weaver  reviewed  the  result  of  treatment  in  600 
cases  from  cranial  trauma.  He  did  this  in  order  to 
make  a clinical  study  of  head  injuries  in  negroes  as 
compared  with  head  injuries  in  the  white,  to  de- 
termine if  there  was  any  clinical  foundation  for  the 
prevalent  idea  that  a negro’s  head  was  more  dif- 
licult  to  injure  than  a white  man’s.  He  took  300 
cases  of  each,  as  nearly  alike  as  possible;  there 
were  eighty-three  deaths  in  the  white  and  forty- 
eight  in  the  black,  making  the  death  rate  in  the 
white  27.6  per  cent,  and  in  the  negro  16  per  cent. 

“It  is  particularly  noticeable  that  there  were 
seventy-one  massive  injuries  among  the  whites  as 
compared  with  thirty-one  injuries  of  the  same  type 
among  the  negroes,  while  there  were  forty-eight  de- 
pressed fractures  among  the  negroes  and  thirty- 
three  among  the  whites.  A lot  of  this  may  be  ac- 
counted for  by  the  fact  that  the  force  of  the  blow 
was  expended  in  only  fracturing  the  skull  in  the 
negro  cases,  while  a massive  injury  resulted  in  the 
white  cases- — conclusive  proof  in  itself  that  the 
negro’s  skull  will  withstand  at  least  twice  as  much 
stress  and  strain  as  the  skull  of  the  white  man.” 
In  the  600  cases,  102  had  massive  injuries,  and  all 
died  but  one;  seventeen  operations  were  performed 
in  this  group,  with  no  recoveries.  Here,  again,  is 
the  group  of  patients  who  provide  the  inescapable 
mortality  in  head  injuries.  Nothing  can  be  done 
for  them.  Weaver  attempted  only  seventeen  opera- 
tions, apparently  always  as  a last  desperate  resort. 
It  is  in  dealing  with  this  type  of  patient  that  the 
most  pressure  is  put  upon  the.  surgeon  to  do  some- 
thing. Whenever  he  allows  himself  to  be  forced 
into  hasty  action,  he  regrets  it  afterward.  There 
were  but  five  cases  of  meningeal  hemorrhage  in  the 
600  head  injuries,  definite  evidence  of  relative 
rarity  of  extradural  clot  formation  as  a result  of 
cranial  trauma.  Four  of  these  were  operated  upon, 
and  three  recovered.  Eighty-one  cases  of  depressed 
fractures,  with  sixty-eight  recoveries,  form  a third 
group.  By  for  the  largest  group,  408  cases,  were 
treated  by  expectant  methods.  None  were  operated 
upon  and  all  but  eleven  recovered.  It  is  possible 
that  at  least  two-thirds  of  cranial  trauma  cases  will 
recover  without  operation,  under  expectant  treat- 
ment. Thorning  states  that  he  has  yet  to  see  a case 
of  serious  brain  injury  which  was  not  accompanied 
by  some  degree  of  shock.  It  is  not  only  absolutely 
futile,  but  positively  wrong,  to  operate  on  these  pati- 
ents while  they  remain  in  a condition  of  shock.  If 
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they  cannot  rally  without  operation,  they  most  cer- 
tainly cannot  with  it.  We  must  not  depend  upon 
pulse,  respiration,  or  blood  pressure  findings,  solely, 
nor  upon  temperature  changes,  solely;  in  fact,  no 
one  symptom  or  sign  is  of  paramount  importance. 
The  whole  picture  must  be  considered;  neurologic 
symptoms,  state  of  consciousness,  at  times  spinal 
fluid  pressure,  pulse,  temperature,  respiration,  blood 
pressure — all  must  be  taken  into  account.  Some  of 
the  men  are  standing  out  strongly  against  lumbar 
puncture  or  hypertonic  solutions  by  vein.  Dandy 
states  that  the  former  may  do  harm  and  the  latter 
does  no  good.  Certainly  a lot  of  harm  can  be  done 
with  the  lumbar  puncture,  but  it  seems  to  be  the 
consensus  of  opinion,  of  some  of  our  better  head 
surgeons  that,  if  it  is  properly  performed,  it  is  not 
dangerous  and  may  be  very  beneficial.  They  state 
that  by  “properly  performed”  lumbar  puncture,  they 
mean  a puncture  performed  by  a manometric  de- 
termination of  the  spinal  pressure.  They  insist  that 
a manometer  should  always  be  used,  and,  further- 
more, the  fluid  should  be  removed  in  1 cc.  amounts, 
with  the  readings  after  each  withdrawal.  They 
claim  it  is  folly  to  think  that  pressure  may  be  esti- 
mated by  counting  the  drops  of  fluid  escaping  from 
the  needle. 

Keegan  claims  contusion  with  more  or  less  blood 
in  the  spinal  fluid,  is  the  common  lesion  and,  since 
a bloody  fluid  is  absorbed  with  difficulty  from  the 
subarachnoid  spaces,  he  advises  repeated  lumbar 
puncture  to  aid  in  its  removal,  this  more  promptly 
restoring  normal  cerebrospinal  fluid  circulation.  In 
this  way,  he  believes  that  many  of  the  post-trauma- 
tic headaches  and  low-grade  pressure  symptoms  due 
to  cerebral  fluid  stasis,  may  be  avoided. 

Thorning  and  Weaver  emphasize  the  necessity  for 
prompt  debridement  and  closure  of  compound  frac- 
tures, telling  us  that  it  is  more  important  to  treat 
compound  fractures  of  the  skull  carefully  and  quick 
ly  than  similar  injuries  of  any  of  the  long  bones, 
for,  if  a patient  has  an  infected  compound  fracture 
in  an  extremity,  he  may  lose  a limb,  but  if  a com- 
pound skull  fracture  becomes  infected,  meningitis 
may  result,  with  almost  certain  loss  of  life. 

Investigation  gives  me  the  opinion  that  simple 
depressed  fractures  need  not  be  promptly  elevated. 
Whatever  damage  is  done  to  the  brain,  occurs  at 
the  moment  of  impact.  The  presence  of  the  depres- 
sion itself  does  not  increase  the  damage  for  some 
time,  at  least. 


(Dr.  Raney) 

Acute  brain  injury  is  a broad  term,  but  I prefer 
to  use  it  rather  than  skull  fracture,  concussion,  and 
so  forth,  because  it  covers'  a multitude  of  sins  and 
includes  everything  from  gross  laceration  of  the 
brain  substance  to  mild  petechial  hemorrhages  that 
occur  in  simple  uncomplicated  concussions.  The  fre- 
quently used  term  of  skull  fracture  does  not  com- 
pletely cover  the  field  that  it  represents,  for  it  is 
possible  to  have  a fractured  skull  uncomplicated, 
without  injury  to  the  brain,  and  such  a condition  is 
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no  more  serious  than  fractures  elsewhere  in  the 
body,  and  requires  no  treatment. 

With  our  present-day  means  of  rapid  transporta- 
tion, acute  brain  injuries  have  assumed  a position 
of  one  of  the  most  frequent  injuries  of  the  human 
body.  Every  physician  practising,  even  in  the  rural 
districts,  has  had  access  to  quite  wide  experiences  in 
this  field,  in  a lifetime  of  practice.  The  medical 
profession  as  a whole,  in  general  practice  or  other- 
wise, demonstrate  excellent  judgment  in  the  more 
common  maladies  and  follow  out  their  treatment 
with  excellent  precision.  This  being  an  actual  fact, 
we  wonder  at  times  why  such  gross  neglect  exists 
so  widely  in  the  treatment  of  traumatic  lesions  of 
the  brain.  This  is  not  only  true  of  the  medical  pro- 
fession, but  it  is  even  true  of  the  standardized  hos- 
pitals. I am  not  denying  the  fact  that  a hospital’s 
standing  depends  upon  the  qualification  of  the  mem- 
bers of  its  staff;  however,  it  is  a fact  that  an  ex- 
ecutive board  exists,  and  through  this  medium  daily 
gossip  travels'  from  corridor  to  corridor  in  the  form 
of  criticism,  both  constructive  and  destructive, 
which  in  turn  influences  to  a certain  extent  the  at- 
tention of  patients.  I have  seen  everything  from 
petty  squabbles  to  indignation  meetings  concerning 
an  individual’s  judgment  regarding  curettage, 
cesarean  section,  and  so  forth.  In  fact,  everything 
down  to  and  including  what  might  be  considered  the 
most  effective  dose  of  aspirin.  This  state  of  affairs 
has  been  going  on  for  years,  while,  on  the  other 
hand,  one  of  the  largest  contributing  factors  to 
every  hospital  mortality  is  being  almost  completely 
overlooked,  excepting  in  those  institutions  with  well- 
established  neurosurgical  sections.  Such  chronicity 
of  undeviated  neglectful  procedure  is  commonly 
termed  “being  in  a rut,”  and  the  only  difference  be- 
tween a rut  and  a grave  is  that  a rut  is  much  long- 
er. Consultation  previous  to  cesarean  section  and 
curettage,  in  most  hospitals  today,  has  almost 
reached  the  point  of  being  an  axiom,  while  the  acute 
brain  injuries  are  operated  promiscuously  or  are 
thrown  into  wards  and  allowed  to  die  a natural 
death.  If  you  don’t  believe  this,  examine  your  hos- 
pital records  of  acute  brain  injury  and  see  for  your- 
self. After  all,  hospital  rules  demanding  consulta- 
tion are  for  the  purpose  of  saving  lives',  and  if  we 
are  going  to  split  hairs  on  conditions  that  have  a 
very  low  mortality,  why  utterly  neglect  our  most 
serious  problems  of  the  day? 

Any  brain  injury,  regardless  of  amount  leaves 
behind  a residue  that  is  carried  to  the  grave,  rang- 
ing through  gross  insanity,  epileptic  seizures,  head- 
aches, personality  changes,  paralysis,  changes  in 
temperament,  and  so  forth,  depending  upon  the  lo- 
cation and  extent  of  the  injury  sustained.  In  treat- 
ing acute  injuries  of  the  brain,  if  just  one  point  be 
kept  in  mind,  not  only  will  the  mortality  be  mark- 
edly diminished,  but  residual  after-effects  will  be 
cut  in  half.  Increased  intracranial  pressure  follow- 
ing the  shock  period  is  the  offending  factor,  and  if 
not  conti’olled,  further  destructive  changes  may  go 
on  even  for  years.  Fortunately,  the  skulls  are  frac- 
tured in  a number  of  the  cases,  and  the  patients 
are  automatically  decompressed,  and  if  they  are  for- 
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tunate  enough  to  escape  meningeal  infection  and  the 
original  injury  is  not  too  extensive,  they  will  get 
well  if  just  left  alone.  Many  a patient  has  failed 
to  get  by  the  crisis  because  shaken  from  x-ray  to 
fracture  room  for  the  care  of  unimportant  injuries, 
overlooking  the  major  issue  entirely. 

Traumatic,  increased  intracranial  pressure  may 
occur  from  any  of  the  following  sources:  intra- 
cranial hemorrhage,  medullary  edema  (either  the 
intra-  or  extra-medullary  type),  or  all  combined, 
plus  depressed  fracutres.  The  treatment  of  these 
conditions'  demands  close  attention  and  constant 
watching.  Before  attempting  any  type  of  surgical 
treatment  whatsoever,  shock,  if  present,  should  be 
controlled.  After  the  control  of  shock,  dehydration 
therapy  should  be  established.  This  is  usually  done 
by  fluid  restriction  and  intravenous  administration 
of  concentrated  solutions  of  glucose  and  magnesium 
sulphate.  If  this  method  fails,  in  association  with 
frequent  spinal  punctui-es,  surgery  should  be  at- 
tempted before  the  patient  enters  the  stage  of  med- 
ullary compression.  After  the  stage  of  medullary 
compression  has  fully  established  itself,  the  mor- 
tality is  100  per  cent.  Decompressions  during  the 
first  stages  of  compression  may  occasionally  save 
a life;  however,  when  definitely  established,  the  out- 
look is  almost  hopeless.  The  following  case  history 
represents  just  such  a case  plus  deceiving  compli- 
cations: 

Case  1.  Male,  age  48,  previous  to  injury  good 
health,  came  under  my  observation  three  days  after 
admission.  Coma  was  profound,  with  intermittent 
attacks  of  convulsive  mania.  There  was  compound 
fracture  of  the  femur  and  tibia  on  the  right  side, 
and  a similar  condition  in  the  right  arm.  There  was 
an  extensive  compound  fracture  of  the  right  tem- 
poral, parietal  and  occipital  bones,  with  depression 
over  the  squamous  portion  of  the  temporal  bone 
(depression  disclosed  at  surgical  section).  Temper- 
ature 104°,  B.P.  150/70,  pulse  60,  respipations  18. 
Neurological  Examination:  Cranial  nerve  function 
could  be  only  poorly  interpreted,  due  to  comatose 
condition.  Reflexes:  abdominal  absent.  Knee  jerks: 
on  left  side  absent.  No  pathological  reflexes.  Re- 
flexes on  the  right  side  of  the  body  could  not  be  ob- 
served, due  to  trauma.  Spinal  fluid  pressure,  48 
mm.  of  mercury.  Pressure  reduced  to  16  mm.  of 
mercury.  Fluid  was  bloody.  Dehydration  regime 
was  established;  all  fluids  discontinued.  Glucose, 
50  grams,  in  the  vein.  Two  hours  later,  tempera- 
ture dropped  to  100°,  pulse  came  up  to  90,  respira- 
tions became  more  regular,  coma  became  much  less' 
profound,  patient  was  talking  incoherently;  B.P. 
dropped  considerably — 120/60.  Under  vigorous  de- 
hydration and  spinal  punctures,  increased  intra- 
cranial pressure  was  fairly  well  controlled  for  36 
hours,  at  which  time  beginning  medullary  compres- 
sion established  itself  within  an  hour.  Temperature 
stepped  up  from  99°  to  103°,  pulse  from  90  to  130, 
respirations  from  25  to  40.  Sub-temporal  decom- 
pression : at  this  time  a depressed  fracture  was 
found  on  the  right  side  in  the  upper  region  of  the 
squamous  portion  of  the  temporal  bone;  however,  it 
had  not  lacerated  the  dura.  The  dura  was  opened; 


there  was  a very  small  amount  of  spinal  fluid  es- 
caped, moderately  blood-tinged,  no  gross'  hemor- 
rhages. Convolutions  of  the  brain  were  markedly 
edematous,  with  numerous  petechial  hemorrhages. 
Patient  expired  from  acute  medullary  compression, 
8 hours  later.  Autopsy:  There  was  a masssive  sub- 
dural hemorrhage  from  a rupture  of  the  middle 
meningeal  artary  on  the  left  side.  No  doubt,  had 
there  not  existed  extensive  injury  on  the  right  side 
of  the  body,  neurological  findings  would  have  dis- 
closed the  presence  of  this  hemorrhage.  The  menin- 
geal artery  could  have  been  ligated  and  possibly  the 
patient’s  life  saved. 

Case  2.  Male,  previously  in  good  health,  immedi- 
ately unconscious  following  a head  injury  for  ap- 
proximately 30  minutes,  without  shock  when  seen 
two  hours  later.  There  were  no  findings  of  import- 
ance. Complaint  was  a marked  headache  of  a dif- 
fuse character.  He  had  been  struck  on  the  left  side 
of  the  head  with  a beer  bottle.  Spinal  puncture, 
pressure  12  mm.  of  mercury;  fluid  bloody,  pulse  80, 
B.P.  120/70,  respirations  22,  temperature  98.6°. 
Three  hours  later,  pulse  dropped  to  between  40  and 
50,  irregular.  Respirations  dropped  to  between  10 
and  12,  irregular,  patient  yawning.  Left  knee  jerks 
sluggish;  otherwise,  neurological  findings'  were  ab- 
sent. Dehydration  therapy  was  established  with 
fluid  restriction  and  punctures.  Twenty-six  hours 
later  there  was  no  marked  deviation  from  the  orig- 
inal B.P.  record.  Pulse  remained  between  40  and  50 
per  minute  and  irregular.  Respirations  irregular 
and  s ow.  Temperature  had  slowly  elevated  to 
102.8°.  Yawning  was  quite  evident.  Knee  jerks  still 
sluggish,  but  a left  positive  Babinski  had  developed. 
No  convulsions.  Two  hours  later,  patient  had 
lapsed  into  unconsciousness.  Right-side  sub-tem- 
poral decompression:  there  was  a massive  sub-dural 
hemorrhage  which  was  washed  away  gently  with 
normal  salt  solution.  When  the  pressure  was  re- 
lieved, coma  cleared  up  while  the  patient  was  still 
on  the  operating  table.  Convalescence  was  unevent- 
ful. An  interesting  phenomenon  in  this  patient  is  that 
he  has  had  a choked  disk  for  the  last  two  years; 
however,  he  has  no  complaints  otherwise,  and  has 
a profitable  occupation.  This  is  the  type  of  a case 
in  which  the  findings  were  on  the  opposite  side  of 
the  head  from  the  injury,  not  very  marked,  and 
could  have  been  interpreted  as  a right-sided  diffuse 
involvement.  The  classical  signs  of  dilated  pupil, 
pathological  reflexes  and  convulsions  do  not  always 
occur,  and  if  they  had  been  waited  for  in  this  case, 
death  would  probably  have  been  the  result,  from  an 
acute  medullary  compression.  On  the  other  hand,  if 
medullary  compression  failed  to  establish  itself  and 
watchful  waiting  failed  to  produce  the  classical 
picture,  irreparable  damage  would  no  doubt  result. 

The  following  case  is  quite  illustrative: 

Case  3 represents  sequelae  of  long-standing  pres- 
sure. Injury  9 years  previous;  6 months  later,  pa- 
tient developed  left  temporal  headaches  and  convul- 
sions, increasing  in  intensity.  Neurological  exam- 
ination; double  choked  disk,  left  peripheral  facial 
weakness,  left  lateral  nystagmus;  moderate  impair- 
ment of  9th,  10th,  11th  and  12th  cranial  nerves. 
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Patient  had  undergone  considerable  loss  of  mem- 
ory and  personality  change.  Neurological  findings 
are  confusing.  Ventriculogram  disclosed  normal  lat- 
eral ventricles,  ruling  out  a posterior  fossa-lesion, 
other  than  probably  a displacement  factor  or  resi- 
due of  concussion.  Left  frontal  osteoplastic  flap, 
organized  chronic  massive  sub-dural  hematoma. 
Fifty  cc.  of  fluid  was  removed  and  membrane  was 
dissected  away.  No  doubt  this  patient  has  been 
helped,  for  he  has  had  no  convulsions  since  opera- 
tion; however,  that  is  no  sign  that  he  has  been  re- 
lieved. The  probability  is  that  the  convulsions  will 
return,  but  will  more  than  likely  be  milder  and  far- 
ther apart.  Nine  years  ago  a more  favorable  prog- 
nosis could  have  been  given. 

The  three  cases  described  bring  out  quite  clearly 
some  of  the  pitfalls  encountered  in  early  and  essen- 
tial diagnosis.  If  constant  and  close  observation  is 
applied,  many  of  these  pitfalls  can  be  avoided  and 
the  ranks  of  the  unknown  soldier  will  not  increase. 


(Dr.  Flinn) 

This  is  a brief  account  of  the  cases  of  injury  to 
the  head  treated  in  this  hospital  during  the  past  18 
months.  In  all  but  two,  there  was  definite  fracture 
of  the  skull.  However,  “iniury  to  the  head’  is  a 
more  inclusive  term  than  simply  skull  fracture,  for 
in  a sense  we  are  not  much  concerned  with  the  frac- 
ture of  the  skull  p:r  se,  but  rather  we  are  concerned 
with  the  amount  of  injury  to  the  brain  substance. 
In  this  regard,  fractures  of  the  skull  differ  in  their 
importance  from  all  other  fractures  of  bony  sub- 
stance in  the  body.  Inasmuch  as  patients  do  not  die 
from  fracture  of  the  skull,  but  rather  from  injury 
to  the  brain,  the  treatment  must  be  directed  to  the 
brain  and  not  to  the  skull  fracture  itself. 

From  January  1,  1931,  to  June,  1932,  twenty-one 
persons  were  admitted  to  this  hospital  suffering 
from  injuries  to  the  brain.  A large  majority  of 
these  injuries  were  inflicted  by  means  of  the  motor 
car.  Seventeen  of  the  patients  were  males  and  four 
were  females.  In  age  distribution  the  patients  varied 
from  3 years  to  84,  with  an  average  age  of  32.8. 

Of  the  21  patients  admitted,  14,  or  66.6  per  cent, 
died.  This  mortality  rate  is  considerably  above  that 
of  37.8  per  cent  of  the  1000  cases  recently  reviewed 
by  Foster  Kennedy,  and  Dandy  average  of  about  20 
per  cent. 

Lumbar  puncture  was  carried  out  in  five  cases. 
The  fluid  was'  bloody  in  four  cases,  all  of  which 
later  died,  and  clear  in  one  case,  which  recovered. 

Operations  undertaken  numbered  six.  Four  ol 
these  cases  died,  the  mortality  rate  being  66.6  per 
cent,  so  that  we  may  say  that,  the  mortality  rate 
for  the  operative  cases  being  identical  with  that  of 
the  group  as  a whole,  the  patient’s  life  was  not 
jeopardized  as  a result  of  operative  interference. 
Four  elevations  of  depressed  fractures  were  carried 
out,  one  trephine  was  done. 

A somewhat  casual  perusal  of  the  case  reports 
shows  that,  on  the  whole,  the  cases  of  head  injury 
have  been  treated  in  a careful  and  conservative 
fashion.  Greater  attention  should  be  given  to  the 


neurological  examinations  so  that  a just  appraisal 
of  disability  may  be  given.  It  wculd  be  well  to  sum- 
marize each  case  upon  discharge,  giving  a careful 
account  of  the  change  in  neurological  findings  from 
time  to  time.  This  is  especially  important  in  med- 
ico-legal cases.  It  is  generally  agreed  that  only  a 
small  minority  of  cases  of  head  injury  return  to  the 
hospital  later  with  complaints.  If,  therefore,  a pa- 
tient is  making  a claim  for  disability  on  the  ground 
of  permanent  injury,  it  is  of  great  importance  to 
know  if  there  was  history  of  loss  of  consciousness, 
convulsive  states,  fecal  cerebral  palsies,  and  so 
forth. 

When  careful  neurological  notes  are  made,  the 
question  of  definite  disability  or  suspected  post- 
traumatic  neurosis  can  be  definitely  settled. 


DALLAS  SOUTHERN  CLINICAL  SOCIETY 

The  programs  of  the  Annual  Spring  Clinical  Con- 
ference of  the  Dallas  Southern  Clinical  Society  have 
been  distributed  through  the  mails.  This  Confer- 
ence will  be  held  at  Dallas,  March  27  to  31,  in  the 
week  immediately  following  the  Panamerican  Medi- 
cal Congress  in  the  same  city. 

The  guest  speakers  include  the  following:  Dr.  C. 

C.  Sturgis,  Professor  of  Medicine  University  of 
Michigan;  Dr.  Lewellys  F.  Barker,  Emerson  Profes- 
sor of  Medicine  at  Johns  Hopkins  University;  Dr. 
Joseph  Brenneman,  Professor  of  Pediatrics,  North- 
western University;  Dr.  Percival  Bailey,  Professor 
of  Surgery,  University  of  Chicago;  Dr.  Chas.  C. 
Dennie,  Assistant  Professor  of  Dermatology  and 
Syphilology,  University  of  Kansas;  Dr.  Joseph  F. 
McCarthy,  Professor  of  Urology.  New  York  Post- 
graduate Medical  School;  Dr.  A.  E.  Hertzler,  Pro- 
fessor of  Surgery,  University  of  Kansas;  Dr.  Eugene 
R.  Lewis,  University  of  Southern  California;  Dr. 
Louis  A.  Buie,  Sectioon  on  Proctology,  Mayo  Clinic; 
Dr.  H.  S.  Crossen,  Professor  of  Clinical  Gynecology, 
Washington  University;  Dr.  Philip  H.  Kreuscher, 
Professor  of  Traumatic  Surgery,  Loyola  University 
(Chicago);  Dr.  Thos.  B.  Holloway,  Professor  of 
Ophthalmology,  University  of  Pennsylvania. 

The  clinics,  luncheons,  round  table  discussions, 
public  meetings,  and  postgraduate  instruction  per- 
iods, make  this  Conference  a notable  meeting.  Re- 
duced railroad  rates  on  all  roads.  For  further  in- 
formation, address,  Secretary,  Dallas  Southern 
Clinical  Society,  Medical  Arts  Bldg.,  Dallas,  Texas. 


ITS  QUICK  ACTION  PREVENTS  DEFORMITIES 

No  antiricketic  substance  will  straighten  bones 
that  have  become  misshapen  as  the  result  of  rick- 
ets. But  Mead’s  Viosterol  in  Cil  259  D can  be 
depended  upon  to  prevent  ricketic  deformities.  This 
is  rot  t»me  c*  -’ll  rntiricketic  agents,  many  of  which 
are  so  limited  by  tolerance  or  bulk  that  they  cannot 
be  given  in  quantities  sufficient  to  arrest  the  ricke- 
tic process  promptly,  with  the  result  that  the  bones 
are  not  adequately  calcified  to  bear  weight  or 
muscle-pull  and  hence  become  deformed. 
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ARIZONA  STATE  MEDICAL  ASSOCI- 
ATION MEETING 
(Tucson,  April  20-22) 

The  forthcoming  meeting  of  the  Arizona  State 
Medical  Association  to  be  held  in  Tucson,  April  20 
to  22,  promises  to  be  a notable  one.  In  the  first 
place,  the  Program  Committee,  with  Dr.  G.  H. 
Fitzgerald,  of  Tucson,  as  Chairman,  has  the  program 
practically  complete  two  months  in  advance  of  the 
meeting.  A tentative  program  is  given  below,  and 
the  complete  program  will  appear  in  our  March  is- 
sue. 

In  the  second  place,  grave  issues  face  the  medical 
practitioner  and  it  is  imperative  that  the  thinking 
members  of  the  profession  shall  meet  and  consider 
these  with  all  the  combined  intelligence  at  their 
command.  This  is  no  time  for  any  doctor  to  sulk  in 
hi:  tent  and  bewail  his  misfortunes. 

In  the  third  place,  the  best  use  for  the  spare  time 
which  many  doctors  find  themselves  blessed  (or 
cursed)  wi  h is  to  improve  our  knowledge  of  medi- 
cine by  seeking  contact  with  other  minds,  and  lis- 
tening to  the  ideas  of  other  people.  It  will  be  to  our 
everlasting  shame  if  we  do  not  come  through  these 
years  of  trial  better  doctors.  The  best  cure  for  the 
pain  of  a s ock-market  loss,  or  a reduced  income,  is 
the  joy  of  learning  something  new,  or  a better  way 
of  doing  our  everyday  tasks. 

The  tentative  program  contains  the  following  pa- 
pers, to  which  group  others  will  be  added: 

Dr.  James  A.  Dickson,  of  the  Cleveland  Clinic, 
Cleveland,  O.,  will  write  on  some  orthopedic  subjec', 
the  exact  title  not  yet  being  announced. 

Dr.  Albert  Soiland,  of  Los  Angeles,  will  present 
the  latest  ideas  on  "The  Diagnosis  and  Treatment  of 
Cancer  of  the  Breast.” 


There  will  be  a symposium  on  Prostatitis,  with  the 
following  papers: 

Dr.  Franklin  Farman,  of  Los  Angeles,  will  give  a 
general  presentation  of  the  subject,  using  the  title, 
"Prostatitis.” 

Dr.  G.  J.  Thompson,  of  the  Mayo  Clinic,  will 
write  on  "Prostatic  Resection  in  Poor  Risk  Patients.” 

Dr.  W.  G.  Shultz,  of  Tucson,  will  give  a "Cinema 
Demonstration  of  Prostatic  Resection.” 

Dr.  Flal  Rice,  of  Morenci,  Ariz.,  will  write  on 
"Gas  Gangrene.” 

Dr.  E.  A.  Gatterdam,  of  Phoenix,  will  present  the 
subject  of  "Oral  Administration  of  Pollen  Extract 
in  Hay  Fever  Therapy.” 

Dr.  W.  Warner  Watkins,  of  Phoenix,  will  present 
a paper  on  "X-ray  Radiation  of  Acute  Infections.” 

Dr.  H.  A.  Reese,  of  Yuma,  will  have  a paper  on 
"Tularemia.” 

Dr.  Emil  C.  Houle,  of  Nogales,  Ariz.,  will  write 
on  "Belated  Treatment  of  Sequelae  of  Diphtheria.” 

Dr.  R.  J.  Stroud,  of  Tempe,  A riz.,  will  discuss  the 
subject  of  the  Report  of  the  Committee  on  the  Costs 
of  Medical  Care  under  the  title  of  "The  New  Experi- 
ment,— a Viewpoint.” 

Dr.  L.  B.  Baldwin,  of  Phoenix,  Ariz.,  will  present 
the  subject  of  "Some  Clinical  Aspects  of  Essential 
Hypertension.” 

Dr.  John  W.  Flinn,  of  Prsecott,  Ariz.,  will  discuss 
the  subject  of  "Bone  and  Joint  Tuberculosis.” 

Dr.  Victor  Randolph,  of  Phoenix,  will  discuss  the 
subject  of  "Intrapleural  Pneumolysis,  with  Special 
Reference  to  Bilateral  Pneumothorax,  in  the  Treat- 
ment of  Tuberculosis.” 

Dr.  Walter  P.  Sherrill,  of  Phoenix,  will  have  a pa- 
per on  the  subject  of  "Tuberculosis  from  the  Stand- 
point of  the  Pediatrician.” 

Dr.  Henry  L.  Franklin,  of  Phoenix,  will  have  a 
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paper  on  "Refractive  Errors  in  Their  Relation  to 
General  Medicine.” 

Dr.  Robt.  Allen  Hicks,  of  Tucson,  will  discuss  a 
"Progress  Chart  for  the  Study  of  Pulmonary  Tuber- 
culosis as  Elaborated  at  the  Southern  Pacific  Sana- 
torium.” 

Dr.  Howell  Randolph,  of  Phoenix,  will  show  a 
movie  illustrating  the  "Mechanism  of  Electrocardi- 
ography and  the  Heart  Beat.” 

Dr.  Clara  S.  Webster,  of  Tucson,  will  have  a pa- 
per, title  of  which  is  not  yet  announced. 

The  Pima  County  Medical  Society  expect  to  make 
this  meeting  a memorable  one,  and  will  curtail  no 
effort  looking  toward  this  objective.  The  commit- 
tees of  the  local  society  who  will  govern  the  various 
activities  of  the  meeting  are  the  following: 

Advisory  Committee:  N.  C.  Bledsoe,  S.  H.  Wat- 
son, Dan  L.  Mahoney,  J.  B.  Littlefield  and  Alvin 
Kirmse. 

Finance  Committee:  S.  H.  Watson. 

Smoker  Committee:  J.  B.  Littlefield  and  Alvin 
Kirmse. 

Dinner-Dance  Committee:  C.  S.  Kibler,  W.  Paul 
Holbrook  and  E.  T.  Gotthelf. 

Reception  Committee:  Dan  L.  Mahoney,  S.  H. 
James,  C.  A.  Thomas,  Allen  K.  Krause,  V.  M.  Gore 
and  S.  H.  Watson. 

Clinics  Committee:  V.  A.  Smelker,  C.  A.  Thomas, 
Meade  Clyne,  R.  A.  Davison,  M.  C.  Comer  and  J.  J. 
Beatty. 

Exhibits  Committee:  J.  J.  Beatty,  J.  L.  McKnight, 
W.  G.  Shultz,  E.  M.  Hayden  and  R.  A.  Hicks. 

Ladies’  Entertainment:  Pima  County  Society  Aux- 
iliary. 

The  officers  of  the  State  Association  are: 

President — Clarence  Gunter,  Globe. 

President-Elect — N.  C.  Bledsoe,  Tucson. 

Vice-President — C.  W.  Swackhamer,  Superior. 

Secretary — D.  F.  Harbridge,  Phoenix. 

Treasurer — C.  E.  Yount,  Prescott. 

Councilors — C.  A.  Thomas  (Tucson),  Victor 
Randolph  (Phoenix),  F.  P.  Manning,  (Flagstaff). 

The  Committee  on  Scientific  Program  consists  of 
G.  F.  Fitzgerald  of  Tucson,  with  N.  C.  Bledsoe 
and  D.  F.  Harbridge,  ex-officio  members. 

The  hotel  headquarters  will  be  the  Santa  Rita  Ho- 
tel. The  general  scientific  meetings  will  be  in  the 
Scottish  Rite  temple  auditorium. 


EL  PASO  COUNTY  MEDICAL 
SOCIETY 

The  newly  elected  officers  of  the  Society  for  the 
year  193  3 are  as  follows: 

President:  James  A.  Pickett. 

Vice  President:  James  J.  Gorman. 
Secretary-Treasurer:  Leslie  Smith. 

Associate  Editor:  W.  E.  Vandevere. 


MARICOPA  COUNTY  MEDICAL 
SOCIETY  (Ariz.) 

The  officers  of  this  Society,  elected  at  the  Dec- 
ember meeting  were  as  follows: 

President:  A.  M.  Tuthill. 

Vice  President:  F.  C.  Jordan. 

Secretary-Treasurer:  O.  W.  Thoeny. 

Censor:  S.  I.  Bloomhardt. 

Directors:  J.  J.  McLoone  and  H.  D.  Ketcherside 
(Note:  Dr.  McLoone  later  resigned  and  Dr.  Geo. 
Truman  of  Mesa  was  selected  to  fill  the  vacancy.) 


PUBLIC  HEALTH  NOTES 

J.  ROSSLYN  EARP,  Dr.  P.  H. 

Director  New  Mexico  State  Bureau  of  Public  Health. 


PYRETHRUM 

Much  has  been  written  regarding  the  war  between 
insects  and  man.  There  are  those  who  hold  that  the 
issue  is  even  now  undetermined.  Can  human  intelli- 
gence avail  against  the  socialized  activities,  the  enor- 
mous breeding  power,  the  economic  efficiency  of  the 
insect  world? 

Suppose  that  a drug  should  be  discovered  which 
was  at  once  deadly  to  insects  and  harmless  to  man? 
Such  a drug  has,  in  fact,  been  in  use  for  centuries  in 
the  orient,  and  we  scientific  people  of  the  west  are 
just  beginning  to  awaken  to  its  possibilities.  Now 
that  we  are  getting  to  work,  we  are  going  to  use  it 
far  more  effectively  than  it  has  ever  been  used  before. 

The  drug  is  pyrethron,  an  ester  formed  by  com- 
bination of  the  base  pyrethrolone  with  either  chrysan- 
themum monocarbonic  acid  or  with  chrysanthemum 
dicarbonic  acid.  The  formulae  will  be  found  in  Solis- 
Cohen  and  Githens’  Pharmacotherapeutics.' 

Of  course  the  people  of  the  orient  did  not  know  all 
this!  To  them  the  poison  was  just  powdered  Pyre- 
thrum  flowers — the  same  powder  that  is  sold  here  as 
"insect  powder.”  It  is  to  two  Swiss  pharmacists.  Von 
H.  Standinger  and  Ruzicka,2  that  we  owe  the  isolation 
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of  the  toxic  principle,  a poison  which  has  been  shown 
by  Perrot:'  and  his  French  collaborators  to  affect  not 
only  insects  but  the  whole  cold-blooded  kingdom  of 
animals,  from  frogs  to  the  protozoa;  not  only  insects, 
but  also  worms.  And  so  we  may  conquer  another  im- 
portant army  of  enemies  of  the  public  health.  The 
action  of  pyrethron  on  frogs  resembles  in  some  re- 
spects that  of  strychnine  or,  even  more  closely,  that 
of  veratrine.  But,  whereas,  strychnine  and  veratrine 
are  also  poisonous  to  warm-blooded  animals,  pyre- 
thron can  be  given  in  large  doses  to  dogs  and  rabbits 
without  causing  them  any  inconvenience  whatever. 

The  effects  of  pyrethron  on  insects  is  lethal,  but 
more  rapidly  on  some  insects  than  on  others.  A table 
showing  the  effects  of  a solution  of  pyrethron  known 
as  "flytox” — a product  well  known  in  this  country 
— on  ten  different  insects  is  published  in  a paper  by 
Abbatucci  and  Roubaud.  From  this  it  appears  that 
fleas  and  mosquitoes  are  the  most  sensitive  of  the  in- 
sects tested,  and  cock-roaches  the  most  resistant.  One 
suspects  that  the  ratio  of  body  surface  to  weight  may 
have  something  to  do  with  this  relative  susceptibility. 

Pyrethron  is  soluble  in  alcohol,  sulphuric  ether, 
ethylene,  all  of  which  solvents  have  disadvantages. 
The  most  satisfactory  solvent  for  insecticide  purposes 
so  far  discovered  is  plain  kerosene.  The  writer  made 
up  a solution  last  fall  of  one  pound  of  powdered  pyre- 
thrum  in  one  gallon  of  kerosene  and  experimented 
with  it  upon  the  hardy  flies  of  Canyon  Road,  Santa 
Fe.  He  found  it  to  be  at  least  as  efficacious  as  any 
commercial  preparation  costing  more  than  twice  as 
much.  It  is  quite  probable  that  a smaller  amount  of 
pyrethrum  would  suffice,  but  exact  dosage  cannot 
readily  be  determined.  "Dalmatian  insect  powder” 
is  more  potent  than  "Persian  insect  powder.”  It  must 
be  remembered  also  that  the  chrysanthemum  carbonic 
acids  are  very  weak  and  pyrethron  is  consequently  an 
unstable  compound.  If  pyrethrum  powder  n exposed 
to  moist  air,  it  rapidly  loses  its  virtue.  Solutions  con- 
taining basic  substances  break  up  the  compound  very 
rapidly  and  destroy  its  activity.  For  this  reason,  at- 
tempts to  use  pyrethrum  in  a saponified  emulsion  have 
met  with  many  failures.  Kerosene  solutions  will  un- 
doubtedly be  used  in  agriculture  and  are  likely  to  dis- 
place the  dangerous  lead  arsenate  sprays,  and  so  prove 
once  again  of  value  to  public  health. 

As  for  the  use  of  pyrethron  as  a vermifuge,  it  is 
full  of  possibility.  One  pyrethron  vermifuge  at  least, 
by  the  name  of  Vermosal,  is  already  on  sale  by  the 
Societe  Anonyme  des  Vermenes,  46  rue  du  Bac  As- 
nieres,  Seine,  France.  With  this  we  have  had  no  op- 
portunity to  experiment. 


One  word  more  (if  the  editor  has  space).  The 
plants  from  which  pyrethrum  powder  is  obtained, 
namely  Pyrethrum  roseum,  Pyrethrum  carneum  and 
Chrysanthemum  cinerariaefolium,  are  not  difficult 
to  cultivate.  The  French  trade  is  already  almost,  if 
not  quite,  able  to  supply  itself  with  French-grown 
raw  materials.  There  must  be  many  places  in  Amer- 
ica where  these  plants  could  be  profitably  grown  in- 
stead of  other  agricultural  products  which  are  in  ex- 
cess of  the  demand.  And  it  is  my  guess  that  the  de- 
mand for  pyrethrum  will  be  a large  and  an  increasing 
one. 
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DISTRICT  CONFERENCE  OF  THE  AMERICAN 
COLLEGE  OF  SURGEONS 

Hotel  Westward  Ho,  Phoenix,  Ariz. 

March  27  and  28,  1933 

OUTLINE  OF  SESSIONS 

Monday,  March  27 

8:00 — 9:00  Registration,  Lobby,  Hotel  Westward 
Ho. 

9:00 — 12:00  Clinics,  Good  Samaritan  Hospital  and 
St.  Joseph’s  Hospital. 

9:00 — 12:00  Hospital  Conference,  Main  Dining 
Room  of  Hotel  Westward  Ho. 

12:30 — 2:00  Medical  Motion  Pictures,  Main  Din- 
ing Room  of  Hotel  Westward  Ho. 

2:30 — 5:00  Hospital  Conference,  Main  Dining 
Room  of  Hotel. 

5:00 — 5:30  Annual  Meeting  Fellows  of  College, 
Main  Dining  Room. 

8:00 — 10:30  Scientific  Session,  Eye,  Ear,  Nose  and 
Throat,  in  Conference  Room  A,  Mezzanine 
Floor,  Hotel  Westward  Ho. 

8:00 — 10:30  Scientific  Session,  General  Surgery, 
Main  Dining  Room. 

Tuesday,  March  28 

9:00 — 12:00  Clinics,  Good  Samaritan  Hospital  and 
St.  Joseph’s  Hospital. 

9:00 — 12:00  Hospital  Conference,  Good  Samaritan 
Hospital  Assembly  Room. 

12:30 — 2:00  Medical  Motion  Pictures,  Main  Din- 
ing Room  of  Hotel. 


FEBRUARY,  1933 


73 


2:00 — 5:00  Hospital  Conference,  St.  Joseph’s  Hos- 
pital Nurses’  Class  Room. 

2:30 — 5:00  Scientific  Session,  General  Surgery, 
Main  Dining  Room  of  Hotel. 

2:30 — 5:00  Scientific.  Session,  Eye,  Ear,  Nose  and 
Throat,  in  Conference  Room  A,  Hotel. 

8:00 — 10:00  Community  Health  Meeting,  Phoenix 
Union  High  School  Auditorium. 

VISITING  SPEAKERS 

Dr.  Franklin  H.  Martin,  Chicago.  Director  Gen- 
eral, American  College  of  Surgeons. 

Dr.  J.  Bentley  Squier,  New  York.  Professor  of 
Urology,  Columbia  University  College  of  Physicians 
and  Surgeons;  President,  American  College  of 
Surgeons. 

Dr.  William  D.  Haggard,  Nashville.  Professor  of 
Clinical  Surgery,  Vanderbilt  University  School  of 
Medicine;  President-Elect,  American  College  of 
Surgeons. 

Dr.  Charles  H.  Mayo,  Rochester,  Minnesota.  Pro- 
fessor of  Surgery,  University  of  Minnesota  Medical 
School  and  Graduate  School,  Mayo  Foundation;  Re- 
gent, American  College  of  Surgeons. 

Dr.  Clarence  Cook  Little,  New  York.  Managing 
Director,  American  Society  for  the  Control  of  Can- 
cer. 

Dr.  William  V.  Mullin,  Cleveland.  Oto-Laryngol- 
ogist,  Cleveland  Clinic. 

Dr.  Alfred  W.  Adson,  Rochester,  Minnesota.  Pro- 
fessor of  Neurosurgery,  Mayo  Foundation. 

Dr.  Robert  Jolly,  Houston.  Superintendent,  Me- 
morial Hospital. 

Dr.  Bowman  C.  Crowell,  Chicago.  Associate  Di- 
rector, American  College  of  Surgeons,  and  Director 
of  Clinical  Research. 

Dr.  Malcolm  T.  MacEachern,  Chicago.  Associate 
Director,  American  College  of  Surgeons,  and  Di- 
rector of  Hospital  Activities. 

Dr.  Geo.  Crile,  Cleveland. 

More  detailed  program  will  be  mailed  out  general- 
ly to  the  physicians  and  surgeons  of  the  Southwest 
early  in  March. 


CORRESPONDENCE 

Winslow,  Arizona, 
January  25,  1933. 

Southwestern  Medicine, 

Phoenix,  Arizona. 

Gentlemen: 

The  Navajo-Apache  County  Medical  Association 
wishes  to  impart  to  all  interested  parties  and  for 
the  good  of  the  medical  profession  in  general  the 
activities  of  one  R.  N.  Trotskey,  who  attempted  to 
practice  medicine  in  Winslow,  Arizona,  without  first 
securing  a license  to  do  so. 

Mr.  Trotskey  arrived  in  Winslow  some  time  in 
the  month  of  July,  1931,  and  represented  that  he 
was  a graduate  of  several  European  medical  schools; 
that  he  had  a license  to  practice  in  the  State  of 
Arizona,  and  that  he  professed  to  specialize  in  ear, 
eye,  nose  and  throat  surgery. 

It  was  soon  discovered  that  Thotskey  had  no 


So  much  depends 
on  his  mother’s  diet  during 


pregnancy  and  lactation 


At  no  time  is  the  need  for  a protective  diet  so 
great  as  during  pregnancy  and  lactation.  All  ele- 
ments required  lor  the  child’s  developing  body 
must  come  from  the  mother’s  food — or  from  her 
own  body. 

Cocomalt  has  well  proved  its  value  during 
these  two  periods  of  special  stress.  For  not  only 
does  it  substantially  increase  the  caloric  intake; 
it  provides  extra  proteins,  carbohydrates,  mineral 
nutrients  (calcium  and  phosphorus)  and  sunshine 
vitamins. . Prepared  according  to  label  directions, 
Cocomalt  adds'  70%  more  food-energy  nourish- 
ment to  milk. 


Rich  in  Vitamin  D 

Highly  important  to  both  mother  and  child  is 
the  rich  Vitamin  D content  of  this  delicious  choc- 
olate flavor  food  drink.  Cocomalt  contains  not 
less  than  30  Steenbock  (300  ADMA)  units  of 
Vitamin  D per  ounce — the  amount 
used  to  make  one  glass  or  cup. 

Cocomalt  comes  in  powder  form,  at 
grocers  and  drug  stores  in  y2-lb.  and 
1-lb.  cans.  Also  in  5-lb.  cans  for  hos- 


pital use,  at  a special  price. 

Free  to  Physicians 

We  will  be  glad  to  send  you  a trial-size  can 
cf  Cocomalt.  Just  mail  coupon.  R.  B.  Davis 
Co.,  Hoboken,  N.  J. 


Cocomalt  is  ac- 
cepted by  the 
Committee  on 
Foods  of  the 
American  Med- 
ical Association 


Cocomalt  is  a scientific  food  concentrate  of  sucrose,  skim 
milk,  selected  cocoa,  barley,  malt  extract,  flavoring  and  add- 
ed sunshine  Vitamin  D. 

Adds  70%  More  Food-Energy  Nourishment  to  Milk 

(Prepared  according  to  label  directions.J^^^^^^ 

R.  B.  DAVIS  CO.,  Dept.  BX-2, 

Hoboken,  N.  J. 

Please  send  me  a trial-size  can  of  Coco- 
malt, free. 

Dr 

Address 


City. 


State. 
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license  to  practice  in  the  State  of  Arizona  and  ap- 
parently had  no  credentials  or  diploma  from  any 
medical  school.  The  County  Attorney  of  Navajo 
County  filed  a criminal  complaint  against  him 
charging  the  crime  of  practicing  medicine  without 
a license  and  being  tried  before  jury  was  convicted 
of  the  charge.  Another  complaint  charging  the 

same  crime  was  filed  against  him  and  while  out  on 
bond  pending  the  hearing  on  the  second  charge  he 
removed  one  of  his  patients  from  Winslow,  Ari- 
zona to  Flagstaff,  Arizona  and  attempted  to  remove 
a fibroid  tumor;  the  patient  died  and  the  post- 
mortem examination  showed  a lack  of  skill  to  per- 
form such  operations.  He  was  tried  before  a jury 
in  Coconino  County  for  the  crime  of  murder  but 
was  acquitted  although  the  prosecution  showed  that 
Trotskey  performed  the  operation,  that  he  was  not 
admitted  to  practice  surgery  or  medicine  in  the 
State  of  Arizona;  and  that  the  patient  died  as  the 
result  of  the  operation. 

We  understand  that  now  Trotskey  is  lecturing 
from  Station  K.  S.  L.  at  Salt  Lake  City,  Utah  and 
is  posing  as  an  ear,  eye,  nose  and  throat  specialist. 

His  record  under  the  following  aliases  is  on  re- 
cord in  the  U.  S.  Department  of  Justice,  Bureau  of 
Investigation,  Washington,  D.  C.,  should  you  wish 
to  inquire:  Ray  Anthony,  Rob  Luken,  Romano  Tro- 
sky,  Romano  N.  Trotzky,  Romano  Trotsky. 

It  is  sincerely  hoped  that  you  will  take  the  neces- 
sary action  to  inform  the  various  Boards  of  Medical 
Examiners  of  the  activities  of  this  man. 

Yours  truly, 

J.  W.  BAZELL,  M.  D. 

Secretary  of  Navajo-Apache 
County  Medical  Association. 


A RESOLUTION 

TO  THE  SECRETARIES  OF  THE  COUNTY 
MEDICAL  SOCIETIES: 

The  following  resolution  was  passed  by  the  Ful- 
ton County  and  Cobb  County  (Georgia)  Medical 
Societies  at  their  regular  meetings  a few  weeks  ago, 
after  the  reading  of  a paper  entitled  "The  Economic 
Status  of  the  Medical  Profession,”  which  appeared 
later  in  the  Journal  of  the  American  Medical  As- 
sociation, October  1 5,  1932,  Page  13  58,  under  the 
Department  of  Medical  Economics. 

Since  this  article  appeared,  we  have  had  numerous 
letters  from  physicians  all  over  the  United  States 
urging  that  this  plan  be  placed  before  the  different 


county,  state  and  national  societies  for  their  con- 
sideration and  adoption. 

We  are  asking  that  you  place  this  or  a similar  res- 
olution before  your  society  and  ask  for  its  adoption. 
Have  it  signed  by  your  proper  officials  and  forward 
to  the  secretary  of  the  Medical  Association  of  your 
state. 

These  resolutions  will  be  placed  in  the  hands  of 
the  delegates  to  the  American  Medical  Association  at 
its  next  annual  meeting. 

RESOLUTION 

Whereas,  the  medical  profession  of  the  United 
States  is  suffering  losses  all  out  of  proportion  to 
its  ability  to  endure,  and 

Whereas,  our  losses  are  not  so  much  due  to  the 
financial  depression  as  to  over  production  of  doctors 
and  decreased  demand  for  paid  medical  services 
generally,  and 

Whereas,  the  production  of  doctors  is  far  in  ex- 
cess of  the  population  increase, 

Therefore,  we  the  members  of  the 

County  Medical  Society  respectfully  request  the 

Medical  Association  of  the  other 

State  Medical  Associations,  the  Southern  Medical 
Association  and  the  American  Medical  Association 
to  adopt  this  or  similar  resolutions  requesting  the 
Medical  Colleges  of  the  United  States  to  reduce  the 
number  of  graduates  each  year  until  the  law  of 
supply  and  demand  has  been  fully  complied  with. 
The  number  of  graduates  to  be  determined  by  a 
national  committee  appointed  by  the  President  of 
the  American  Medical  Association. 

Respectfully  submitted, 

, ...M.  D.,  President 

M.  D.,  Secretary. 


ACHIEVEMENTS  IN  MEDICINE  DRAMATIZED 
IN  NEW  RADIO  SERIES 

On  January  8,  the  House  of  E.  R.  Squibb  and 
Sons  presented  the  first  of  a series  of  half-hour 
radio  programs  in  keeping  with  the  splendid  tradi- 
tions of  its  founder. 

This  half  hour  of  entertainment  is  on  the  air 
every  Sunday  over  the  Red  Net  Work  of  the  Na- 
tional Broadcasting  Company  Chain,  at  4:30  p.  m. 
New  York  time.  It  features  Frank  Black  and  his 
Orchestra,  the  Revelers,  and  as  the  high  spot  a 
dramatization  of  gripping  moments  from  the  history 
of  medicine. 

These  presentations  of  music  and  interesting 
dramatic  episodes  are  designed  to  appeal  to  almost 


POSTGRADUATE  COURSE 

For  Graduates  in  Medicine 
Eye,  Ear.  Nose  and  Throat 

CLASSES  LIMITED  TO  SIX 


LABORATORY  COURSE 

For  Nurses  and  Graduates  of  High  School 
CLASSES  LIMITED  TO  SIX 


150  clinical  patients  daily  provide  material  for  classes.  Technicians  trained  for  group  doctors. 
Positions  with  attractive  salaries  in  hospitals  and  with  group  doctors  await  qualified  Technicians 

For  particulars  regarding  either  course  write 

CHICAGO  EYE,  EAR,  NOSE  AND  THROAT  HOSPITAL,  231  West  Washington  Street,  Chicago,  Hlinois 
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every  type  of  radio  listener.  The  announcements 
emphasize  that  only  through  a sufficient  number  of 
properly  trained  physicians  can  a community  expect 
to  meet  its  responsibility  for  the  care  and  preven- 
tion of  illness  and  the  protection  of  health.  Impres- 
sive reasons  are  also  mentioned  as  to  why  the  use 
of  the  family  doctor  is  a good  way  to  keep  down  the 
costs'  of  competent,  sympathetic,  and  undei’standing 
general  medical  care. 


ORAL  THERAPY  IN  CONGENITAL 
SYPHILIS 

The  use  of  Stovarsol  in  congenital  syphilis  by 
pediatricians  abroad  induced  Maxwell  and  Glaser  to 
investigate  the  value  of  the  therapy.  The  results 
achieved  in  ten  cases  are  reported  in  full  in  the  Am. 
J.  Dis.  Child.  43:1461-1489,  June,  1932. 

In  four  cases  the  Wassermann  reactions  were 
negative  when  treatment  was  begun  but  as  the 
parents  were  4+  treatment  was  not  delayed.  These 
cases  had  remained  negative  over  a period  of  thir- 
teen months  when  reported.  The  other  six  cases  had 
positive  Wassermann  reactions.  Three  were  revers- 
ed after  the  first  course  of  .treatment,  two  at  the  end 
of  the  first  rest  period,  and  the  other  at  the  end  of 
the  second  course  of  Stovarsol  therapy.  The  results 
in  these  infants,  all  under  one  year  of  age  when 
treatment  was  begun,  are  encouraging.  Children 
over  one  year  of  age  did  not  respond  so  readily. 

Other  advantageous  features  of  Stovarsol  ther- 
apy in  congenital  syphilis  in  infants  and  children  as 


reported  are:  the  remedy  is  administered  by  mouth, 
and  the  patients  generally  show  improvement  in  ap- 
petite, general  vigor  and  energy. 

The  authors  believe  that  Stovarsol  has  a definite 
place  in  the  treatment  for  congenital  syphilis.  Ad- 
ministration must  always  be  under  the  direction  of 
the  physician  as  toxic  symptoms  may  appear.  In 
the  majority  of  cases  these  symptoms  are  evidently 
mild  in  character  but  occasionally  they  may  be  se- 
vere. 

Stovarsol  is  a pentavalent  arsenic  preparation 
allied  to  arsphenamine  in  its  chemical  constitution. 
It  is  manufactured  in  this  country  by  Messrs.  Merck 
& Co.,  Inc.,  of  Rahway,  N.  J. 


COMMERCIALISM  VS.  PROFESSIONALISM 
Under  this  title  the  Journal  of  the  Medical  Society 
of  New  Jersey  relates  the  story  of  “One  of  the 
large  manufacturers  of  a product  extensively  pre- 
scribed by  practicing  physicians,  and  extensively 
used  for  that  reason,  was,  it  seems,  told  by  the 
representative  of  a powerful  drug  chain  organiza- 
tion that  it  must  make  certain  concessions  to 
‘modern  merchandising  methods’,  or  else  . . . The 
first  thing  wmnted  was  an  extra  discount.  This 
was  needed  in  order  that  the  products  in  question 
might  be  advertised  to  the  public.  The  advertising 
wTas  deemed  necessary  in  the  interest  of  both  the 
manufacturer  and  the  chain  organization  which 
proposed  to  handle  the  products  in  question.  The 
answer  of  the  manufacturer  wras  that  he  did  not 
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desire  to  advertise  his  products  to  the  public.  He 
prided  himself  that  he  advertised  only  to  the  medi- 
cal profession.  He  felt  that  the  public  had  no 
business  prescribing  for  itself,  even  such  a good 
product  as  he  made. 

“The  retailer  urged  that  goods  such  as  those  in 
question  could  be  sold  in  larger  quantities  by  dis- 
playing them  in  windows,  advertising  them  in  news- 
papers, and  by  the  recommendation  of  clerks.  The 
manufacturer  did  not  want  any  of  those  procedures 
followed.” 

Such  occurrences  are  an  old  story  to  ethical 
manufacturers,  although  the  practicing  physician 
doubtless  is  not  aware  of  how  much  pressure  is 
thus  brought  to  bear. 

S.  M.  A.  Corporation  ont  only  refuses  to  partici- 
pate in  such  unethical  practices,  but  in  addition 
every  package  of  S.  M.  A.  from  the  beginning  has 
borne  this  injunction:  “Use  only  on  order  and 
under  supervision  of  a licensed  physician.  He  will 
give  you  instructions.” 


BOOK  REVIEW 

CLINICAL  ENDOCRINOLOGY  OF  THE  FE- 
MALE, by  Charles  Mazer,  M.  D.,  F.A.C.S.;  Assist- 
ant Professor  of  Gynecology  and  Obstetrics,  Gradu- 
ate School  of  Medicine,  University  of  Pennsylvania; 
Gynecologist  to  Mt.  Sinai  and  to  Northern  Liberties 
Hospitals,  Philadelphia;  and  Leopold  Goldstein,  M. 
D.;  Demonstrator  cf  Obstetrics,  Jefferson  Medical 
College;  Assistant  Gynecologist  to  Mt.  Sinai  Hos- 
pital; Formerly  Fellow  in  Gynecologic  Research, 
University  of  Pennsylvania,  Philadelphia.  Illustrat- 
ed. W.  B.  Saunders  Company,  Philadelphia  and 
London;  1932. 

Because  of  the  hormone  test  of  pregnancy  and 
some  of  the  other  new  ideas  of  endocrines  in  connec- 
tion with  the  female,  this  book  is  particularly  inter- 
esting. The  book  is  built  from  the  literature.  It  has 
649  references.  It  is  written  in  a clear,  understand- 
able style.  It  is  profusely  illustrated.  The  text  seems 
thoroughly  reliable.  The  reviewer  has  no  hesitancy 
in  recommending  it  as  a scientific  treatise  on  the 
subject.  0.  H.  B. 


DIAGNOSIS  AND  TREATMENT  OF  DIS- 
EASES OF  THE  THYROID  GLAND:  by  George 
Crilo  and  Associates.  Philadelphia  and  London:  W. 
B.  Saunders  Company,  1932,  Cloth,  §6.50  net. 

This  is  a medium  size  book  of  508  pages  with  an 
apparently  exce’lent  index  and  164  illustrations. 
There  are  39  chapters  and  24  contributors. 

Chapter  Three  deals  with  “The  Role  of  the  Thy- 
roid Gland  in  the  Energy  System.’  It  is  only  four 
pages  in  length  but  it  is  a masterpiece  from  the  pen 
of  George  Crile. 

Particular  stress  is  laid  throughout  the  book  up- 
on diagnosis  and  differential  diagnosis. 

At  the  end  of  most  of  the  chapters  there  is  a par- 
agraph or  several  short  paragraphs  with  a sum- 
mary of  the  chapter.  This  is  a commendable  prac- 
tice which  more  authors  should  follow. 


The  book  has  many  case  reports  illustrating  vari- 
ous conditions  of  the  thyroid  or  associated  condi- 
tions. The  illustrations  are  frequently  photographs 
of  patients  before  and  after  treatment. 

Chapter  34  deals  with  “The  Adrenal  Factor  in 
Hyperthyroidism  and  Its  Control.”  This  will  inter- 
est many  of  the  internists  and  surgeons  dealing  with 
the  thyroid  and  other  endocrine  abnormalties. 

An  innovation  in  the  book  are  chapters  by  nurses. 
Chapter  27  is  by  Abbie  Porter  on  “The  Role  of  the 
Nurse  in  the  Preoperative  and  Postoperative  Care 
of  the  Patient  with  Hyperthyroidism.”  Chapter  28 
is  by  Emma  M.  Barr,  on  “The  Role  of  the  Operating 
Room  Nurse  in  Operations  on  the  Thyroid  Gland.” 
Chapter  29  is  by  Lou  E.  Adams  on  “The  Advantages 
of  Nitrous  Oxide-oxygen  Analgesia  for  Operations 
on  the  Thyroid  Gland.” 

The  work  is  unusually  complete  and  presents  the 
procedure  followed  at  the  Crile  Clinic. 

There  are  relatively  few  typographical  errors.  On 
page  87  in  the  third  paragraph  speaking  of  cases  in 
which  thyroidectomies  had  been  performed  the 
author  uses  thyroidectomy  in  the  singular  whereas 
his  subject  is  plural. 

The  printers  art  is  beautifully  exemplified.  The 
book  is  deserving  of  extensive  distribution. 

O.  H.  B. 
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Lest  we  forget 


“The  dextrin-maltose  preparations 
possess  certain  advantages.  When 
they  are  added  to  cow’s  milk  mixtures,  we  have  a combination  of 
three  forms  of  carbohydrates,  lactose,  dextrin  and  maltose,  all  hav- 

ing  different  reactions  in  the  in-  DeX  t rl- Mai  tOSe 
testinal  tract  and  different  absorp-  No-1  Maltose  51%.  Dextrins  42%.  Naci2%.  h2o  5%. 

f’fkc  * iicp  f|^ p |*p| q No.  2 Maltose  52%.  Dextrins  43%.  H20  5%. 

11UI1  DCLdUbe  UI  me  reia-  No.  3 Maltose  51%.  Dextrins  41%.  KC02  3%.  H20  5%. 

tively  slower  conversion  of  dextrins  to  maltose  and  then  to  dextrose, 
fermentative  processes  are  less  likely  to  develop.  Those  prepara- 
tions containing  relatively  more  maltose  are  more  laxative  than 

the  carbohydrate  of  choice  £^eachSier 

percentage  of  dextrin  (unless  alkali  salts  such  as  potassium  salts 
are  added).  It  is  common  experience  clinically  that  larger  amounts 
of  dextrin-maltose  preparations  may  be  fed  as  compared  with  the 

simple  sugars.  Obviously,  when  - thlrtV 
there  is  a lessened  sugar  tolerance  J 3 

such  as  occurs  in  many  digestive  disturbances,  dextrin-maltose  com- 
pounds may  be  used  to  advantage.”  (Queries  and  Minor  Notes,  J. A. M.  A.,  88:266) 
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SURGICAL  CONSIDERATIONS  OF 
GALLBLADDER  DISEASE 


W.  L.  REID,  M.  D. 

Phoenix,  Arizona. 

(Read  before  the  Eighteenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, held  at  Albuquerque,  N.  M.,  Dec.  8-10,  1932.) 

It  is  my  purpose  to  review  the  more  common 
typei  and  phases  of  cholecystic  disease  and  its  associ- 
ated pathology,  with  especial  reference  to  the  surgical 
treatment  of  these  conditions.  My  remarks  will  there- 
fore be  directed  mainly  at  surgery  of  the  gallblad- 
der in  relation  to  cholecystitis,  cholangitis,  and  hep- 
atitis. Obstructive  jaundice  and  lesions  of  the  com- 
mon duct  will  not  be  considered.  Before  entering 
this  discussion  I wish  to  present  a short  resume  of 
the  history  of  gallbladder  surgery. 

The  progress  of  medicine  and  surgery  during  the 
past  three  decades  is  unparalleled  in  history.  This  is 
especially  true  of  the  progress  of  surgery  of  the 
biliary  tract.  The  foundation  of  this  progress  dates 
back  to  the  fourteenth  century,  when  gallstones  were 
first  identified.  Operative  experiments  on  the  gall- 
bladders of  living  animals  began  in  the  seventeenth 
century,  but  the  first  deliberately  planned  operation 
for  removal  of  stones  did  not  occur  until  four  hun- 
dred years  after  they  were  discovered.  This  opera- 
tion was  performed  by  Petit,  in  1743.  However,  it 
was  limited  only  to  cases  in  which  the  gallbladder 
was  adherent  to  the  abdominal  wall.  Another  hun- 
dred years  elapsed  before  further  advances  were 
made.  Then,  in  18  59,  the  two-stage  cholecystos- 
tomy  was  proposed  (Tbudichum)  ; the  gallbladder 
was  first  sutured  to  the  abdominal  wall  and  subse- 
quently opened.  Eight  years  later  an  American  sur- 
geon (Bobbs)  performed  the  first  one-stage  cho- 
lecystostomy,  by  mistake.  He  thought  he  was  oper- 
ating an  ovarian  tumor.  The  first  planned  cholecys- 


tostomy  was  done  by  Marion  Sims,  1878,  but  unfor- 
tunately the  patient  died  nine  days  after  the  opera- 
tion. Kocher  performed  this  operation  successfully 
in  June  of  the  same  year  and  was  followed  by  Law- 
son  Tait  and  Keen.  These  men  practised  the  opera- 
tion repeatedly,  with  good  results.  Four  years  later 
Langenbuch  did  the  first  cholecystectomy.  And 
then  the  argument  started.  Lawson  Tait  strongly 
opposed  cholecystectomy  and  characterized  the  op- 
eration as  "intrinsically  absurd.”  For  this  reason 
English  surgeons  were  rather  slow,  at  first,  in  adopt- 
ing cholecystectomy. 

Through  the  efforts  of  such  leaders  as  the  Mayos, 
Moynihan,  Judd,  Deaver,  and  others,  with  their  early 
recognition  of  the  importance  of  infection  in  the 
wall  of  the  gallbladder  and  its  lymyphatics,  cholecys- 
tectomy was  gradually  substituted  for  cholecystos- 
tomy  (in  chronic  cases)  and  present-day  technic  of 
these  operations  was  perfected. 

The  great  progresss  in  successful  management  of 
biliary  disease  has  by  no  means  been  limited  to  sur- 
gery. Equally  important  is  the  classic  work  of  Mann 
on  the  physiology  of  the  liver,  the  physiologic  studies 
of  McNee,  Van  den  Bergh,  and  others,  the  bacteri- 
ologic  studies  of  Rosenow  and  his  associates,  the 
pathologic  studies  of  MacCarty,  Graham,  Judd, 
Wilkie,  Boyd  and  others,  and  fhe  brilliant  contribu- 
tion, cholecystography,  by  Graham  and  Cole.  These 
outstanding  achievements  need  no  further  comment. 

Various  classifications  and  types  of  cholecystitis 
are  described  in  the  text-books  and  literature.  From 
a surgical  viewpoint  however,  the  subject  can  be  dis- 
cussed satisfactorily  under  the  two  main  divisions 
(1)  acute  and  (2)  chronic. 

ACUTE  CHOLECYSTITIS 

Acute  cholecystitis  usually  offers  little  difficulty 
in  diagnosis.  We  are  all  familiar  with  the  picture. 
The  sudden  onset  may  or  may  not  be  accompanied 
by  a chill.  The  pain  characteristically  begins  in  the 
right  upper  quadrant  and  radiates  to  the  right  sub- 
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scapular  region.  It  is  often  most  severe,  especially  if 
stones  are  present,  and  the  patient  writhes  in  extreme 
distress.  Repeated  injections  of  opiates  may  be  nec- 
essary for  relief.  Nausea  and  vomiting  are  almost  al- 
ways present.  The  temperature  is  usually  normal  or 
subnormal  at  first,  but  rises  slightly  (101°-102°) 
after  the  paroxysm  of  pain  has  subsided.  Tenderness 
and  involuntary  rigidity  in  the  right  hypochondrium 
is  the  rule,  and  jaundice  is  slight  or  absent.  When 
present  it  is  usually  transient.  There  is  a moderate 
increase  in  leukocytes.  The  pain  in  acute  cholecys- 
titis may  last  a few  minutes  or  several  hours,  and 
often  ceases  as  suddenly  as  it  began.  In  the  right 
upper  abdomen,  however,  there  remains  a marked 
residual  soreness  which  lasts  several  days.  This  fea- 
ture is  pathognomonic. 

There  are  several  conditions  that  are  sometimes 
difficult  to  differentiate  from  acute  cholecystitis, 
particularly  when  the  latter  is  atypical  in  its  mani- 
festations: (1)  Right-sided  pneumonia,  (2)  coro- 
nary disease,  (3)  renal  colic  or  acute  pyelitis  of  the 
right  kidney,  (4)  acute  appendicitis  (which  is  espe- 
cially difficult  when  the  pain  is  referred  to  the  right 
lower  quadrant  or  when  the  tip  of  the  appendix 
lies  high  near  the  liver),  (5)  certain  types  of  per- 
forated peptic  ulcer.  Usually  a perforated  ulcer  can 
be  differentiated  by  the  history,  the  accompanying 
shock,  and  by  the  board-like  rigidity  of  the  abdom- 
inal wall,  but  this  does  not  always  hold  true.  I re- 
fer particularly  to  the  chronic  or  subacute  perfora- 
tion that  is  closed  or  walled  off  temporarily  by 
omentum. 

CHRONIC  CHOLECYSTITIS 

Unlike  the  acute  form,  chronic  cholecystic  disease 
often  presents  a complicated  clinical  picture.  The 
symptoms  at  times  are  most  baffling.  Few  organic 
lesions  are  so  common  and  withal  so  varied  in  symp- 
tomatology. As  regards  its  frequency,  it  is  second 
only  to  appendicitis  in  the  list  of  chronic  abdom- 
inal diseases.  It  manifests  its  entity  by  symptoms 
which  are  primarily  (1)  local,  or  (2)  reflex,  or  re- 
ferred. 

In  the  local  type,  the  patient  commonly  complains 
of  recurring  pains  or  aches  in  the  gallbladder  region, 
of  varying  degrees  of  intensity.  The  pain  may  or 
may  not  be  referred.  Following  the  attacks,  the 
characteristic  residual  soreness  occurs.  The  latter  is 
usually  not  as  marked  as  in  the  acute  type,  and  may 
be  registered  only  as  a sense  of  discomfort  or  tender- 
ness under  the  right  costal  margin,  or  in  the  right 
epigastrium.  It  is  almost  always  increased  by  physi- 
cal exercise,  jarring  or  jolting,  and  is  more  pro- 
nounced after  eating  a full  meal.  When  the  gall- 


bladder alone  is  affected,  jaundice  is  seldom  present 
in  chronic  cholecystitis.  There  are  two  conditions, 
however,  in  which  it  has  been  discovered,  although 
exploration  of  the  common  duct  was  negative 
(Judd):  (1)  when  a stone  becomes  impacted  in  the 
cystic  duct  and  lies  in  such  a position  as  to  occlude 
the  common  duct  by  pressure,  and  (2)  during  a se- 
vere attack  of  biliary  colic,  as  the  result  of  an  asso- 
ciated hepatitis  or  cholangitis.  Digestive  disturb- 
ances may  occur  but  are  frequently  absent.  When 
present,  these  symptoms  are  secondary,  and  remain 
more  or  less  in  the  background,  overshadowed  by  the 
primary  complaint  of  pain. 

The  converse  is  true  of  the  reflex  type.  Digestive 
upsets  dominate  the  picture,  and  pain  is  the  excep- 
tion rather  than  the  rule.  The  stomach  usually  bears 
the  brunt  of  the  attack  in  this  type  of  cholecystitis. 
The  symptoms  are  often  quite  characteristic  and  suf- 
ficiently constant  to  form  a syndrome  of  diagnostic 
value.  The  tendency  is  toward  constancy  rather 
than  intermittency.  Qualitative  food  distress  is  al- 
most invariably  present.  A common  complaint  is 
the  inability  to  eat  fried,  greasy,  or  fatty  foods, 
highly  acid  foods,  raw  fruits,  pickles,  cabbage  and 
salads.  The  distress  is  entirely  in  the  upper  abdomen 
and  the  symptoms  usually  occur  immediately  after 
meals.  At  this  time  the  patient  complains  of  fullness 
or  distention,  with  a feeling  of  pressure  in  the  epi- 
gastrium regardless  of  the  amount  of  food  eaten. 
Bloating  and  belching  is  the  rule.  There  is  a burn- 
ing distress  in  the  stomach,  with  acid  eructations 
which  are  relieved  temporarily  by  soda.  As  the  food 
pa'ses  along  and  the  upper  digestive  tract  is  emptied, 
the  symptoms  tend  to  improve.  In  the  milder  cases 
they  may  disappear  entirely  until  the  next  meal. 

Associated  Pathology.  There  are  gross  changes  in 
the  liver  that  are  inevitably  present  in  long-standing 
cases  of  chronic  cholecystitis.  This  was  first  point- 
ed out  by  Graham  in  1918.  Now  it  is  a familiar 
picture  to  most  surgeons.  The  liver  is  mottled,  swol- 
len, and  scarred.  Its  normal  wedge-like  edge  is  often 
rounded,  edematous,  and  friable;  occasionally  it  is 
thin,  fibrosed,  and  tough.  While  these  inflammatory 
changes  are  most  marked  in  the  vicinity  of  the  gall- 
bladder, they  extend  diffusely  throughout  the  livei 
parenchyma.  This  is  explained  by  the  dense  lym- 
phatic anastomoses  and  the  venous  connection  be- 
tween the  gallbladder  and  liver.  Although  these  liv- 
er changes  are  usually  secondary  to  gallbladder  in- 
fection, hepatitis  may  be  the  primary  lesion.  This 
may  be  explained  by  the  fact  that  it  is  possible  for 
lymph  to  pass  in  both  directions  between  the  gall- 
bladder and  the  liver.  It  also  suggests  that  most 
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biliary  infection  spreads  by  way  of  the  lymphatics. 
Regardless  of  the  pathogenesis,  the  important  thing 
to  remember  is  that,  although  this  type  of  hepatitis 
is  mild  and  progresses  slowly,  if  allowed  to  continue 
over  a period  of  years,  a severe  cholangitis,  and  even 
biliary  cirrhosis,  will  result. 

In  certain  cases  of  prolonged  biliary  disease,  we 
find  a secondary  pancreatitis  at  operation.  The  head 
of  the  pancreas  is  usually  large,  irregular,  and  hard — 
the  so-called  interlobular  or  interstitial  pancreatitis. 
The  islands  of  Langerhans  are  seldom  involved.  In 
these  cases,  however,  there  may  be  symptoms  of  bili- 
ary colic  after  the  gallbladder  has  been  removed. 

Attention  has  been  drawn  to  the  frequency  with 
which  chronic  appendicitis  is  associated  with  gall- 
bladder disease.  One  investigator  (Larimore)  study- 
ing a large  series  of  cases,  found  that  14  per  cent  of 
the  patients  with  chronic  cholecystitis  had  been  up- 
erated  upon  previously  for  appendicitis;  50  per  cent 
showed  appendiceal  involvement  (x-ray  diagnosis), 
and  only  36  per  cent  showed  no  evidence  of  appen- 
diceal pathology. 

I have  not  discussed  cholelithiasis  because  wheth- 
er or  not  stones  are  present  in  the  diseased  gallblad- 
der, is  beside  the  point.  It  has  been  clearly  and  con- 
clusively demonstrated  that  the  primary  seat  of  the 
trouble  is  not  the  stones  but  the  infection  that  lies 
within  the  walls  of  the  gallbladder. 

TREATMENT 

Practically  all  attacks  of  acute  cholecystitis  sub- 
side spontaneously.  Rest  in  bed,  an  ice-bag  over  the 
gallbladder  region,  plenty  of  fluids  with  carbohy- 
drates and  alkalies,  and  sedatives  as  necessary  for  re- 
lief of  pain,  usually  suffice.  Perforation  rarely  oc- 
curs except  in  the  typhoid  and  gangrenous  types, 
and  both  of  these  are  relatively  rare.  Surgery  is, 
therefore,  seldom  necessary  during  the  acute  attack. 
It  is  usually  reserved  for  cases  that  fail  to  subside 
under  supportive  treatment  and  for  the  gangrenous 
toxic  type,  in  which  the  progressive  symptoms  point 
to  impending  disaster.  One  should  carefully  con- 
sider the  evidence  for  and  against  operation  in  such 
cases,  then  choose  the  lesser  of  the  two  evils.  Cho- 
lecystostomy  is  usually  the  operation  of  choice  when 
surgical  interference  is  necessary.  Exploration  is 
justified  in  those  cases  which  simulate  acute  appen- 
dicitis or  perforating  peptic  ulcer  so  closely  as  to  be 
indistinguishable  from  these  conditions.  Generally 
speaking,  it  is  wise  to  "make  haste  slowly”  in  oper- 
ating acute  gallbladders. 

In  view  of  the  fact  that  the  primary  site  of  in- 


fection in  chronic  cholecystitis  is  in  the  gallbladder 
wall,  the  logical  treatment  is  cholecystectomy.  One 
cannot  remove  the  infection  by  surgical  drainage. 
While  good  results  have  followed  cholecystostomy, 
the  end  results  are  uniformly  better  when  the  gall- 
bladder is  removed. 

When  there  is  evidence  of  advanced  hepatitis  or 
cholangitis  with  a marked  increase  in  the  intra- 
hepatic  tension,  it  is  advisable  to  institute  prolonged 
drainage  of  the  common  duct  as  a supplement  to 
cholecystectomy.  The  late  John  B.  Deaver  practised 
this  procedure  frequently,  and  Judd,  of  the  Mayo 
Clinic,  has  reported  excellent  results  following  this 
method  of  treatment.  Drainage  is  effected  by  means 
of  a "T”  tube  which  is  accurately  sutured  in  the 
common  duct.  It  is  left  in  place  for  several  weeks, 
or  longer  if  necessary.  By  this  means  biliary  tension 
is  lowered  to  a minimum,  adequate  liver  function  is 
regained  more  rapidly,  and  the  convalescence  is  in 
reality  shortened. 

Occasionally  at  operation  one  finds  a minimum 
amount  of  gross  pathology  in  the  gallbladder  and 
ducts,  no  evidence  of  obstruction,  and  yet  a marked 
hepatitis.  The  surgeon,  therefore,  hesitates  to  ex- 
plore or  drain  the  common  duct.  In  such  cases  cho- 
lecystectomy with  drainage  of  the  cystic  duct  for  a 
week  or  ten  days  will  give  excellent  results.  In  this 
procedure  the  gallbladder  is  amputated  approxi- 
mately one-half  inch  above  the  cystic  duct  and  a 
small  rubber  tube  is  sutured  firmly  into  the  remain- 
ing portion  of  the  ampulla.  One  Penrose  cigaret 
drain  is  placed  beside  the  tube  and  both  are  drawn  to 
the  outside  through  a small  stab  wound  lateral  to 
the  incision.  A portion  of  omentum  is  then  inter- 
posed between  the  liver  and  the  adjacent  viscera  and 
the  abdominal  incision  is  closed  in  the  usual  manner. 

RESULTS 

The  end  results  of  gallbladder  surgery  depend  pri- 
marily upon  the  proper  selection  of  cases  for  opera- 
tion. The  basis  upon  which  this  selection  is  made  is 
the  clinical  picture  presented  by  the  patient.  Lab- 
oratory findings  are  of  secondary  importance,  and 
must  necessarily  be  used  only  as  corroborative  evi- 
dence. It  is  well  to  remember  that  a patient  with  a 
low  metabolic  rate  may  show  a positive  Graham- 
Cole  test  that  will  disappear  under  medical  treat- 
ment for  the  metabolic  disorder.  Likewise  a patient 
with  a clear-cut  clinical  cholecystitis  may  be  re- 
lieved by  cholecystectomy,  although  repeated  x-rays 
have  revealed  a normally  functioning  gallbladder. 

When  pain  is  a dominant  symptom  in  cholecystitis, 
removal  of  the  gallbladder  will  be  followed  by  ex- 
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cellent  results.  The  same  is  true  when  the  outstand- 
ing feature  is  dyspepsia,  provided  the  latter  is  defi- 
nitely of  cholecystic  origin.  In  the  other  types  of 
digestive  disturbance,  cholecystectomy  is  obviously 
of  no  benefit. 


SOME  OBSERVATIONS  ON  SENILE 
CATARACT 


STEPHEN  A.  SCHUSTER,  M.  D. 
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(Read  before  the  Eighteenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, held  at  Albuquerque,  N.  M.,  Dec.  8-10,  1932.) 


Strictly  speaking,  cataract  may  be  defined  as  any 
pathological  condition  of  the  lens  marked  by  visible 
opacities.  However,  for  practical  purposes,  the  term 
is  enlarged  to  cover  certain  anomalies  of  the  lens  in 
which  there  is  considerable  diminution  of  vision 
without  the  presence  of  definite  opacity.  No  sharp 
division  between  this  condition  and  that  in  which 
definite  opacities  are  present,  is  possible.  Cataract 
was  recognized  by  the  ancient  Greeks  and  Romans, 
but  they  had  an  erroneous  conception  of  the  disease, 
in  that  they  supposed  the  opacity  to  be  upon  the 
lens  rather  than  in  it.  They  believed  that  it  was 
caused  by  the  pouring  out  of  an  opaque  fluid  be- 
tween the  iris  and  the  lens,  and,  since  it  was  sup- 
posed that  this  fluid  was  poured  down  from  above, 
it  attained  the  name  of  cataract. 

Cataracts,  as  proposed  by  Dorr,  may  be  divided 
into  three  general  divisions:  (1)  congenital,  (?) 

traumatic,  (3)  acquired.  However,  Beard  gives  us  a 
most  useful  classification.  He  groups  them  accord- 
ing to  age,  according  to  consistency,  according  to 
color,  according  to  extent,  according  to  the  seat  and 
disposition  of  the  opacities,  according  to  the  pres- 
ence of  complications,  according  to  the  period  of 
development,  and,  finally,  according  to  cause.  In 
this  last  group  he  names  the  spontaneous,  the  trau- 
matic, the  symptomatic,  the  albuminuric,  the  arterio- 
sclerotic, the  chemic,  thermic,  electric,  diabetic,  te- 
tanic, thyroidal,  and  uveal.  Although  cataract  is 
generally  considered  to  be  a senile  degeneration,  al- 
most all  pathological  states  that  affect  the  nutrition 
of  the  eyeball  may  produce  it,  in  that  it  is  generally 
a secondary  disease,  and  we  know  that  nephritic  al- 
terations, diabetes,  exposure  to  great  heat,  various 
poisons,  arteriosclerosis,  ergotism,  auto-intoxication, 


eye  strain,  injury  to  the  lens  or  surrounding  parts, 
heredity,  and  so  forth,  are  regarded  as  the  exciting 
causes  of  it. 

Much  work  has  been  done  on  the  subject  of  opac- 
ities of  the  crystalline  lens,  during  the  past  few. 
years.  True,  most  of  the  advances  have  been  in  the 
surgical  field,  but  doubtless,  in  the  course  of  time, 
lenticular  cataract  will  have  ceased  to  be  purely  a 
surgical  disease.  When  we  have  learned  the  method 
of  production  of  opacities  of  the  lens,  we  will  be  in 
a position  to  prevent,  render  stationary,  or  even 
clear,  the  cataractous  opacities,  thus  transforming  a 
surgical  disease  into  a medical  one.  The  ophthal- 
mologist must  receive  the  fullest  cooperation  and  aid 
of  every  branch  of  medical  science,  in  order  to  elim- 
inate this,  one  of  the  most  prevalent  of  eye  diseases. 

As  to  the  cause  of  cataract  formation,  many  in- 
genious theories  are  to  be  found  in  the  recent  oph- 
thalmic literature.  Much  advancement  has  been  made 
in  the  method  of  the  removal  of  opaque  lenses,  with 
many  variations  in  the  minutiae  of  the  surgical 
technic.  Again,  many  facts  have  been  brought  to 
light  as  a result  of  the  studies  of  the  endocrinology, 
immunology,  and  the  physiological  chemistry,  not 
only  of  the  cataractous  lens,  but  the  chemistry  of 
the  blood  stream  and  ocular  fluids,  as  well.  It  is 
these  newer  observations,  both  in  the  surgical  meth- 
ods and  medical  research,  to  which  I wish  to  direct 
your  attention. 

Chemical  and  physiological  study  has  shown  that 
the  weight  of  the  cataractous  lens,  as  a rule,  is  much 
les:  than  the  clear  lens  of  the  same  age.  Opaque 
lenses  contain  more  solids  and  ash  than  a normal 
lens,  but  some  observers  found  less  organic  material 
and  a smaller  percentage  of  ash  in  cataractous  lens- 
es. Cahn,  Burge,  Evans,  Kern,  Salit,  and  others, 
has  e shown  that  cataractous  lenses  contain  an  ex- 
cess of  lipids,  lecithin  and  cholesterol.  Some  observ- 
ers found  a definite  decrease  of  potassium  salts,  aver- 
aging from  3 8.8  per  cent  of  the  ash  in  normal  to 
about  9 per  cent  in  cataractous  lenses.  Again,  a 
very  definite  increase  in  the  sodium  content  of  cat- 
aractous lenses  was  also  noted.  Burge’s,  Evans’, 
Kern’s  experiments  demonstrated  no  increase  of  phos- 
phorous in  opaque  lens,  but  the  magnesium  content 
was  very  definitely  increased.  On  the  western  hemi- 
sphere, the  ash  of  cataractous  lenses  failed  to  demon- 
strate any  silicon  content,  but  in  India  the  opaque 
lens  contained  a large  amount  of  calcium,  potassium, 
and  sodium  silicate,  but  failed  to  show  any  mag- 
nesium increase.  Burdon-Cooper  observed  the  pres- 
ence of  tyrosine  in  a great  many  cases  of  cataract, 
and  Coats  has  found  leucin  in  many  others.  Met- 
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tenheimer,  Kranz,  and  others,  reported  the  finding  of 
myelin  and  myelin-like  substances  in  senile  cataracts. 
Cahn  recently  has  made  a very  thorough  study  of 
the  lipid  or  fat  content  in  opaque  lenses  and  he  has 
shown  that  there  is  always  a marked  increase  of  lipid, 
made  up  especially  of  cholesterol  and  lecithin.  Fur- 
ther, Jess  and  Salit  have  demonstrated  the  decrease  of 
protein  in  the  cataractous  lens.  Kirby  and  Estey,  in 
a recent  study,  have  shown  the  importance  of  the 
H-ion  concentration  in  the  metabolism  of  the  lens 
and  have  pointed  out  that  a high  H-ion  concentra- 
tion is  extremely  toxic  to  the  lens  epithelium. 

When  we  come  to  the  study  of  the  calcium  con- 
tent of  the  cataractous  lens,  we  come  to  a factor 
which  probably  sheds  the  newest  light  on  the  etiol- 
ogy of  cataract.  Kirkpatrick,  Burge,  Adams,  and 
other  experimenters,  have  positively  shown  that  the 
calcium  content  of  cataractous  lenses  is  increased 
from  an  almost  negligible  quantity,  to  as  high  as 
twenty-five  times  that  of  normal.  You  will  recall 
that,  closely  related  to  calcium  metabolism,  or  per- 
haps controlling  it,  are  the  endocrine  glands,  the  thy- 
roid and  the  parathyroid.  Just  recently,  Edward 
Jackson  pointed  out  the  possible  connection  between 
the  parathyroid  gland  dysfunction  and  cataract. 
Fisher  and  Triebenstein  concluded  that  one  of  the 
possible  causes  of  cataract  formation  was  due  to  a 
parathyroid  deficiency,  after  they  found  that  88  per 
cent  of  cataract  cases  examined  showed  a latent  tet- 
any, and  Greppen  also  reported  that  5 0 per  cent  of 
his  cataract  cases  were  associated  with  parathyroid 
tetany. 

Moreover,  partial  cures  of  senile  cataracts  have 
been  obtained,  by  several  clinicians,  following  the 
administration  of  dessicated  thyroid.  It  is,  there- 
fore, possible  that  the  accumulation  of  calcium  in 
cataractous  lenses  is  a consequence  of  disturbances 
in  the  calcium  metabolism.  Tetany,  as  we  know,  is 
a state  characterized  by  alkalosis,  and  calcium  tends 
to  be  precipitated  in  the  tissue  when  the  H-ion  value 
is  shifted  from  normal  toward  a great  alkalinity. 
Burdon-Cooper,  in  discussing  the  close  relationship  of 
surface  tension  and  lower  freezing  point  of  urine, 
suggested  a kidney  deficiency  as  the  cause  of  cat- 
aract. Greenwald  has  made  the  suggestion  that  there 
is  an  interference  with  renal  function  after  parathy- 
roidectomy, due  to  decreased  calcium  concentration 
of  the  blood  with  a decreased  excretion  of  sodium 
and  potassium  salts. 

In  many  cases,  however,  Pellathy  found  only  lit- 
tle change  from  normal  in  the  serum  calcium,  but 
Adams  showed  that  mere  increase  in  the  calcium  con- 


tent of  blood  is  not  sufficient  to  cause  cataract,  nor 
is  it  sufficient  to  hasten  maturity  of  cataractous 
lens.  This  is  an  interesting  point,  and  here  in  the 
Southwest,  where  tuberculosis  is  treated  so  extensive- 
ly, many  of  the  patients  receiving  intravenous  cal- 
cium, it  is  a point  to  consider  well,  for  some  authors 
are  of  the  opinion  that  an  increased  blood  calcium 
hastens  the  maturity  in  cataractous  lenses.  You  will 
recall  that  ultraviolet  rays  in  some  way  influence 
the  calcium  metabolism.  Again,  many  of  the  older 
writers  thought  that  infra-red  and  ultraviolet  rays 
were  the  true  cause  of  cataract  formation.  To  my 
mind,  there  is  a causative  factor  bound  up  in  the 
calcium,  parathyroid,  ultraviolet  combination,  when 
it  comes  to  cataract  formation  and  progress. 

Burge  was  able  to  produce  cataract  in  goldfish 
by  means  of  ultraviolet  irradiations,  only  if  these 
fish  were  allowed  to  remain  in  an  .8  per  cent  cal- 
cium-chloride solution  for  ten  days.  Adams’  experi- 
ment showed  that  calcium  salts  acting  on  ox  lens  do 
not  cause  opacities  in  physiological  strengths,  but 
only  in  high  calcium-salt  concentrations.  It  is  also 
the  opinion  that  the  calcium  salts  do  not  act  as 
sensitizers  in  the  production  of  cataract  by  ultra- 
violet irradiations.  The  data  of  Adams,  reported  by 
Kern,  on  the  effect  of  ultraviolet  light  on  the  alpha 
and  beta  crystallin  of  the  lens,  in  which  these  pro- 
teins show  a marked  sensitiveness  to  solutions  of  cal- 
cium salts  when  irradiated,  are  interesting.  Ultra- 
violet irradiations  produce  a slight  opacity  in  the 
lens  proteins,  which  is  enhanced  by  presence  of  cal- 
cium salts,  particularly  calcium,  at  the  time  of  ex- 
posure. 

From  the  above,  it  may  be  seen  that  these  workers 
are  nearly  all  agreed  that  there  is  a demonstrable 
change  in  calcium  content  in  the  senile  cataractous 
lenses  and  that  lens  proteins  show  a sensitiveness  to- 
ward calcium  salts.  Furthermore,  the  clinical  obser- 
vations of  Wesseley  led  him  to  conclude  that  calcium 
salts,  or  calcium  OH-ion,  in  some  obscure  way  are 
associated  with  cataract. 

In  the  opinion  of  Romer,  toxic  substances  act  as 
antigens  in  the  production  of  antibodies  and  these, 
in  turn,  bring  about  coagulation  of  the  lens  protein. 
It  appears  from  the  work  of  Mashimo,  that  auto- 
oxidizable  substances,  such  as  cysteine,  are  essential 
for  the  lens  in  carrying  on  its  process  of  respiration. 
This  substance  may  be  the  sole  agent  in  the  regula- 
tion of  its  gas  exchange,  because  of  the  remoteness 
of  the  lens  from  the  blood  vessels,  thus  preventing 
the  hemoglobin  from  being  the  direct  source  of  oxy- 
gen. Some  processes  of  oxidation  might  underlie  the 
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metabolism  of  the  lens  and  this  disturbance  might  be 
responsible,  at  least  in  part,  for  cataract  formation. 

Recently  much  work  has  been  done  on  the  vita- 
mins in  relation  to  disease  processes.  Day,  Langs- 
ton, and  O’Brien  studied  the  effect  of  vitamin  G de- 
ficiency in  the  production  of  cataract.  You  will  re- 
call that  water-soluble  vitamin  B consists  of  at  least 
two  factors,  the  first  factor  is  designated  as  B and 
Bl,  or  the  antineuritic  element.  The  second  factor 
is  called  vitamin  G,  or  B2,  or  the  pellagra-preventa- 
tive element.  The  above  observers,  using  forty-eight 
young  albino  rats,  were  able  to  produce  bilateral 
cataracts  in  90  per  cent  of  the  cases  when  feeding 
with  a diet  deficient  in  vitamin  G,  and  they  con- 
cluded from  their  series  that  the  absence  of  vitamin 
G was  the  sole  cause  of  the  cataract. 

Turning  now  to  the  clinico-medical  aspect  of  se- 
nile cataract,  we  should  like  to  emphasize  the  role 
played  by  diabetes  in  the  production  of  lenticular 
opacities.  O’Brien  carried  out  a very  careful  study 
on  a large  number  of  unselected  cataracts  of  various 
ages  and  focused  his  attention  on  the  sugar  tolerance 
of  these  patients.  He  found  that  5 3 per  cent  of  the 
cases  showed  a maximum  arterial-blood-sugar  con- 
centration of  over  240  after  the  ingestion  of  100 
Gm.  of  glucose.  In  73  per  cent,  there  was  a sugar 
concentration  of  over  220.  In  22  per  cent  of  the 
cases,  the  sugar  level  returned  to  normal  only  after 
three  hours.  In  8 0 per  cent,  it  failed  to  return  to 
normal  after  two  hours.  Only  21  per  cent  of  the 
cases  showed  definite  signs  of  diabetes.  In  this  series 
of  cases,  blood  analyses  for  lipids  were  also  studied, 
and  it  was  found  that  the  cholesterol  content  ex- 
ceeded the  normal  in  5 0 per  cent  of  the  cases,  some- 
times reaching  as  high  as  .2  per  cent.  Lecithin  val- 
ues were  around  the  upper  normal  of  .3  per  cent. 
Some  investigators  think  that  the  increased  choles- 
terol is  the  result  of  a defense  reaction  of  the  body 
brought  about  by  the  metabolic  products  of  diabetic 
ketosis  and  thus  these  toxic  substances  are  respons- 
ible for  the  hypercholesterolemia  and  cataract  for- 
mation. Cataracts  are  of  frequent  occurrence  in  dia- 
betics, and  this  fact  led  Romer  to  search  for  the 
cause  of  senile  cataract  in  the  blood,  where  he  hoped 
to  find  specific  toxic  substances  resulting  from 
faulty  metabolism. 

Hektoen,  Davis,  Ellis,  and  others,  worked  with  a 
large  series  of  cataract  cases,  trying  to  produce  visual 
improvement  by  the  aid  of  a lens  anti-serum.  Some 
of  them  reported  marked  improvement  in  a few 
cases,  but  today  the  consensus  of  opinion  is  that  the 
lens  anti-serum  is  of  questionable  value.  One  inter- 


esting fact  was  brought  out,  namely,  that  the  lenses 
of  different  species  give  the  same  immune  reac- 
tions. To  illustrate  the  point  and  quoting  Hektoen, 
a lens  anti-serum  produced  by  injecting  a rabbit 
with  beef  lens,  will  react  in  the  precipitation,  ana- 
phylaxis, and  complement-fixation  tests,  not  only 
with  beef  lens  but  also  with  lenses  of  other  animals. 

Summarizing  briefly,  we  wish  to  point  out,  first, 
that  senile  cataract  is  not  a disease  entity  but  truly 
a local,  surface,  and  a visible  symptom  of  a general 
systemic  condition.  What  the  systemic  causes  are, 
we  do  not  know  definitely,  but  certain  findings  are 
suggestive,  namely:  the  relationship  between  catar- 
act formation  and  parathyroid  and  thyroid  dysfunc- 
tion. Closely  related  to  these  endocrine  functions, 
we  find  certain  indications  that  calcium  metabolism 
also  plays  a part  in  cataract  formation,  as  evidenced 
by  the  great  increase  of  this  element  in  cataractous 
lenses. 

The  effect  of  ultraviolet  and  heat  rays  in  the  pro- 
duction of  opacities  of  the  lens,  is  common  knowl- 
edge. It  is  seen  in  those  workers  who  are  exposed  to 
the  intense  heat  and  light  of  different  occupations 
such  as  steel  mills  and  glass  factories.  The  intense 
heat  and  sunlight  of  India  accounts  for  the  great 
prevalence  of  cataract  there.  Knowing  the  effect  of 
ultraviolet  light  on  the  calcium  metabolism,  we  feel 
that  there  is  a definite  relationship  between  this  pro- 
cess and  ultraviolet  light  in  the  production  of  certain 
types  of  cataract. 

We  have  also  seen  that  deficient  vitamin  content, 
especially  in  the  anti-rachitic  element,  has  to  do 
with  certain  types  of  cataractous  opacities,  as  was 
shown  experimentally.  Furthermore,  certain  toxic 
by-products  of  metabolism,  whether  related  to  pan- 
creas malfunction  or  renal  malfunction,  are  definite- 
ly associated  with  cataract  formation. 

Today  surgery  offers  the  only  recourse  in  the 
treatment  of  lenticular  cataract.  The  operations  are 
many  and  with  much  variation  in  the  minutiae  of 
technic.  The  extraction  of  cataractous  lens  within 
its  capsule,  in  contradistinction  to  the  removal  of  the 
lens  leaving  the  capsule  within  the  eye,  has  gained 
definite  headway  as  the  method  of  choice  in  certain 
types  of  cases.  When  the  intra-capsular  method  was 
first  proposed,  there  was  a storm  of  objection  to  it, 
and  only  now  is  the  pendulum  beginning  to  swing 
back. 

From  the  above  review  and  recapitulation  of  the 
newer  work  on  the  causative  and  developmental  fac- 
tors entering  into  the  formation  of  the  opacities  in 
the  crystalline  lens,  it  is  obvious  that  the  entire  med- 
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ical,  scientific,  and  ophthalmic  world  are  working 
together  in  an  effort  to  obtain  in  ophthalmology  the 
ideal — the  preventative  and  medical  treatment  of 
that  dreaded  affliction,  lenticular  cataract. 

Therefore  this  paper  is  read  with  the  hope  that 
it  may  arouse  interest  in  this  vital  question,  and,  at 
the  same  time,  it  is  presented  as  a plea  for  careful 
physical  examination  of  every  cataract  case,  wheth- 
er being  prepared  for  operation  or  study.  The  ex- 
amination should  include  thorough  repeated  study  of 
basal  metabolic  rate,  the  blood-sugar  tolerance,  the 
cholesterol,  lipid,  and  nitrogen  content  of  the  blood, 
and  so  forth. 

True,  we  are  just  beginning,  but  the  start  has  been 
a good  one  and  the  main  road  today  is  toward  the 
f ullest  cooperation  of  all  the  medical  sciences  to  solve 
this  ever-increasing  problem. 
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Individual  initiative  is  the  indispensable  stimulus 
of  science.  As  Duclaux  said:  Tt  is  because  science  is 
sure  of  nothing  that  it  is  always  advancing.”  Roger 
Bicon,  who  was  among  the  first  to  insist  upon  the 
value  of  original  research  as  more  scientific  and  much 
more  logical  than  the  arbitrary  decisions  of  societies 
and  associations  which  presumed  to  exercise  dog- 
matic authority,  declared:  "Experimental  science 
has  three  great  prerogatives  over  other  sciences;  it 
verifies  conclusions  by  direct  experiment;  it  discov- 
ers truth  which  they  never  otherwise  would  reach; 


it  investigates  the  course  of  nature  and  opens  to  us 
a knowledge  of  the  past  and  of  the  future.”  It  is  not 
only  helpful,  but  essential,  to  the  medical  research 
worker  to  know  the  past  of  medicine.  If  I did  not 
know  certain  chronic  characteristics  of  my  profes- 
sion so  well,  and  understand  the  historic  habit  of 
doctors  to  disagree,  and  the  tendency  of  certain 
groups  to  become  over  enthusiastic  about  their  own 
theories  and  arbitrarily  to  arrogate  to  themselves  the 
authority  to  approve  or  condemn  without  investiga- 
tion or  trial  the  research  efforts  of  all  outside  their 
exclusive  circle,  I should  have  been  discouraged  long 
ago.  But  I know  that  experimental  science  is  not 
based  upon  authority,  but  on  impartial,  accurate,  in- 
dustrious, and  impersonal  investigation.  I have  ob- 
served the  barren  results  and  the  futile  efforts  of 
too  many  of  these  "authority  men”  to  have  implicit 
confidence  in  their  theories  and  in  their  assumptions 
of  authority. 

Reading  old  medical  books  and  the  enthusiastic 
predictions  contained  in  papers  presented  by  recog- 
nized medical  authorities  of  former  days,  has  a very 
sobering  effect  on  one.  "The  debris  of  broken  sys- 
tems and  exploded  dogmas,”  said  Dr.  Oliver  Wendell 
Holmes,  "form  a great  mound,  a Monte  Testaccio  of 
the  shards  and  remnants  of  old  vessels  which  once 
held  human  beliefs.  If  you  take  the  trouble  to  climb 
to  the  top  of  it,  you  will  widen  your  horizon,  and  in 
these  days  of  specialized  knowledge,  your  horizon  is 
not  likely  to  be  any  too  wide.”  Doubtless  many  of 
you  have  been  surprised  very  often,  as  I have  been, 
by  the  lack  of  medical  perspective  and  the  narrow 
viewpoints  of  specialists  and  workers  in  specialized 
fields  of  medical  research.  One  of  the  birth-marks 
of  genius  is  said  to  be  eccentricity,  and  one  of  the 
distinguishing  marks  of  specialists  is  their  inability 
to  consider  a subject  in  all  its  aspects  or  to  view  it 
all  the  way  round.  The  blind  men  who  went  to  see 
the  elephant  and  described  only  the  parts  with  which 
they  came  into  contact  illustrate  how  far  right  and 
how  far  wrong  a specialist  may  be.  Dr.  A.  B.  Mc- 
Collum, professor  emeritus  of  chemistry  of  McGill 
University,  coined  the  word  "spelunculist”  to  desig- 
nate the  type  of  specialist  "who  knows  more  and 
more  about  less  and  less.”  A number  of  eminent 
men  who  have  been  studying  the  costs  of  medical 
care  for  the  past  five  years  recommend  that  "united 
attempts  be  made  to  restore  the  general  practitioner 
to  the  central  place  in  medical  practice.”  Medical 
men  of  broad  experience  admit  that  80  per  cent  of 
the  ills  that  induce  patients  to  consult  physicians 
could  be  adequately  handled  by  the  general  prac- 
titioner. 
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Research  work  is  the  privilege,  the  opportunity, 
and,  I may  sav,  the  duty  of  all  of  us  who  are  trying 
truly  to  serve  the  sick.  There  is  an  impractical  ten- 
dency among  some  groups  of  research  workers  in 
the  medical  field  to  become  too  complex  and  too  me- 
chanical. They  become  veritable  medical  robots  and 
if  any  .screw  gets  loose  in  their  intricate  and  complex 
machinery,  they  create  discordant  notes  that  disturb 
medical  harmony. 

Experienced  and  devoted  physicians  who  are  more 
interested  in  the  patient  who  has  the  disease  than  in 
the  disease  the  patient  has,  agree  with  Sir  James 
Mackenzie  that  each  bedside  observation  is  a problem 
in  original  research.  When  methods  of  measurement 
are  applied  to  problems  of  disease  in  a particular  pa- 
tient, inescapable  difficulties  develop,  because  of  the 
variations  between  human  beings  in  the  many  ob- 
scure factors  that  are  so  often  associated  with  the 
development  of  cancer  and  other  maladies. 

Scientific  procedure  requires  exact  measurement, 
which  is  frequently  impossible  in  medicine.  Medi- 
cine as  applied  to  the  particular  individual  will  al- 
ways be  uncertain  and  experimental  no  matter  how 
large  the  laboratories  become  and  no  matter  how 
many  instruments  of  precision  may  be  manufac- 
tured. The  physician  is  compelled  to  wrestle  with 
many  factors  and  forces  which  no  one  understands 
and  over  which  he  has  no  more  control  than  he  has 
over  the  weather,  but  which  greatly  influence  the 
improvement  or  decline  of  his  patient.  Too  many  in- 
vestigators and  research  workers  disregard  the  funda- 
mental fact  that  man  cannot  be  divided  and  distrib- 
uted to  accommodate  the  limited  vision  and  practice 
of  various  specialists,  but  must  be  treated  or  mis- 
treated as  a whole.  The  true  physician  and  the  true 
research  worker  must  have  a comprehensive  view- 
point and  consider  the  man  as  a whole  and  what  the 
whole  of  medicine  can  do  for  him. 

"The  research  spirit,”  as  Dr.  F.  O.  Tonney  of  Chi- 
cago expressed  it,  "is  spontaneous.  It  cannot  be 
driven  or  created  by  order.  It  is  predicated  on  the 
personal  interest  of  the  worker  himself  in  the  prob- 
lem for  its  own  sake.” 

The  problem  of  cancer  is  the  greatest  problem  that 
confronts  the  physician  and  the  greatest  menace  to 
the  health  and  happiness  of  the  human  family.  What 
type  of  mind  and  what  kind  of  an  organization  do 
you  conceive  would  oppose  any  sincere  effort  to 
combat  cancer  and  diminish  the  terrors  of  this  ter- 
rible scourge?  The  subject  is  of  such  vital  import- 
ance that  it  should  be  approached  by  all  physicians 
with  open  and  unbiased  minds,  and  any  contribu- 


tion to  progress,  however  slight  it  may  be,  should 
be  welcomed. 

If  we  study  the  history  of  medical  progress,  we 
find  that  many  of  its  greatest  discoveries  owe  their 
origin  to  the  very  simple  observations  of  sincere  men. 
The  modern  science  of  bacteriology  rests  upon  work 
done  by  a country  doctor.  Another  country  prac- 
titioner studied  heart  disease  among  his  patients  for 
a great  number  of  years  with  instruments  made  by 
himself.  Sir  James  Mackenzie  added  more  to  our 
knowledge  of  heart  disease  and  its  treatment  than 
came  in  the  same  period  from  the  great  groups,  so- 
cieties, hospitals,  and  laboratories  of  the  world.  The 
greatest  medical  achievement  of  the  nineteenth  cen- 
tury— the  discovery  of  anesthesia;  the  most  benefi- 
cial medical  discovery  of  the  eighteenth  century — 
vaccination;  the  first  great  specific  in  disease  to  be 
found  and  the  most  valuable  contribution  of  the 
17th  century — quinine;  all  of  these  came  from  unex- 
pected, humble  sources. 

The  research  work  and  experimentation  which  has 
been  attempted  and  is  now  being  done  in  the  cancer 
field  is,  of  course,  too  vast  a subject  to  be  discussed 
in  many  of  its  detailed  phases  here  tonight,  so  that 
I am  only  mentioning  a few  phases  and  those  brief- 
ly. Very  expensive  and  extensive  efforts  have  been 
exerted  by  various  cancer  societies  and  committees  on 
rat  experimentation,  which,  unfortunately,  have  not 
produced  results  of  benefit  to  cancer  sufferers. 
When  an  experiment — even  a noble  experiment — 
has  the  fatal  defect  that  it  will  not  work  in  prac- 
tice— is  it  not  the  part  of  sound  common  sense  to 
abandon  it  and  try  something  else? 

In  our  laboratories,  which  some  of  you  have  vis- 
ited and  know  are  as  adequately  equipped  as  large 
modern  laboratories  anywhere,  we  have,  as  set  forth 
in  our  publications  and  addresses,  competent  investi- 
gators working  with  us,  and  our  staff  comprises  men 
representing  various  specialties  engaged  in  scientific 
research  wrok.  Medicine,  of  course,  is  not  an  inde- 
pendent science  but  a very  dependent  art  that  util- 
izes discoveries  in  all  fields  of  science  whenever  and 
wherever  they  are  practically  applicable. 

The  indispensable  place  and  practical  value  of  an- 
imal experimentation  under  carefully  controlled  con- 
ditions, is  daily  demonstrated  in  our  laboratories.  But 
we  never  lose  sight  of  the  fact  that  there  are  im- 
measurable differences  between  men  and  rats  and 
other  laboratory  animals.  There  is  a distinct  differ- 
ence between  the  histologic  picture  of  tissue  regen- 
eration in  animals  and  that  in  human  beings.  This 
difference  emphasizes  the  fact  that  the  conception 
of  healing  in  human  beings  must  be  built  up  from 
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observations  on  the  tissues  of  human  beings. 

Dr.  Theodore  C.  Janeway,  who  taught  in  three 
medical  schools  and  in  four  hospitals,  set  down  this 
fundamental  for  every  clinical  teacher:  "He  must  be 
a practitioner  of  his  branch  of  the  medical  art.  If 
not,  no  matter  how  able  an  investigator  he  be,  he  is 
not  a clinician.  The  subject  of  his  investigations 
must  be  the  sick  human  being,  and  his  essential 
workshop  the  hospital.  Even  though  he  may  often 
resort  to  more  easily  controlled  experiments  on  the 
lower  animals  for  help  in  the  elucidation  of  his  prob- 
lems, no  solution  is  final  until  his  experiment  has 
succeeded  in  helping  the  sick  man.” 

It  was  to  help  the  sick  man  and  the  sick  woman — 
the  cancer  sufferers  to  whom  medicine  offered  no 
hope — that  we  began  our  research  work  some  years 
ago  that  finally , resulted  in  our  discovery  of  the 
Coffey-Humber  suprarenal  cortex  extract.  During 
the  years  that  we  have  been  administering  our  ex- 
tract to  thousands  of  patients,  we  have  seen  patients 
with  different  types  of  malignancies  improve  in  ap- 
petite, gain  in  weight,  have  sound  sleep,  abstain  from 
the  use  of  drugs  for  the  relief  of  pain.  We  have  ob- 
served the  disappearance  of  odor.  Many  physicians 
who  visit  the  Coffey-Humber  Clinics  in  San  Fran- 
cisco and  Los  Angeles,  are  offered  the  remarkable 
evidence  of  hundreds  of  men  and  women  who  have 
received  all  known  methods  of  treatment  for  malig- 
nancy, and  who  have  been  given  up  to  die  by  their 
physicians,  living  two  and  three  and  four,  and  as 
high  as  five,  years  after  the  sentence  of  early  death 
was  pronounced  bv  their  physicians. 

Seeing  these  impressive  facts  daily  for  successive 
years,  and  having  them  recorded  in  a malignancy 
register,  with  cross  index  and  with  special  index  files 
for  particular  phases  of  the  work — a malignancy  rec- 
ord that  is  open  for  the  inspection  of  visiting  physi- 
cians— yet  we  do  not  claim  now  and  we  never  have 
claimed  that  these  patients  are  cured  of  their  malig- 
nancies, nor  have  we  claimed  that  the  Coffey-Hum- 
ber extract  is  a specific  for  malignancies. 

A week  after  the  Coffey-Humber  Clinic  was 
opened  in  San  Francisco,  at  the  Southern  Pacific 
General  Hospital,  Dr.  Humber  and  myself  were  re- 
quested by  the  United  States  Senate  to  attend  a 
hearing  before  a subcommittee  of  the  Committee  on 
Commerce  of  the  U.  S.  Senate  of  the  Seventy-first 
Congress  We  obeyed  the  summons  on  March  13, 
1930.  The  testimony  given  there  by  ourselves  and 
Dr.  Joseph  Colt  Bloodgood  of  Johns  Hopkins;  Dr. 
James  Ewing,  Professor  of  Pathology  of  Cornell 
Medical  School;  Dr.  Hugh  S.  Cummings,  Surgeon 
General  Bureau  of  Public  Health;  Dr.  C.  C.  Little, 


Managing  Director  American  Society  for  the  Con- 
trol of  Cancer;  is  published  in  a Senate  document.  A 
few  quotations  from  that  document  will  answer 
some  questions  that  are  constantly  coming  bp.  Dr. 
C.  C.  Little,  Managing  Director  of  the  American 
Society  for  the  Control  of  Cancer,  testified  March 
13,  193  0,  at  the  Senate  Hearing  to  which  I have  just 
referred,  as  follows:  "Before  dealing  with  general 
points,  I should  like  to  digress  in  order  to  commend 
Doctor  Coffey  for  his  extreme  conservatism  in  the 
matter.  That  is  the  first  essential  in  any  report  of 
progress  in  cancer.  He  has  stated  that  his  work  is 
neither  a cure  nor  a treatment,  but  an  experiment — 
Doctor  Coffey  has  given  us  an  excellent  example  of 
how  a man  working  on  the  problem  ought  to  act. 
He  has  been  very  conservative,  very  careful,  very 
moderate,  cautious,  and  wise  in  the  way  he  is  going 
at  his  problem.”  Dr.  Little  and  his  associates  in  the 
Cancer  Control  Society  and  other  cancer  groups, 
however,  have  failed  to  follow  what  Dr.  Little  called 
'my  excellent  example  of  how  a man  working  on 
the  problem  ought  to  act,’  for  you  know  too  well 
how  ihese  very  men,  regardless  of  the  true  state- 
ments of  the  facts  which  had  already  been  issued  by 
us,  circulated  over  the  country  the  information  that 
we  were  claiming  a cure  for  cancer.  Had  these  same 
methods  been  used  at  the  time  Dr.  Banning  made  his 
important  announcement  in  regard  to  his  discovery 
o insulin,  I am  afraid  that  you  gentlemen  would 
not  have  insulin  available  for  your  use  today  as  a 
therapeutic  agent  in  the  treatment  of  diabetes. 

Dr.  James  Ewing  and  other  thoughtful  physicians 
throughout  the  country,  rightfully  condemn  any  or- 
ganized opposition  which  is  based  upon  motives  that 
are  not  unselfish  but  that  are  unscientific.  Dr. 
Ewing  said:  "It  would  be  a great  pity  if  the  organ- 
ized medical  profession,  by  virtue  of  its  power, 
should  prevent  competent  investigators  from  carry- 
ing out  successfully  a research  that  might  be  of 
great  value.” 

I believe  that  you  will  all  agree  with  me  that  we 
must  be  vigilant  and  see  to  it  that  research  is  kept 
Tee  from  the  domineering  rivalry  of  groups  that  in- 
voke intolerance  and  steadily  strive  to  frustrate, 
handicap,  and  misrepresent  any  outside  their  charm- 
ed circle  who  pursue  independent  and  original  lines 
o:  thought.  The  search  for  truth  must  not  be  re- 
stricted and  cannot  be  monopolized  by  any  group. 
We  are  interested  primarily  in  helping  suffering  pa- 
tients and  we  are  working  earnestly  in  searching  out 
the  best  means  to  that  end. 

When  we  condense  the  vast  amount  of  literature 
on  cancer,  we  find  that  the  etiology  of  cancer  is  un- 
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known.  Dr.  Dean  D.  Lewis  of  Johns  Hopkins  de- 
clared recently  before  the  Iowa  State  Medical  So- 
ciety: "Carcinoma  is  one  of  the  most  discouraging 
things  I know  of.  We  are  going  to  be  defeated  un- 
til we  find  the  cause  and  the  prevention.  Carci- 
nomatous patients  are  more  poorly  studied  and  more 
poorly  treated  than  any  group  of  patients  we  have. 
There  are  some  cases  in  which  incomplete  examina- 
tions are  made,  in  which  there  is  carcinoma  which 
could  be  removed  in  the  early  stage,  but  they  are 
lost,  because  of  the  carelessness  of  the  examining 
physician.” 

The  following  quotations  from  a recent  article 
written  by  Dr.  Ellice  McDonald,  Director  Cancer 
Research  Laboratories,  University  of  Pennsylvania 
Graduate  School  of  Medicine,  is  also  quite  signifi- 
cant: 

"The  story  of  cancer  is  not  a pleasant  subject;  it 
is  filled  with  sorrow,  suffering,  disaster  and  defeat, 
yet  it  touches  the  life  (and  death)  of  so  many  of  us 
that  it  is  impossible  to  ignore  it  as  an  uncomfort- 
able idea  for  contemplation.  Scarcely  a family  but 
has  been  struck  with  the  blighting  shadow  of  this 
scourge.  Ignore  it  as  we  will,  cancer  is  the  most  im- 
portant problem  of  our  time,  a greater  one  than  war, 
pestilence  or  famine.  It  kills  more  people  annually, 
for  the  total  number  of  deaths  each  year  from  can- 
cer are  somewhere  between  130,000  and  140,000 
people  in  this  country.  If  there  are  four  living  can- 
cer patients  for  each  death  (and  that  is  a reasonable 
calculation),  it  means  that  there  are  two-thirds  of 
a million  people,  at  any  one  time,  suffering  from 
cancer  in  the  United  States,  and,  of  these,  at  least 
(or  more  than)  three-quarters  will  die  within  the 
year  of  the  date  of  any  such  calculation. 

' Cancer  is  the  most  important  problem  of  our 
time,  for  two  reasons:  first,  because  it  kills  more  peo- 
ple than  any  other  single  disease  (heart  disease,  which 
is  higher  in  the  mortality  records,  is  a combination 
of  heart  and  kidney  and  other  diseases) ; second,  be- 
cause it  has  increased  so  greatly  in  incidence  in  re- 
cent times — 62  per  cent  more  deaths  in  Pennsyl- 
vania in  twenty-five  years,  and  in  somewhat  lesser 
degree  in  all  civilized  communities.  In  Great  Brit- 
ain, in  1928,  more  than  12  per  cent  of  all  deaths  were 
from  cancer,  and  a great  insurance  company  has  es- 
timated the  yearly  loss  from  cancer  in  the  United 
States  to  be  about  eight  hundred  million  dollars.” 

Dr.  McDonald  also  makes  the  following  statement: 

...  in  the  best  clinics  and  under  the  best  auspices, 
75  per  cent  of  cancers  are  not  suitable  for  surgical 
treatment  because  extension  of  the  disease  has  already 
occurred.” 


Coffey-Humber  statistics  show  that  the  cancer 
patient,  in  a large  number  of  cases,  shows  other 
pathology  and  malignancy,  which  is  understandable 
in  view  of  the  fact  that  the  bulk  of  the  cancer  pa- 
tients have  arrived  at  an  age  where  degenerative  dis- 
eases occur.  Furthermore,  Dr.  A.  M.  Moody,  our 
pathologist,  reports  that  autopsies  performed  by  him 
reveal  that  63  per  cent  of  the  deaths  which  have  oc- 
curred were  caused  by  intercurrent  diseases  inde- 
pendent of  cancer. 

We  still  adhere  to  our  original  plan  of  operation 
— that  is,  that  this  work  is  research  work  and  should 
be  conducted  as  such  at  the  present  stage,  without 
permitting  it  to  be  commercialized. 

We  are  convinced,  however,  that  the  progress 
which  we  have  made  justifies  us  in  departing  from 
the  policy  heretofore  pursued  of  accepting  only 
cases  which  are  diagnosed,  by  physicians  sending  pa- 
tients to  the  clinic,  as  moribund  and  hopeless.  We 
are  enlarging  the  scope  of  our  research  services,  ad- 
ministering to  patients  in  the  earlier  stages,  with  the 
object  of  more  accurately  proving  the  efficacy  of 
the  Coffey-Humber  extract  in  the  treatment  of  mal- 
ignancies and  demonstrating  its  therapeutic  value  in 
various  stages  of  the  disease. 

We  have  endeavored  to  proceed  conservatively  ir 
order  to  insure  thoroughness  and  have  limited  the 
distribution  of  our  extract  to  research  purposes. 
But,  now  that  the  biochemical  analysis  of  the  extract 
has  been  made,  the  standardization  of  the  extract  is 
completed,  and  the  proper  dosage  determined,  we 
are  releasing  the  extract  through  Better  Health 
Foundation,  a non-profit  California  corporation,  to 
members  of  the  profession  qualified  by  ability  and 
experience  to  conduct  independent  research  in  coop- 
eration with  us  in  administering  the  extract  to  those 
cases  who  have  returned  home  from  our  clinic,  with 
the  firm  belief  that  research  will  be  furthered  and 
that  our  findings  will  be  confirmed  and  corroborat- 
ed. 

It  is  worthy  of  notice  and  very  significant  and 
gratifying  that,  since  the  first  announcement  of 
Coffey-Humber  and  the  explanation  of  our  efforts 
to  demonstrate  the  probable  cause  of  cancer,  investi- 
gators in  various  laboratories  have  changed  their 
activities  and  have  started  a great  deal  of  work  on 
the  cortical  substance  of  the  suprarenal.  We  are  nat- 
urally pleased  that  our  efforts  have  stimulated  this 
important  ‘work  throughout  the  scientific  world. 
We  welcome  constructive  suggestions  from  any 
source,  but  years  of  experience  have  taught  us  not 
to  duplicate  the  disappointing  efforts  of  other  in- 
vestigators, and  to  leave  to  other  cancer  groups  the- 
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ories  and  methods  and  experiments  which,  over  and 
over,  have  shown  that  they  give  no  reasonable  prom- 
ise of  results  beneficial  to  sufferers. 

Since  the  first  announcement  of  our  work,  we 
have  repeatedly  stated  that  we  believe  the  secret  of 
neoplasia,  or  malignancy,  lies  to  a large  degree  with- 
in the  realm  of  the  metabolism  of  the  cell.  During 
the  past  few  months  many  investigators  such  as  Dr. 
Carl  Voegtlin  have  elaborated  on  this  belief.  We  are 
continuing  with  our  physiological,  biological,  and 
bio-chemical  studies  relating  to  cell  growth,  still 
firm  in  our  belief  that  cancer  is  a constitutional  dis- 
ease, due  to  the  lack  of  a given  active  principle 
which  maintains  the  metabolism  of  the  cell  in  its 
normal  state. 

Research,  to  be  worth  while,  must  be  like  virtue, 
which  is  its  own  reward.  Sir  Ronald  Ross,  who 
should  have  received  any  reward  that  would  make 
his  declining  years  comfortable  and  happy  for  the 
research  work,  beyond  all  praise,  which  he  did  on 
malaria,  answered  in  a recent  issue  of  the  Saturday 
Review  the  question,  "Is  research  worth  while?”  The 
answer  of  Dr.  Ross  is  that,  for  the  human  race, 
nothing  is  more  worth  while  than  successful  investi- 
gation, but,  for  the  research  worker,  nothing  is  less 
worth  while.  Many  discoveries  have  been  made  to 
the  benefit  of  millions  without  the  makers  having 
received  the  smallest  reward  of  recognition.  "Medi- 
cal discoveries,”  Sir  Ronald  Ross  says,  "are  the  most 
glaring  examples,  because  of  the  silly  custom  that 
physicians  are  not  supposed  to  make  a profit  from 
inventions.”  As  to  subsidized  investigations,  Sir 
Ronald  holds  that  they  seldom  lead  to  important 
discoveries  and  that  much  money  is  now  being  wast- 
ed on  futile  researches.  Sir  Ronald  therefore  ad- 
vocates payment  for  results.  Nearly  all  great  ad- 
vances, as  I have  pointed  out,  were  unexpected,  and 
came  from  independent  humble  workers. 

As  a great  scientist  truly  says  of  himself  and  all 
scientists:  "We  are  just  kindergarten  fellows  play- 
ing with  mysteries.  We  move  from  one  theory  to  the 
next  and  always  there  is  something  that  does  not  fit 
with  other  evidence.” 

All  of  us  who  are  working  in  the  medical  field 
realize  that  we  are  practising  an  inexact  science  and 
an  empirical  art.  Each  day  problems  come  to  us 
that  baffle  our  best  brains  and  our  most  devoted 
efforts,  so  that  we  should  sincerely  repeat  what  Dick- 
ens wrote  in  David  Copperfield:  "Humble  are  we, 
humble  we  have  been,  humble  we  shall  ever  be.  For 
fairest  and  best  adorned  is  he  whose  clothing  is  hu- 
mility.” 


A BIOLOGICAL  EXPLANATION 
OF  CANCER:  ETIOLOGY,  PRE- 
VENTION AND  TREAT- 
MENT. 


O.  S.  FOWLER,  M.  D. 

Denver,  Colo. 

(Read  before  the  Eigtheenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, held  at  Albuquerque,  N.  M.,  Dec.  8-10,  1932.) 

It  would  appear  that  the  determination  of  the 
cause  of  cancer  is  not  to  be  obtained  or  expected  by 
continuing  in  the  present  lines  of  investigation  in 
the  laboratory,  but  that  we  must  turn  to  the  clini- 
cal field  and  to  the  study  of  the  biological  and 
metabolical  phases  of  the  living  patient,  where  many 
of  the  important  discoveries  have  been  made.  The 
living  patient  is  really  the  greatest  laboratory  with 
which  we  are  concerned,  though  it  is  rather  diffi- 
cult for  us  to  discern  and  evaluate  the  evidence 
found  there.  It  is  unfortunate  that  the  laboratory 
worker  has  in  the  past  somewhat  isolated  himself 
from  the  living  patient,  and  it  is  equally  unfortunate 
that  the  clinician  is  unable  to  understand  fully  what 
the  laboratory  has  to  teach,  for  this  problem  is  one 
that  certainly  overlaps  both  fields  of  endeavor. 

That  the  cause  of  cancer  may  lie  in  the  biology 
of  the  individual  is  a relatively  new  idea.  Dercum 
(1924,  Biology  of  Internal  Secretions,  page  158) 
says:  "Can  it  be  that,  after  all,  the  cause  of  ma- 

lignancy is  biological,  and  that  the  mystery  lies  in 
the  internal  gland  secretions?  If  so,  this  abundantly 
explains  the  failures  of  the  search  for  special  cancer 
causes.”  On  page  158  he  says,  "Sajous  has  long 
maintained  that  adrenalin  has  an  action  opposed  to 
malignancy,  and  I believe  the  facts  necessitate  our 
attributing  such  an  action  to  the  entire  sympathetic 
group.” 

Let  us  point  out  that  it  is  common  knowledge 
that  benign  growths  may  advance  into  malignancies 
by  apparently  simply  sliding  a short  way  down  the 
scale  of  cell  activity,  and  that  the  line  drawn  be- 
tween non-malignancy  and  malignancy  is  extremely 
shadowy. 

In  considering  the  field  of  present-day  treatment 
of  cancer,  we  are  less  disappointed.  Some  progress 
has  been  made  in  the  earlier  recognition  and  earlier 
surgical  measures  applied,  or  treatment  in  the  form 
of  radiation,  or  both,  and  in  the  educational  meas- 
ures adopted  for  the  layman.  But  to  date  reasonable 
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success  has  been  attained  in  about  30  per  cent;  not 
sufficient  to  raise  our  hopes  for  success  in  this  di- 
rection. It  is  somewhat  of  a travesty  on  the  educa- 
tional program  that,  according  to  a statement  re- 
cently made,  cancer  in  doctors  is  recognized  later 
than  in  lay  people. 

In  order  to  explain  the  reason  for  my  present 
views  and  remarks,  I must  go  back  twenty-five 
years  to  the  beginning  of  my  surgical  life.  At  that 
time  certain  phases  of  renal  surgery  had  fallen  into 
more  or  less  disrepute,  yet  today  many  men  are  still 
living  in  that  period,  with  their  same  prejudices, 
and  still  believe,  or  think  they  do,  that  no  operation 
lor  this  purpose  can  be  successful.  At  that  time, 
Edebohl’s  nephropexy  operation  and  all  its  many 
modifications  had  proved  unsuccessful  in  so  large 
a percentage  of  cases  that  it  was  given  up  and  con- 
demned, as  it  should  have  been.  This  condemnation 
equally  applies  to  the  recent  publication  in  this 
country  of  Dr.  Kidd’s  nephropexy,  as  this  operation 
has  all  the  objections  and  faults  of  Edebohl’s  with 
several  more  of  its  own  added.  All  of  these  do 
damage  to  the  adrenal  glands  and  colon,  and  the 
patient  is  often  left  in  worse  condition  as  to  systemic 
symptoms,  than  before  operation. 

The  author  succeeded  in  devising  an  easy  and  ef- 
ficient method  of  nephropexy.  It  has  now  been 
used  for  more  than  twenty  years,  with  results  so 
good  that  it  did  not  seem  possible  that  these  results 
could  come  from  simply  fixating  a loose  kidney 
and  freeing  its  ureter.  I have  now  done  this  par- 
ticular operation  more  than  eleven  hundred  times. 

It  was  a year  ago  that  my  attention  was  called 
to  the  possibility  that  I might  be  doing  something 
beneficial  to  the  adrenal  gland,  while  I was  cor- 
recting the  nephroptosis.  Therefore,  I began  a study 
of  the  anatomy  of  this  region,  and  found  that  there 
is  a certain  phase  of  pathological  anatomy  in  the 
condition  known  as  general  visceroptosis,  that  had 
never  been  recognized  or  described.  We  thought  we 
knew  all  that  was  to  be  known  in  visceroptosis,  but 
here  was  something  that  had  escaped  notice  even 
though  volumes  have  been  written  on  this  subject. 
This  finding  was  that  the  adrenal  glands  are  dis- 
tinctly damaged  by  sharing  in  the  ptosis  of  the 
kidney,  which  is  nearly  always  a part  of  general  vis- 
ceroptosis. The  damage  is  the  result  of  the  pull  upon 
the  adrenal  gland  itself,  and  especially  upon  the  three 
arteries  of  the  gland — the  superior,  the  middle,  and 
the  inferior,  which  rise  from  the  inferior  phrenic, 
the  aorta,  and  the  renal  artery,  respectively.  There 
is  also  a pull  upon  the  sympathetic  nerves  of  the 
gland,  which  produces  trouble  from  that  source. 


This  whole  process  produces  a hypoplasia  or  atro- 
phy of  the  gland,  by  a lessened  blood  supply,  and  an 
upset  in  its  function,  by  the  nerve  irritation.  A 
distortion  of  the  gland  is  also  produced,  even  to 
turning  it  upside  down.  This  mal-function  then 
seriously  affects  the  whole  internal  glandular  sys- 
tem, for  the  adrenal  glands  seem  to  be  virtually  in 
control  of  a number  of  the  vital  life  processes  in 
conjunction  with  the  function  of  the  whole  internal 
glandular  system — in  control  of  the  cardiac,  vas- 
cular, muscle  and  nerve  tonus,  as  well  as  the  vital 
physiology  and  metabolism,  even  to  the  biochemistry 
of  the  final  unit  of  tissue  division,  the  cell. 

The  metabolic  cell  chemistry  is  further  affected 
by  improper  physiological  habits  of  the  individual, 
such  as  overeating,  constipation,  chronic  nephritis, 
dehydration,  and  under-elimination  of  the  normal 
waste  products.  I have  much  clinical  proof  that 
this  combination  of  anatomical  and  physiological 
pathology  seriously  affects  the  health  and  even  af- 
fects the  structures  of  the  various  tissues  of  the 
body. 

The  functions  of  the  adrenal  glands  are  gradually 
being  learned.  The  medulla  produces  adrenalin 
whose  properties  are  well  known  to  all.  The  cortex 
appears  to  me  to  be  a synergistic  gland  with  the 
medulla,  whose  secretion,  cortin,  apparently  has  the 
same  properties  as  adrenalin,  except  that  its  effects 
are  more  lasting:  the  medulla  might  supply  the 
push  for  a hundred-yard  sprint,  but  the  cortin  is 
called  upon  to  sustain  one  in  a marathon  race;  long- 
continued  muscular  effort  can  be  put  forth  only  as 
long  as  the  cortin  is  supplied.  A single  dose  of 
cortin  will  suffice  for  a week  or  more,  in  a case  of 
Addison’s  disease. 

In  addition  to  this  phase,  the  cortex  has  further 
functions,  as  is  shown  by  the  fact  that  animals 
which  have  been  adrenalectomized  die  promptly  un- 
less artificial  cortin  is  supplied.  It  is  my  suggestion 
that  it  is  necessary  for  the  physiological  and  bio- 
chemical life  of  every  cell  in  the  body.  It  has  been 
called  "the  brain  of  the  autonomic  system”;  I would 
go  further  and  say  it  is  the  brain  of  the  entire 
vegetative  and  somatic  systems. 

GENERAL  CONSIDERATION 

It  occurred  to  me  that,  if  we  could  determine 
what  forces  control  the  orderly  development  of  the 
cell  tissues  and  structural  growth  of  the  fetus,  we 
should  then  have  a hint  as  to  what  is  lacking  when 
disorderly  growth — cancer — occurs.  It  is  my  effort 
to  show  what  possible  influences  affect  such  growth, 
from  the  moment  of  ovum  fertilization,  through 
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fetal  tissue  differentiation  and  specialization, 
through  developmental  growth  from  child  to  adult 
life,  and  the  process  of  orderly  cell  repair  that  must 
continue,  unceasingly,  until  death  ends  the  necessity. 

It  would  appear  that,  if  a certain  substance  or 
force  were  necessarily  present  to  produce  a certain 
positive  result,  its  lack  or  absence  would  be  a nec- 
essary condition  for  the  negative  to  be  evidenced. 

It  is  quite  unlikely  that  this  power  of  replacement 
control,  for  life,  lies  inherent  in  the  sperm  and  ovum, 
This  would  mean  that  it  had  always  been  there  since 
time  began  and  would  remain  for  all  time  to  come, 
and  that  it  is  wholly  uninfluenced  by  each  succeed- 
ing individual.  It  is  more  rational  to  assume,  rather, 
that  this  ability  of  control  is  subject  to  the  influ- 
ence of  the  functions  of  our  secretory  systems,  and 
to  the  actions  and  reactions  of  our  metabolic  and 
physiologic  processes. 

We  suggest  that  physiologic  and  metabolic  normal 
health  will  prevent  the  development  of  cancer,  just 
as  good  health  will  preclude  thje  appearance  of 
numerous  other  diseases.  For  the  same  reasons,  ill 
health  invites  numerous  illnesses.  We  believe  that 
good  gland  function  and  good  general  metabolism 
induce  good  health,  and  that  poor  glandular  func- 
tion and  poor  cell  metabolism  will  produce  poor 
health  and  disturbed  cell — chemistry  balance — that 
even  cancer  may  result.  The  cachexia  today  of  an 
established  malignancy,  is  often  only  an  augmented 
form  of  the  cachexia  the  patient  has  carried  for 
years,  and  which  may  have  been  erroneously  con- 
sidered his  normal  complexion;  therefore,  the  ca- 
chexia was  from  the  causes  that  produced  the  cancer 
and  not  from  the  concer. 

For  these  reasons,  we  feel  that  it  is  possible  fairly 
accurately  to  prognosticate  cancer  in  certain  in- 
dividuals as  I have  done,  just  as  we  can  foresee 
probable  tuberculosis,  Bright’s  disease,  or  other  dis- 
eases. We  should  become  so  skilled  in  our  observa- 
tion that  we  may  almost  look  into  a patient  and 
see  what  sort  of  cell  chemistry  he  is  carrying  on. 

Apparently,  good  health  is  more  dependent  upon 
normally  placed,  normally  nourished,  and  normally 
functioning  adrenal  glands  than  upon  any  other  one 
organ  or  structure. 

Tissues  are  replaced  regularly  and  all  injuries  are 
healed,  or  should  be,  and  the  healing  process  is 
stopped  normally  at  the  proper  time;  if  not,  then  a 
keloid  occurs.  It  is  well  known  that  a relatively 
small  amount  of  hyperglycemia  may  prevent  or  de- 
lay healing  of  a wound.  It  is  also  known  that  cer- 
tain hormonal  unbalance  may  prevent  union  of 


fractures.  Certain  irritating  substances  may  produce 
exuberant  granulations,  which  are  not  markedly  un- 
like malignant  new  cell  growth.  Fetal  cell  rests  oc- 
cur, and  are  held  under  control  during  fetal  life  and 
until  middle  age,  or  even  into  old  age;  then  some- 
thing happens,  as  we  approach  the  cancer  age,  which 
negatives  this  control  and  permits  these  rests  to  grow 
and  produce  certain  types  of  tumor  or  cancer. 

There  is  probably  ony  a slight  difference  be- 
tween orderly  and  disorderly  cell  replacement,  and 
it  appears  almost  axiomatic  that  this  difference  arises 
from  unbalanced  hormones  or  improper  metabolism 
and  cell  chemistry,  which,  if  once  established,  work 
in  a vicious  circle. 

It  is  probably  impossible  for  any  of  the  internal 
glands  long  to  continue  in  hyperfunction,  else  ex- 
haustion occurs.  It  is  quite  likely  that  what  appears 
as  hyperfunction  is,  in  reality,  a hypofunction  of  an 
antagonistic  gland.  Many  men  believe  that  hyper- 
function of  the  adrenal  glands  will  produce  a goiter 
with  hyperthyroidism,  but  the  author  has  definitely 
proved  that  hyperthyroidism  is  due  to  hypo-adrenal- 
ism,  long  continued. 

Cancer  is  a disease  of  advancing  age  and,  there- 
fore, must  be  due  to  the  general  physiological  chang- 
es regularly  associated  with  this  period  of  life. 

It  sometimes  appears  that  cancer  may  run  in  fam- 
ilies; and  the  opposite  is  equally  true,  that  it  is  ab- 
sent in  o.her  families.  In  commenting  upon  this,  we 
would  say  that  a certain  type  of  constitution  is  a 
marked  characteristic  of  a family.  It  is  my  sugges- 
tion here  that  it  is  quite  possible,  or  even  probable, 
that  there  is  a cancer  constitution,  and  that  we  may 
be  born  with  a definite  probability  of  having  can- 
cer. Warthin  and  Simpson  make  a similar  observa- 
tion, "that  a person  is  born  to  have  a goiter.”  This 
is  "the  thymico-lymphatic  constitution”  which  they 
dtscribe.  It  is  also  my  observation  that  this  same 
type  tends  to  develop  cancer,  plus  certain  improper 
physiological  habits  that  increase  the  liability  of 
these  persons  to  develop  cancer.  I think  none  will 
dispute  me  when  I say  that  there  is  a certain  rela- 
tion between  the  type  of  body  and  the  internal 
glandular  system,  which  is  evidenced  at  birth. 

Without  question,  certain  of  our  presently  accept- 
ed etiological  factors  are  true  in  fact,  such  as  chronic 
localized  infections,  chemical  or  physical  irritations, 
cell  rests  and  trauma;  I believe  that  these  are  simply 
areas  of  lower  resistance  that  develop  first  when  the 
constitutional  physiology  reaches  a cancer-develop- 
ment stage. 

It  is  a well-known  fact  that  a woman  suffering 
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with  Addison’s  disease  is  unable  to  carry  a child  to 
term.  This  is  a most  direct  proof  that  adrenal  func- 
tion of  mother  and  child  is  the  directing  force  that 
is  necessary  for  orderly  development  of  the  fetus. 
Such  a woman  may  bear  a child,  if  treated  with  cor- 
tin.  This  further  bears  evidence  that  pigmentation 
in  pregnancy  is  due  to  adrenal  insufficiency. 

The  percentage  of  malignancies  is  much  higher  in 
women  than  in  men,  therefore  it  is  reasonable  to  as- 
sume that  there  is  some  etiology  that  is  peculiarly 
present  in  women.  In  addition  to  pelvic  and  breast 
infections  and  trauma,  women  are  subject  to  a high- 
er percentage  of  goiter,  of  visceroptosis,  of  chronic 
nephritis,  of  constipation,  of  dehydration  from  low 
fluid  intake  and  from  purging,  of  auto-toxemias, 
and  of  poorer  general  metabolism. 

When  biochemistry  succeeds  in  giving  us  the  exact 
chemistry  of  the  cell  and  an  accurate  measurement 
of  hormones,  we  will  probably  then  be  able  to  prove 
the  physiological  phenomena  that  are  now  evident  to 
us  in  malignancy. 

FACTS  I HAVE  LEARNED  ABOUT  ADRENALS  AND 
KIDNEYS  IN  MY  OWN  WORK. 

1.  In  the  new-born  and  in  normal  children  and 
young  adults,  the  adrenals  and  the  kidneys  are 
tucked  up  close  to,  and  supported  by,  the  diaphragm 
and  the  perirenal  capsule.  When  ptosis  occurs  to  the 
kidneys  and  adrenals,  their  displacement  occurs  en- 
tirely within  this  capsule  and  is  not  influenced  by  the 
liver  or  any  other  adjacent  organ. 

2.  In  the  new-born,  the  adrenal  tissues  are  quite 
fragile  and  succulent,  while  in  the  elderly  adult  the 
adrenal  is  tough  and  fibrous,  much  decreased  in  size, 
and  is  usually  flattened  out  by  being  stretched  by 
the  vertical  pull  of  the  kidneys. 

3.  In  the  elderly  adult,  the  adrenals  might  be  de- 
scribed as  about  the  size  of  various  coins — a quar- 
ter, fifty-cent  piece,  or  a dollar — that  had  been  run 
over  and  twisted  into  various  shapes. 

4.  I have  found  a normal  gland  in  a sixteen-year- 
old  husky  youth,  and  a near-normal  in  a woman  of 
thirty-six;  these  are  the  only  ones  found  in  adults. 

5.  The  ptosis  of  the  adrenal  gland  is  always  ap- 
proximately one-half  the  ptosis  of  the  kidney,  and 
the  greater  the  ptosis,,  the  greater  the  deformity  of 
the  gland.  Usually  it  is  a flattened  inverted  Y,  but 
in  ptosis  the  Y may  take  any  position,  or  one  arm 
may  be  short  or  almost  absent. 

6.  The  vessels  and  nerves  are  stretched  to  the 
new  position  of  the  gland.  If  this  ptosis  were  sud- 
den, from  trauma,  these  vessels  might  be  torn  and 
produce  a perirenal  hemorrhage. 


7.  The  individual’s  complexion  is  dependent  up- 
on the  adrenal  function,  and  this  is  dependent  upon 
the  degree  of  ptosis  and  damage  therefrom.  The 
schoolgirl  complexion  can  come  only  from  adrenal 
glands  of  good  function,  and  can  be  found  only  in 
people  without  injurious  visceroptosis. 

8.  There  is  evidence  of  low  adrenal  function  in 
the  sallow,  slender,  anemic  child  of  early  age.  The 
anemia  appears  to  be  due  to  the  retention  of  urinary 
waste  products. 

9.  Low  blood  pressure  is  regularly  found  in  hypo- 
cortinism,  unless  the  accompanying  renal  disease  off- 
sets it  and  further  produces  a hypertension.  The 
picture  will  be  determined  by  that  which  is  more 
diseased,  but  symptoms  of  both  may  be  present. 

10.  The  adrenal  function  may  be  so  low  in  non- 
tuberculous  glands,  that  in  fact  it  will  simulate  true 
Addison’s  disease,  and  it  is  due  to  the  same  cause, 
hypo-cortinism. 

11.  All  pigmentation,  of  whatever  degree,  is  due 
to  lowered  function  of  the  adrenal  cortex.  This  in- 
cludes all  cases,  from  sallow  skin  to  pigmentations 
of  hyperthyroidism,  pregnancy,  "chloasma  uteri- 
num,” and  true  Addison’s  disease. 

12.  The  condition  known  as  "nervous  prostra- 
tion” is  due  to  neuro-mvo-circulatory  asthenia,  from 
exhausted  adrenal  glands. 

13.  All  cases  of  hypo-cortinism  are  more  subject 
to  all  types  of  infections.  This  has  been  stressed  by 
Dr.  Richard  Whitehead  of  Colorado.  Vincent  states: 
"The  removal  of  a large  part  of  the  adrenal  tissues 
renders  the  animal  more  susceptible  to  infections.” 

14.  I have  done  a double  adreno-nephropexy  to 
numerous  visceroptotic  thymico-lymphatic  children, 
and  have  observed  that  they  undergo  a very  consid- 
erable recovery  from  their  unstable  constitution,  to 
a much  more  normal  appearance  and  physical  and 
mental  activity.  This  also  appears  to  give  certain 
evidence  that  the  adrenal  function  has  much  to  do 
toward  producing  a normal  constitution  in  the  grow- 
ing child.  I have  operated  upon  children  as  young 
as  three  years  and  adults  as  old  as  77  years. 

15.  It  is  most  surprising  to  what  extent  the  ad- 
renal function  will  recover  in  patients  of  all  ages, 
after  this  operation.  All  types  of  asthenias  are  im- 
mediately improved;  pigmentations  clear  rapidly, 
even  before  the  patients  leave  the  hospital.  Either 
hypertension  or  hypotension  does  equally  well,  for 
both  lesions  are  corrected.  There  is  a similar  im- 
provement in  the  entire  internal  glandular  system. 
This  is  true,  also,  with  the  general  metabolic  process- 
es, and  goiter  and  hyperthyroidism  are  permanently 
relieved. 
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TREATMENT 

Treatment,  according  to  present  ideas,  naturally 
divides  itself  into  two  phases:  preventive  measures, 
and  active  measures. 

( 1 ) Preventive  Measures.  Accepting  the  basis 
that,  in  an  individual  approaching  cancer  age,  the 
better  or  more  perfect  his  physiological  and  meta- 
bolic biochemical  processes  may  be,  the  less  proba- 
bility there  is  that  he  will  develop  malignancy;  then, 
this  would  mean  that,  throughout  his  entire  life, 
every  advisable  factor  leading  to  this  happy  condi- 
tion should  have  been  done  at  the  necessary  moment 
to  secure  the  most  lasting  and  permanent  relief  to 
the  various  vital  glands  and  organs,  from  a biochem- 
ical viewpoint.  If  these  measures  have  not  been  fol- 
lowed, then  he  must  be  carefully  studied  for  numer- 
ous conditions  that  tend  to  affect  one’s  general  and 
continuing  health.  These  are:  blood  constituents, 
general  vitality,  color  and  texture  of  the  skin,  bright- 
ness of  eyes,  edema  of  shins,  appearance  of  the 
tongue,  constipation,  hydration  or  dehydration,  ap- 
petite, sleep,  blood  pressure,  heart  rate  and  tone,  in- 
ternal glandular  activity  and  any  evidence  of  hor- 
monal unbalance,  localized  infections,  chemical  or 
physical  irritations,  new  growths,  any  type  of  hem- 
orrhage, character  of  stools,  headaches,  migraine  or 
visual  disturbances,  chronic  uremia  with  or  with- 
out chronic  nephritis,  undue  ptosis  of  abdominal  or- 
gans or  kidneys  or  adrenals,  urinary  tract  infections, 
recurring  pains  of  any  type,  total  fluid  intake  and 
urinary  output;  in  fact,  every  possible  thing  that 
can  affect  the  general  metabolism  of  the  body.  These 
should  all  be  corrected  by  whatever  method  neces- 
sary, and  surgery  should  be  used  liberally  when  nec- 
essary or  if  it  offers  better  prospects  of  a normally 
functioning  entity.  Especial  emphasis  should  be 
placed  on  gallstones,  chronic  appendix,  digestive  dis- 
turbances, tumors  of  breasts  or  moles  on  skin,  pelvis 
tumors,  perineal  lacerations,  prolapse,  bladder  irri- 
tations, blood  chemistry,  renal  prolapse,  renal  infec- 
tions, and  renal  function,  adrenal  ptosis,  adrenal 
function,  goiter,  and  metabolic  rate. 

This  is  a health  examination  what  is;  and  it  is 
physiological  surgery  for  the  sake  of  obtaining  and 
insuring  permanent  health,  and  not  simply  to  remove 
an  offending  organ.  This  should  insure  a perfect,  or 
near  perfect,  functioning  organism,  and  should  be 
our  greatest  guarantee  of  avoiding  malignancy. 

(2)  Treatment  in  Established  Malignancies.  In 
addition  to  all  the  known  best  measures  we  are 
using  today,  one  should  attempt  to  establish  good 
physiology,  especially  renal  function  and  bowel  elim- 
ination without  cathartics,  which  are  always  dam- 


aging. If  the  patient  is  apt  to  live  a reasonable 
length  of  time,  then  renal  and  adrenal  ptosis  should 
be  looked  for.  If  found,  I have  advised,  and  would 
advise,  operations  for  the  cure  of  ptosis.  These  op- 
erations are  without  danger  or  shock,  and  may  give 
much  benefit. 

Various  glandular  products  may  be  used.  I have 
used  them,  as  have  numerous  other  men,  but  I do  not 
feel  that  I have  had  enough  experience  or  proof  of 
their  value  to  express  an  opinion  at  this  time. 

I am,  therefore,  as  you  can  readily  see,  advising 
numerous  measures  for  the  enhancement  of  the  indi- 
vidual’s general  health,  at  a period  when  one  needs 
the  aid  of  every  possible  factor,  to  give  him  such  a 
body  that  he  may  carry  on  his  activities  with  pleas- 
ure to  himself  and  honor  to  his  medical  adviser. 

I have  not  attempted  to  give  final  answer  to  any 
of  the  questions  I have  brought  up  in  regard  to  this 
baffling  disease;  but  I do  wish  to  call  your  attention 
to  the  fact  that  I have  here  suggested  the  method 
of  an  intelligent  approach  to  perhaps  the  most  im- 
portant internal  gland,  with  a definite  foreknowl- 
edge that  its  functions  can  and  will  be  benefited, 
and,  through  it,  the  other  glands  will  share  this  bene- 
fit, as  will  the  general  metabolism  of  the  entire  body. 

We  believe  that  we  have  opened  up  an  entirely 
new  field  for  experimental  study  that  has  possi- 
bilities of  great  reward  to  the  best  minds  that  may 
enter  the  race. 


RADIUM  TREATMENT  OF  CAR- 
CINOMA OF  THE  PROSTATE 
AND  BLADDER 


DAVID  M.  DAVIS,  M.  D. 
Phoenix,  Arizona 


(Read  before  the  Eighteenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, held  at  Albuquerque,  N.  M.,  Dec.  8-10,  1932.) 

The  surgical  treatment  of  carcinoma  of  the  pros- 
tate and  bladder  is  not  satisfactory.  The  only  op- 
eration giving  any  hope  of  cure  in  carcinoma  of  the 
prostate  must  be  the  complete  excision  of  the 
growth.  Young’s  radical  operation  aims  to  do  this, 
but  is  successful  only  in  very  early  and  circumscribed 
growths,  which  constitute  a practically  negligible 
proportion  of  the  cases  seen.  Complete  excision  of 
the  prostate  and  bladder,  with  implantation  of  the 
ureters  in  the  rectum,  has  been  attempted  in  a small 
number  of  cases,  and  has  recently  been  advocated 
again  by  Coffey  of  Portland.  The  mutilation  re- 
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suiting  from  this  operation  and  the  many  dangers 
connected  with  it  have  prevented  its  general  adop- 
tion, and  we  can,  therefore,  say  little  about  its  ef- 
ficacy. 

In  speaking  of  carcinoma  of  the  bladder,  I refer 
only  to  those  growths  which  have  already  infiltrat- 
ed the  bladder  wall,  and  can  not,  therefore,  be  treat- 
ed satisfactorily  by  intravesical  methods.  Excision  is 
the  only  surgical  recourse,  and  often  requires  the 
transplantation  of  the  ureter.  The  operative  mortal- 
ity is  around  20  per  cent,  and  the  end  results  are 
not  good.  Complete  cystectomy  has  also  been  sug- 
gested, but  has  the  same  disadvantages  as  in  the  case 
of  carcinoma  of  the  prostate. 

The  application  of  radium  to  these  growths  was 
begun  as  early  as  1913  in  France,  by  Pasteau,  Schul- 
ler, and  DeGrais.  The  history  of  the  development 
of  methods  of  radium  treatment  is  a long  and  inter- 
esting story,  but  time  prevents  my  touching  on  it 
here. 

At  the  present  time,  two  schools  of  radium  ther- 
apy occupy  the  foreground  of  interest.  In  this  coun- 
try the  most  extensive  and  thorough  work  has  been 
done  by  the  group  of  investigators  at  the  Memorial 
Hospital  in  New  York.  It  has  become  more  and 
more  evident  with  the  passage  of  time  that  it  is 
impossible,  by  surface  radiation  with  either  radium 
or  x-ray,  to  apply  an  adequate  dose  to  any  tumor 
extending  very  far  beneath  the  surface  or  lying  in 
any  of  the  internal  organs  of  the  body.  Radium  was 
therefore  placed  in  the  tumor  itself,  either  by  means 
of  needles  containing  the  element,  or  by  means  of 
small  capsules  containing  radium  emanation.  This 
procedure  has  become  known  as  interstitial  radia- 
tion. The  small  capsules  of  radium  emanation  are 
very  convenient.  At  first  they  were  made  of  glass, 
but  the  necrotizing  effects  of  the  alpha  and  beta 
rays  caused  so  much  trouble  that  they  were  later 
made  of  gold  or  platinum  to  filter  the  rays.  At  pres- 
ent the  emanation  capsules  used  at  the  Memorial 
Hospital  are  of  gold  with  a wall  thickness  of  0.3 
millimeter.  Platinum  capsules  with  a wall  thick- 
ness of  0.3  millimeter  are  also  extensively  used. 
Quimby  and  her  collaborators  have  studied  in  the 
most  thorough  fashion  the  question  of  dosage.  There 
is,  unfortunately,  no  standard  unit  of  dosage  in  the 
case  of  radium.  Quimby  has  adopted  the  threshold 
erythema  dose  as  a unit.  This  is  the  quantity  of 
radiation  which  will  cause  reddening  of  the  skin  in 
80  per  cent  of  the  cases,  and  no  reaction  in  the  other 
20  per  cent.  In  Chicago  a unit  dose  of  about  one 
and  a half  times  as  much  is  used.  Using  the  New 
York  unit,  it  has  been  found  that  the  lethal  dose  fol 


different  kinds  of  cancer  varies  from  2.5  thresholfc 
erythema  doses  to  20  such  doses,  and  that  this  dose 
must  be  delivered  to  every  part  of  the  tumor-bear- 
ing area.  A zone  surrounding  the  palpable  growth 
must  be  radiated  with  equal  intensity  in  order  to 
reach  cancer  tissue  which  has  grown  out  in  the  form 
of  fine  strands  or  nests  from  the  original  growth. 
With  these  figures  at  hand,  it  is  not  difficult  to 
calculate  that  it  is  impossible  to  deliver  a lethal  dose 
to  tumors  lying  as  deeply  as  those  in  the  prostate 
and  bladder  by  means  of  x-ray  or  external  radium 
pack.  Since  tumors  of  the  prostate  and  bladder  have 
been  found  to  require  from  10  to  20  threshold  ery- 
thema doses  to  destroy  them,  it  is  difficult  to  apply 
more  than  about  10  or  13  per  cent  of  the  necessary 
dose  by  means  of  external  radiation  in  any  form. 

Interstitial  radiation  of  carcinoma  of  the  pros- 
tate is  made  difficult  by  the  location  and  shape  of 
the  gland,  and  by  the  fact  that  the  usual  extension 
is  in  the  direction  of  the  seminal  vesicles,  which  pro- 
duces an  irregular  bicornate  tumor.  Even  with  the 
prostate  exposed  by  perineal  incision  or  by  supra- 
pubic cystotomy,  x-ray  studies  have  shown  the  im- 
possibility of  producing  an  absolutely  symmetrical 
placement  of  the  emanation  capsules.  Proper  ir- 
radiation of  the  posterior  surface  of  the  prostate  and 
seminal  vesicles  is  handicapped  by  the  danger  of 
causing  radium  injury  to  the  rectum.  In  spite  of 
this,  it  has  been  possible  to  give  very  satisfactory 
relief  in  many  cases  by  the  implantation  done  in  this 
unsatisfactory  fashion.  Recently  Ferguson  of  New 
York  has  devised  a perforated  plate  which,  used 
from  within  the  bladder  areas,  enables  one  to  obtain 
a very  close  approach  to  a symmetrical  placement  of 
the  capsules  within  the  prostate.  Good  clinical  re- 
sults have  been  observed  following  this  method. 

Except  for  the  very  smallest  tumors,  the  bladder 
should  always  be  opened  for  the  radium  treatment 
of  carcinoma  of  the  bladder.  The  projecting  portion 
is  usually  removed.  The  best  method  for  this  is  the 
radio  knife  or  loop.  The  infiltrating  portion  of  the 
growth  is  then  carefully  implanted  with  emanation 
capsules  so  arranged  that  they  are  never  more  than 
one  centimeter  apart  and  cover  a zone  at  least  one 
centimeter  wide  outside  the  palpable  growth.  The 
latest  tendency  is  to  implant  a rather  excessive  num- 
ber of  capsules  to  make  sure  that  every  portion  of 
the  growth  receives  a generous  amount  of  radiation, 
about  20  threshold  erythema  doses.  For  example,  if 
a flat  circular  tumor  2 cm.  in  diameter  is  implanted 
with  2 me.  capsules  1 cm.  apart,  19  capsules  are  re- 
quired and  every  point  in  the  tumor  will  receive 
from  24  to  3 1 threshold  erythema  doses.  If  this  is 
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accomplished,  one  has  done  everything  possible  and 
it  will  probably  be  unnecessary  to  repeat  the  treat- 
ment at  any  time. 

The  other  method  of  employing  radium  originated 
with  Regaud  in  Paris,  and  with  it  are  associated  the 
names  of  Cade,  Evans,  and  Keynes  in  England,  and 
C.  L.  Martin  in  this  country.  These  workers  believe 
that  multiple  foci  of  small  amounts  of  highly  fil- 
tered radium  element  give  superior  results.  The  ele- 
ment is  preferred  to  the  emanation  because  the 
amount  of  energy  given  off  by  it  does  not  change 
during  the  period  of  treatment.  One  is  thus  able  to 
secure  the  same  amount  of  radiation  in  the  same 
length  of  time  with  a much  smaller  initial  dose  in 
millicuries  than  with  emanation,  as  the  energy  given 
off  from  the  emanation  capsule  progressively  dimin- 
ishes, reaching  about  half  the  original  amount  in 
six  days.  The  radium  element  is  distributed  uni- 
formly along  the  interior  of  a needle  having  a wall 
thickness  of  0.5  millimeter  of  platinum,  to  the 
amount  of  one  milligram  of  radium  element  to  each 
1.6  centimeters  of  length  of  the  needle.  Needles 
of  various  lengths  are  prepared  to  be  used  according 
to  the  situation.  Each  needle  has  an  eye  through 
which  a thread  is  passed  so  that  it  can  be  withdrawn 
when  the  period  of  treatment  is  over.  The  needles 
are  usually  left  in  place  for  seven  or  eight  days. 
While  these  needles  were  at  first  designed  for  inter- 
stitial radiation,  those  who  have  used  them  most  now 
find  that  the  best  results  are  obtained  by  cutting  off 
the  cancerous  area  in  every  direction  from  the  rest 
of  the  body  by  a complete  barrage  of  needles,  which 
must  nowhere  be  more  than  1.5  centimeters  apart. 
It  is  claimed  that,  with  this  arrangement,  there  is 
practically  no  demonstrable  acute  reaction  in  the  tis- 
sues surrounding  the  needle,  and  that  the  tumor,  af- 
ter proper  treatment,  melts  away  without  ever  be- 
coming ulcerated.  The  needles  have  even  been  placed 
in  the  roof  of  the  mouth,  directly  against  the  hard 
palate,  without  causing  any  reaction  or  change  in 
the  bone. 

Cutler  of  Chicago  has  modified  this  method.  He 
uses  needles  similar  to  the  ones  described  above,  but 
filled  with  radium  emanation  to  the  amount  of  one 
millicurie  for  each  centimeter  of  length.  These  need- 
les are  placed  one  centimeter  apart,  and  the  filtration 
again  is  equivalent  to  0.5  millimeter  of  platinum. 
While  he  sacrifices  the  non-decaying  source  of  radi- 
ant energy,  he  has  been  able  to  obtain  some  results 
which  compare  very  well  with  those  obtained  with 
the  radium  element  needles. 

There  can  be  no  question  that  there  is  more  reac- 
tion with  the  0.3  millimeter  gold  capsules  than  there 


is  with  the  0.5  millimeter  needles.  On  the  other  hand, 
the  reactions  occurring  with  the  gold  capsules  vary 
according  to  the  amount  of  emanation  they  con- 
tain, and  if  that  amount  is  not  over  2.5  me.  each, 
the  reactions  are  slight  enough  so  that  they  have  been 
u:ed  freely  and  successfully  in  tumors  in  all  parts  of 
the  body.  Most  of  the  successful  work  in  this  coun- 
try has  been  done  with  them. 

In  treating  carcinoma  of  the  prostate  with  radium, 
one  is  often  handicapped  by  the  fact  that  the  carci- 
noma has  produced  a severe  urinary  obstruction.  If 
the  radium  is  applied  through  a suprapubic  opening, 
a suprapubic  drain  will  lead  off  the  urine  until  such 
time  as  the  hoped-for  shrinkage  of  the  prostate  and 
restoration  of  urination  occur.  If  the  radium  is  in- 
serted perineally,  the  same  thing  may  be  accom- 
plished by  means  of  a retention  catheter.  If  ob- 
struction persists  in  spite  of  treatment,  urination  can 
be  restored  by  removing  a portion  of  the  growth  sur- 
rounding the  urethra,  by  means  of  a punch  instru- 
ment or  a prostatic  resector.  This  latter  instrument 
makes  it  possible  to  assure  voiding  in  all  cases  ex- 
cept those  where  the  obstruction  is  due  to  carcinoma- 
tous involvement  of  the  membranous  urethra.  This 
form  of  obstruction  is,  fortunately,  rare,  as  it  usual- 
ly necessitates  permanent  suprapubic  drainage. 

My  own  work  with  radium  began  with  the  sur- 
face applications  of  radium  element  in  the  bladder, 
urethra,  and  rectum,  according  to  the  method  of 
Young.  A number  of  excellent  symptomatic  results 
were  obtained  by  this  method,  but  modern  develop- 
ments have  shown  clearly  that  the  parts  of  the  tu- 
mors farthest  from  the  surface  do  not  receive  nearly 
enough  radiation  by  this  method.  In  addition,  the 
concentration  of  100  me.  radium  in  one  capsule 
causes  marked  reaction  even  though  the  filtration  is 
2 mm.  platinum.  For  eight  years,  therefore,  I have 
employed  the  gold  and  platinum  emanation  cap- 
sules. In  general  terms,  the  results  have  shown  a 
very  definite  improvement  as  the  dose  has  been  in- 
creased from  year  to  year,  as  more  knowledge  was 
forthcoming.  The  good  results  in  the  earlier  cases 
occurred  in  those  where  the  area  to  be  radiated  was 
small.  An  example  of  this  is  a case  treated  in  Janu- 
ary, 1928,  by  means  of  four  gold  emanation  cap- 
sules containing  2.5  millicuries  each,  a total  of  10 
millicuries.  In  this  case  the  tumor  was  very  large,  but 
the  pedicle,  while  infiltrated,  was  only  about  1 cen- 
timeter in  diameter.  The  patient  has  remained  well 
since,  a period  of  nearly  five  years.  In  another  case 
the  pedicle  was  about  2 centimeters  broad  and  also 
infiltrated.  This  case,  treated  in  1926,  received 
fourteen  glass  capsules  containing  0.5  millicurie 
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each,  a total  of  7 millicuries,  and  remained  well 
for  one  and  three-quarters  years,  after  which  the 
patient  was  lost  sight  of.  The  tendency  has  always 
been  to  treat  small  tumors  with  perhaps  more  radium 
than  was  necessary,  but  only  lately  have  we  begun 
to  realize  the  large  quantities  necessary  for  the 
larger  growths.  I recently  treated  a rather  large 
infiltrated  base  in  the  bladder  with  30  millicuries  di- 
vided into  twelve  platinum  capsules,  and  feel  that 
this  dose  is  scarcely  sufficient.  It  should  be  noted 
here  that  the  most  careful  cystoscopic  examination 
is  necessary  before  operation,  in  order  to  estimate 
accurately  the  amount  of  radium  needed. 

In  regard  to  carcinoma  of  the  prostate,  my  records 
show  a case  treated  in  192  5 with  six  platinum  cap- 
sules of  2.5  millicuries  each,  and  another  in  1926 
with  ten  glass  capsules  of  0.75  millicurie  each.  At 
the  present  time  such  doses  seem  woefully  inade- 
quate. The  last  two  cases  treated  have  received,  re- 
spectively, 3 0 millicuries  and  46  millicuries.  The 
earliest  case  in  which  I administered  30  millicuries 
was  treated  nineteen  months  ago,  at  which  time 
there  were  present  great  difficulty  and  pain,  and  a 
frequency  of  six  to  seven  times  at  night,  and  about 
every  one  and  a half  hours  during  the  day.  The  pa- 
tient now  voids  two  or  three  times  a day  and  gets 
up  once  or  not  at  all  at  night.  The  pain  has  entire- 
ly disappeared,  and  there  is  only  the  slightest  hesi- 
tancy. The  prostate  is  diminished  in  size  and,  while 
moderately  irregular,  is  elastic,  and,  I believe,  would 
not  be  suspected  of  carcinoma  if  the  history  were 
not  known.  On  the  other  hand,  metastasis  has  re- 
cently been  demonstrated  in  the  bones  of  the  pelvis, 
so  that  the  patient  will  ultimately  succumb  to  this 
disease.  In  the  meantime,  he  feels  perfectly  well  and 
works  very  hard  every  day.  The  value  of  such  a re- 
sult to  the  patient  can  not  be  overestimated,  even 
when  there  is  no  hope  of  cure.  The  progress  already 
made,  however,  is  so  great  that  we  may  confidently 
look  forward  to  a not-far-distant  time  when  we 
may  expect  to  obtain  a reasonable  proportion  of 
cures  in  carcinoma  of  the  prostate  and  bladder  ai 
surely  as  we  now  expect  cures  in  the  radium  treat- 
ment of  carcinoma  of  the  breast  and  uterus. 

There  is  definite  evidence  that,  in  some  cases  at 
least,  surgical  procedures  carried  out  on  carcinoma- 
tous prostates  hasten  the  growth  of  the  tumor.  I 
recall  three  cases  which  suggest  this  very  strongly. 
In  one  of  them,  a conservative  perineal  prostatec- 
tomy was  done  on  a large  prostate  which  proved  to 
be  entirely  carcinomatous.  About  a month  later,  a 
dose  of  radium,  which  we  now  know  to  have  been 
inadequate,  was  inserted.  The  prostate  remained 


stationary  for  about  three  or  four  months,  and  then 
increased  rapidly  in  size.  In  the  second  case,  it  was 
impossible  to  use  radium  for  financial  reasons.  The 
patient  had  a moderately  large  prostate  and  com- 
plete retention.  The  retention  was  relieved  about 
six  and  a half  months  ago  by  a prostatic  resection. 
While  the  patient  has  been  able  to  void  comfort- 
ably since  that  time,  the  prostate  has  shown  a rapid 
increase  in  size.  The  third  case  was  treated  in  sim- 
ilar fashion  seven  months  ago.  He  was  able  to  void 
for  a time,  but  then  had  complete  retention  again. 
Examination  showed  that  the  prostate  had  increased 
markedly  in  size,  and  that  the  obstruction  was  due 
to  a carcinomatous  stricture  of  the  membranous  ure- 
thra. Since  dilatation  produced  little  or  no  improve- 
ment, suprapubic  cystostomy  became  necessary. 

While  we  all  look  forward  to  the  future  with 
hope,  yet  as  physicians  we  are  more  interested  in 
knowing  what  can  be  accomplished  at  the  present 
time  with  the  means  available.  In  carcinoma  of  the 
prostate  we  are  not  justified  as  yet  in  hoping  for 
cure,  but  we  can  be  almost  certain  that,  if  the 
growth  is  not  in  the  most  extremely  advanced  stage, 
it  can  be  arrested  and  normal  urination  restored  and 
maintained  for  a long  time  in  a great  majority  of 
cases.  In  infiltrating  carcinoma  of  the  bladder,  the 
records  of  Memorial  Hospital  now  show  about  2 5 
per  cent  of  the  patients  well  from  three  to  five 
years  after  radium  treatment,  and  we  must  remem- 
ber that  even  three  years  ago  radium  treatment  was 
applied  in  a far  less  effective  manner  than  today. 
We  no  longer  need  fear  the  reactions  which  proved 
so  distressing  when  large  amounts  of  unfiltered  or 
insufficiently  filtered  radium  was  applied  more  or 
less  at  random.  While  such  results  are  not  satisfac- 
tory to  those  enthusiastic  over  the  future  of  radium, 
they  are  certainly  good  enough  to  demand  the  atten- 
tion of  every  physician.  As  compared  with  surgical 
procedures,  the  application  of  radium  is  very  safe, 
with  practically  no  primary  mortality,  and  the  end 
results  in  the  two  fields  that  I have  discussed  are  al- 
ready superior  to  any  that  have  been  attained  by 
surgery. 

ANNOUNCEMENT 

Drs.  W.  B.  Coffey  and  J.  D.  Humber  announce 
the  removal  of  the  Cjoffey-Humber  Malignancy 
Clinic  from  the  Southern  Pacific  General  Hospital 
with  the  establishment  of  Diagnostic  Clinics  at  909 
Hyde  Street,  comer  Bush  Street,  San  Francisco, 
California,  M.  G.  MacNevin,  M.  D.,  Director,  and 
1303  South  Gramercy  Place,  comer  Pico  Boulevard, 
Los  Angeles,  California,  R.  W.  Starr,  M.  D.,  Direc- 
tors. Physicians  are  cordially  invited  to  visit 
these  clinics. 
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PSORIASIS  RUPIOIDES  WITH 
CARCINOMA 


E.  W.  JOHNS,  M.  D. 

Lovelace  Clinic 
Albuquerque,  New  Mexico. 

(Read  before  the  Eighteenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, held  at  Albuquerque,  N.  M.,  Dec.  8-10,  1932.) 

Psoriasis  rupioides  is  a sufficiently  rare  condition 
to  warrant  the  presentation  of  such  a case  report, 
and  when,  in  addition,  it  is  complicated  by  an  epi- 
thelioma, a detailed  study  of  the  case,  together  with 
somewhat  of  a review  of  the  literature,  is  worth 
while. 

Our  patient  was  referred  to  the  Lovelace  Clinic 
by  Dr.  K.  A.  Herbst,  of  Springerville,  Arizona,  for 
the  removal  of  a large  epithelioma  of  the  foot,  which 
had  been  the  cause  of  several  severe  hemorrhages. 
Not  the  least  interesting  part  of  the  case  was  the 
underlying  condition  which  finally  had  resulted  in 
an  epithelioma — psoriasis  of  the  rare  rupioid  type. 

CASE  REPORT 

The  patient,  E.  B.,  entered  St.  Joseph’s  Hospital 
on  November  29,  1931.  He  was  a white  male,  40 
years  of  age,  unmarried,  by  occupation  a farmer, 
but  he  had  been  unable  to  work  for  the  past  fifteen 
years.  His  father,  two  brothers,  and  two  sisters, 
were  living  and  well.  His  mother  died  from  cere- 
bral hemorrhage  and  one  brother  died  in  infancy. 
One  brother  had  urticaria  as  a child.  No  history 
could  be  elicited  of  the  occurrence  of  cancer,  psori- 
asis, eczema,  or  other  skin  trouble,  amongst  any 
blood  relatives. 

Past  Health.  Outside  of  his  present  trouble,  the 
patient  had  had  no  illnesses  except  the  ordinary 
childhood  diseases  and  minor  illnesses.  He  had  had 
no  serious  accidents.  He  stated  that  he  had  always 
been  unable  to  eat  eggs'  or  homy  without  vomiting, 
so  had  religiously  abstained  from  them  for  long 
periods,  without  affecting  his  condition.  He  had  no 
other  known  food  or  other  sensitization. 

Present  Condition.  This  began  when  six  years  of 
age,  and  there  was  a gradual  increase  in  the  condi- 
tion, until  he  has  been  unable  to  work  for  the  last 
fifteen  years.  There  was  originally  no  deformity 
of  the  fingers,  this  having  gradually  developed  dur- 
ing the  last  seventeen  or  eighteen  years.  At  first, 
the  lesions  were  superficial  and,  as  described  by  the 
patient,  could  well  be  the  ordinary  psoriasis  lesions. 
Gradually,  they  became  more  and  more  thickened 
and  deforming.  The  nails  were  early  involved.  He 
early  discovered  that  he  could  remove  the  heavy 
crusts  with  any  grease  by  getting  them  well  soaked 
and  then  peeling  off  the  loosened  crusts,  but  they 
always  soon  recurred.  They  could  be  removed  by 


various  salves  used  by  physicians,  but  he  ascribed 
the  good  effect  to  the  grease  base  of  the  salves. 
No  prolonged  course  of  internal  medication,  such  as 
arsenic  in  the  form  of  Fowler’s,  had  apparently  ever 
been  taken.  Three  years  ago,  he  first  noted  an 
ulcer  on  the  outside  of  his  right  heel.  This  changed 
but  little,  except  for  a slight  increase  in  size,  until 
about  five  months  ago,  when  he  first  noticed  be- 
ginning tumor  formation.  Growth  of  this  tumor 
has  been  very  rapid  since  then.  November  10,  it 
was  removed  by  Dr.  Herbst  by  cautery,  but  re- 
growth was  extremely  rapid.  Several  severe  hem- 
orrhages occurred,  which  were  controlled  with  great 
difficulty  and  which  were  the  patient’s  chief  concern 
and  complaint.  He  had  noticed  an  abnormal  condi- 
tion of  the  tongue  for  ten  years,  which  interfered 
somewhat  with  swallowing. 

Physical  Examination.  This  showed  a fairly  well- 
developed  and  well-nourished  white  male  of  about 
forty  years,  who  was  fairly  intelligent  and  coopera- 
tive. He  was  slightly  pale,  but  dark  complexion 
prevented  this  being  very  noticeable.  His  hair  was 
close  cropped,  with  no  scalp  lesions.  Pupils  reacted 
well  to  light  and  accommodation.  Nose  and  ears 
were  normal.  Teeth  were  very  good.  Tonsils  were 
quite  normal.  The  dorsal  surface  of  the  tongue  was 
much  thickened  and  deeply  'furrowed.  Thyroid 
was  not  enlarged.  Heart  and  lungs  were  normal. 
Abdomen  was  not  tender  and  no  masses  could  be 
palpated.  Liver  was  not  enlarged.  Spleen  was  not 
palpable.  Inguinal  rings  normal.  Normal  external 
genitals.  No  enlargement  could  be  demonstrated  of 
the  cervical,  axillary,  inguinal,  or  popliteal  lymph 
glands.  Knee-jerks  were  normal.  The  outstanding 
thing  about  the  patient  was  the  condition  of  his 
hands  and  feet.  The  skin  of  both  hands  and  both 
feet,  and  the  bony  prominences  of  the  sacrum  and 
buttocks,  were  covered  with  dry,  elevated,  confluent, 
crusted,  scaly  lesions,  which  were  of  a yellowish 
color.  The  arrangement  of  the  lesions  was  sym- 
metrical to  a striking  degree.  These  were  quite 
readily  peeled  off,  exposing  the  skin,  which  looked 
fairly  normal  except  that  it  was  a little  redder  than 
normal.  True  bleeding  points  could  not  be  de- 
monstrated, but  the  skin  beneath  these  crusts  was 
very  thin  and  very  easily  traumatized.  The  palms 
and  soles  and  the  whole  of  the  fingers  and  toes 
were  almost  a solid  mass  of  crusts,  as  were  also 
the  sides  of  both  hands  and  feet.  The  backs  of  the 
hands  had  only  small  islands  on  each  knuckle  and 
a good-sized  area  over  the  ulnar  prominences  at  the 
wrists.  The  finger  nails  were  involved,  being  thick- 
ened, rough,  and  scaly.  The  fingers  were  deformed 
and  stiff,  with  movement  to  any  extent  of  only  the 
thumb  of  the  left  hand  and  the  thumb  and  fore- 
finger of  the  right  hand.  The  elbows  were  dry  and 
scaly  but  were  without  crusts.  The  upper  surfaces 
of  the  feet  were  pretty  well  covered  but  with 
small  islands  of  apparently  normal  skin.  The  in- 
volved area  extended  for  about  four  inches  above 
the  ankles.  The  knees  were  not  involved.  On  the 
back,  the  bony  prominences  of  the  ilia,  sacrum,  and 
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ischia  had  small  islands  of  involved  skin.  The  rest 
of  the  skin  of  the  body  appeared  normal.  No 
lesions  of  ordinary  psoriasis  could  be  found.  On 
the  lateral  aspect  of  the  right  foot  below  the  ankle, 
there  was  a large  tumor  mass  measuring  about  four 
inches  in  diameter  and  two  inches  in  depth.  It  was 
a raw  fungoid,  dark-red,  ulcerated  mass  of  malig- 
nant-appearing tissue,  very  vascular  and  moist  with 
serum  and  pus. 


Fig.  2 

Laboratory  examinations  were  as  follows:  Blood 

Wassermann,  negative.  Hemoglobin  (Newcomer 
method)  38  per  cent;  red  cells  per  cmm.  2,270,000; 
white  cells  per  cmm.  18,100;  87  per  cent  polymorpho- 
nuclears;  9 per  cent  small  lymphocytes;  1 per  cent 
large  lymphocytes;  3 per  cent  transitionals ; no 
eosinophiles.  Urine  was  entirely  negative  except 
for  an  occasional  granular  cast.  Scales  from  the 
back  of  the  hand  were  examined  for  fungi,  but  none 
were  found  and,  on  culturing,  only  staphylococci 
were  obtained. 

On  December  1,  1931,  the  right  leg  was  amputated 
about  the  junction  of  the  middle  and  lower  thirds, 
because  of  the  tumor.  The  pathological  report  of 


Dr.  M.  R.  Warden,  pathologist  to  St.  Joseph’s 
Haspital,  on  this  specimen  is  as  follows: 


Fig.  3 

Gross  Description:  The  right  leg  has  been  am- 

putated 18  cm.  above  the  ank'ie  joint.  On  the 
lateral  aspect  of  the  foot  there  is  a large  tumor 
mass  which  is  elevated  about  3.5  cm.  above  the 
general  level  of  the  skin  surface,  and  which  meas- 
ures 13  cm.  in  diameter.  The  posterior  border  of 
the  tumor  mass  projects  about  1.5  cm.  beyond  the 
posterior  border  of  the  heel  and  its  inferior  border 
extends  about  8 mm.  below  the  level  of  the  bottom 
of  the  heel.  Its  upper  border  extends  slightly 
above  the  ankle  joint,  and  its  anterior  border  oc- 
cupies about  the  level  of  a plane  through  the  joint 
between  the  talus  and  the  navicular.  A considerable 
portion  of  the  surface  of  the  tumor  mass  is  covered 
by  a black,  dried  crust.  The  greater  portion  of  the 
remainder  of  the  surface  is  covered  by  yellowish 
material  resembling  pus.  When  the  pus  is  washed 
off,  a portion  of  the  surface  appears  to  be  covered 
by  the  skin;  the  other  portions  appear  to  have  no 
epithelial  covering.  The  foot  itself  is  about  one- 
half  covered  by  elevated,  confluent,  scaly  lesions. 
These  lesions  are  present  especially  on  the  sole,  the 
plantar  and  lateral  side  of  the  heel,  over  the  dorsal 
surface  of  the  toes,  and  in  a large  patch  over  the 
instep.  When  some  of  the  crusted,  scaly  lesions 
are  scraped  off,  skin  which  appears  normal  except 
for  slight  reddening,  is  found  beneath  them.  A 
culture,  taken  under  sterile  conditions  from  a piece 
of  tissue  removed  from  the  center  of  the  tumor 
mass,  yields  a growth  of  staphylococci.  When  the 
tumor  mass  is  incised,  rather  friable,  gray  tissue  is 
revealed.  The  turner  has  revealed  the  calcaneus, 
which  can  be  cut  rather  readily  with  a knife.” 

Microscopic  Description:  In  stained  microscopic 

sections  of  the  large  tumor  mass  on  the  side  of  the 
foot,  solid  masses  of  epithelial  cells  are  seen  within 
a connective-tissue  stroma.  At  the  centers  of  some 
of  the  masses,  cell  bodies  are  seen  which  take  no 
nuclear  stain.  These  have  the  appearance  of  areas 
of  necrosis.  The  epithelial  cells  within  the  masses 
are  large  and  polygonal  and  contain  rather  large, 
deeply-staining  nucl  i.  Within  som?,  mitotic  fig- 
ures are  seen.  These,  however,  are  not  numerous. 
The  stroma  shows  considerable  round-cell  infiltra- 
tion. Epithelial  pearls  are  not  seen. 

“In  sections  cut  at  right  angles  to  the  surface  of 
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portions  of  the  skin  taken  from  the  scaly  region  on 
the  dorsum  of  the  foot,  and  stained  with  hema- 
toxylin and  eosin,  the  stratum  corneum  is  found 
to  be  abnormally  thick.  In  it  are  seen  numerous 
narrow  slits,  or  clear  spaces,  arranged,  for  the  most 
part,  nearly  parallel  with  the  skin  surface.  These 
give  this  layer  the  appearance  of  having  been 
divided  into  an  interlacing  network  of  bundles, 
which  lie  parallel  with  the  surface  of  the  skin.  In 
the  outer  portion  of  this  layer,  a few  nuclei  are 
still  visible,  and  the  layer  as  a whole  tends  to  take 
on  a bluish  tint  with  the  hematoxylin.  No  definite 
stratum  lucidum  is  recognized.  A stratum  granu- 
losum  is  present.  In  the  rete  mucosum,  the  rete 
pegs  are  seen  to  be  elongated.  That  portion  of 
the  rete  covering  the  papillae,  however,  is  seen  in 
many  places  to  be  quite  thin.  The  corium  is  com- 
posed of  quite  dense  connective  tissue,  within  which 
numerous  small  blood  vessels  are  seen  in  longi- 
tudinal section.  Very  few  granular  structures,  and 
no  hair  follicles,  are  seen.  Little,  if  any,  cellular 
infiltration  is  present.  There  does  appear,  however, 
to  be  slight  infiltration  by  lymphoid  cells  in  the 
perivascular  region.  The  microscopic  picture  thus 
corresponds  with  that  of  psoriasis. 

“Final  Pathological  Diagnosis:  Epithelioma  of  the 
skin  of  the  right  foot,  with  direct  extension  to  the 
bone  of  the  calcaneus.  Psoriasis.” 

The  only  treatment  of  the  skin  undertaken  was 
an  x-ray  exposure  of  the  hands  and  petrolatum  to 
all  the  affected  skin,  which,  after  getting  well 
saturated,  peeled  off  but  with  some  difficulty.  The 
patient  made  an  uneventful  recovery  from  the  am- 
putation and  was  discharged  from  the  hospital  on 
December  15,  1931.  He  returned  at  once  to  his 
borne,  since  when  we  have  not  seen  him,  but  we 
wrote  him  inquiring  as  to  his  present  condition  and 
on  November  10.  1932,  had  a letter  from  him  in 
which  he  stated  that  his  skin  condition  was  un- 
changed— both  the  hands,  which  were  treated  with 
x-ray,  and  the  one  remaining  foot  and  the  back, 
being  involved  as  before.  He  said  that  his  stump 
had  healed  up  entirely  and  that  as  yet  he  was 
without  evidence  of  other  tumors  or  other  symp- 
toms, that  he  could  note,  of  secondary  carcinoma. 

The  lesions  on  this  man’s  skin  had  no  resemblance 
to  ordinary  psoriasis,  with  which  we  are  all  familiar, 
nor  very  much  to  any  other  condition  which  we  had 
ever  seen.  So  we  searched  all  the  books  we  had  at 
hand  and  made  a tentative  diagnosis  of  the  rupioid 
type  of  psoriasis,  particularly  through  Ormsby’s' 
description,  together  with  his  cut  picturing  rupioid 
psoriasis  of  the  elbow.  Later,  we  were  able  to  get 
the  histological  report.  While  the  histological  pic- 
ture is  that  of  psoriasis,  the  crusts  are  entirely  un- 
like those  of  ordinary  psoriasis.  Instead  of  the  small, 
whitish,  loosely  adherent  scales  of  the  ordinary  type 
of  psoriasis,  there  were  large,  adherent,  confluent, 


yellowish  scales  which  were  quite  unlike  any  of  the 
usual  forms  of  psoriasis. 

This  form  of  psoriasis  was  apparently  first  describ- 
ed by  Dr.  McCall  Anderson2  of  Glasgow,  in  186  5, 
and  was  given  the  name  of  psoriasis  rupioides,  by 
which  it  has  since  been  known.  We  quote  as  fol- 
lows from  his  description: 

"There  is  a peculiar  appearance  which  psoriasis 
some  imes  assumes,  which  I first  observed  a good 
many  years  ago,  and  which  has  never  been  describ- 
ed. When  it  occurs  it  may  be  regarded  as  a stage 
intervening  between  the  so-called  psoriasis  guttata 
and  nummularis.  In  it  the  accumulation  of  epidermis 
takes  place  to  an  unusual  extent,  so  that  on  many  of 
the  patches  it  assumes  the  shape  of  large  conical 
crusts  marked  by  concentric  rings.  In  fact,  they  ex- 
actly resemble  in  shape  limpet  shells  and  from  their 
likeness  to  crusts  or  rupia  I have  called  this  variety 
psoriasis  rupioides.  Except  in  the  shape  of  the  crusts, 
however,  there  is  no  connection  whatever  with  rupia, 
and,  on  removing  a crust,  there  is  no  ulceration  be- 
neath; but  a slightly  elevated,  dusky-red,  rounded 
surface  is  exposed  to  view,  which  sometimes  bleeds 
a very  little.” 

Nearly  all  textbooks  on  skin  mention  this  sub- 
variety  of  psoriasis  but  devote  only  a line  or  two  to 
it  and  state  that  it  is  very  rare.  Various  authorities 
mention  that  it  is  apt  to  be  symmetrical  in  its  man- 
ifestation, as  is  characteristic  of  all  psoriasis  and 
which  is  true  of  pur  case.  Our  case  is  rather  un- 
usual in  its  distribution,  in  that  the  palms  and  soles 
are  involved,  which  is  unusual  for  psoriasis.  Dr. 
Pearson"  reports  a case  of  rupioid  psoriasis  with  pal- 
mar involvement,  and  makes  the  following  com- 
ment : 

"It  is  now  (188  6)  almost  universally  acknowl- 
edged by  dermatologists  that  non-syphilitic  palmar 
psoriasis  is  of  extremely  rare  occurrence — most,  if 
not  all  of  the  cases  formerly  described  as  such  being 
examples  of  squamous  eczema.  That,  however,  the 
palms  may  in  exceptional  cases  be  attacked  with 
true  psoriasis,  must,  I think,  be  admitted  as  illus- 
trated in  the  present  instance.  When,  however,  such 
an  occurrence  takes  place,  the  disease  is  never  limit- 
ed ro  that  region  exclusively.” 

Reimans'  states  in  his  Pathology,  1929  edition: 
"The  soles  of  the  feet,  the  palms  of  the  hands,  even 
in  universal  psoriasis,  remain  free  in  the  great  ma- 
jority of  cases,  but  more  recent  investigations  seem 
to  show  that  these  situations  are  more  frequently 
involved  than  was  previously  thought.” 

Dr.  C.  Audrv5  reports  a case  which  he  diagnoses 


98 


SOUTHWESTERN  MEDICINE 


as  rupioid  psoriasis  and  which  he  reports  as  involv- 
ing the  backs  of  both  hands  in  a young  man  of 
twenty  years  of  age.  He  gives  a rather  similar  his- 
tological picture  to  what  we  have  found. 

Hallopeau  and  Lemierre'  report  a case  of  typical 
rupioid  psoriasis  except  that  in  places  there  was  a 
slight  moist  secretion.  Then  in  the  Clinical  Notes 
of  the  Lancet,  a case  of  Dr.  F.  Buzzard’s'  is  report- 
ed which  is  quite  typical.  He  reports  temporary 
clearing  up  of  the  lesions  with  alkaline  baths,  ap- 
parently due  to  the  softening  effect  on  the  hard- 
crusted  lesions. 

In  Guy’s  Hospital  Reports'  are  reported  two  cases 
diagnosed  as  rupioid  psoriasis,  one  a boy,  but  the  age 
not  given,  and  the  other  a girl  of  four  years  of  age. 
This  age  is  still  younger  than  that  of  our  case,  in 
which  the  onset  was  given  by  the  patient  as  six  years. 
In  both  of  these  cases,  the  typical  crusts  were  de- 
scribed, but  apparently  no  histological  examination 
was  made.  The  treatment  of  the  second  case  is  re- 
ported as  the  giving  of  Fowler’s  solution  internally 
and  the  application  of  picis  unguent  to  the  lesions, 
with  temporary  removal  of  most  of  the  crusts.  The 
result  was  ascribed  to  the  Fowler’s  solution,  but, 
with  our  experience,  we  should  be  inclined  to  give 
the  credit  to  the  picis  unguent. 

In  the  differential  diagnosis,  the  following  con- 
ditions must  be  considered: 

1.  Syphilitic  psoriasis  or  syphilitic  rupia,  so- 
called,  which  typically  involves  the  palms  and  soles, 
must  be  first  considered,  but  the  negative  Wasser- 
mann,  together  with  the  length  of  time  the  condi- 
tion has  been  present  with  otherwise  good  health 
and  lack  of  other  stigma,  rules  this  out. 

2.  Parapsoriasis  is  a quite  different  condition, 
with  relatively  flat  superficial  lesions — some  of 
which  are  papular.  They  are  always  discreet  and 
scattered  over  both  the  trunk  and  limbs. 

3.  Squamous  eczema  is  marked  by  more  or  less 
redness,  infiltration,  and  exfoliation  of  the  skin  wi  h 
small,  thin,  whitish  scales,  and  eczema  sclerosum, 
which  is  frequently  observed  upon  the  palmar  and 
plantar  surfaces,  presents  a densely  thickened  inelas- 
tic integument,  suggesting  the  condition  of  tanned 
leather. 

4.  The  second  stage  of  mycosis  fungoides  is  elim- 
inated by  the  length  of  time  the  condition  has  been 
present  without  change. 

5.  Arsenical  keratoses  are  small-shot-sized  horny 
elevations  like  small  corns,  which  appear  on  the  palms 
and  soles,  and  which  occur  only  after  prolonged  use 


of  arsenic,  which  does  not  appear  to  have  ever  been 
taken  by  our  patient. 

6.  Hyperkeratosis  of  soles  and  palms  is  limited  to 
these  surfaces  and  does  not  form  crusts. 

7.  Lupus  vulgaris  is  eliminated  by  the  long  period 
without  change  and  the  symmetrical  development  of 
the  lesions. 

In  a personal  communication  from  Dr.  G.  P.  Lin- 
genfelter,  of  the  Department  of  Skin,  of  the  Uni- 
versity of  Colorado  Medical  College,  he  suggests 
that,  in  the  differential  diagnosis,  the  following,  as 
well,  should  be  considered: 

8.  Dermatitis  vegetans  is  characterized  by  vege- 
tative plaques,  which  may  occur  in  various  parts  of 
the  body  and  follow  an  inflammatory  condition. 
The  apparent  total  lack  of  dermatitis  at  any  time 
apparently  rules  this  out. 

9.  Fungus  or  vegetable  parasitic  diseases,  for 
which  careful  search  was  made  without  any  being 
found.  These  conditions  do  not  show  the  constancy 
of  the  lesions  of  our  case. 

10.  Pellagra,  which  has  other  manifestations 
which  aru  entirely  absent  from  this  case. 

11.  Keratosis  blennorrhagica,  the  lesions  of 
which  are  somewhat  similar  as  described  by  Hazen”, 
but  it  is  caused  by  gonorrheal  infection,  of  which 
there  is  no  history,  and  the  age  of  onset  makes  this 
improbable.  Besides,  Hazen  states  that  spontaneous 
recovery  occurs. 

The  development  of  a malignant  lesion  on  the  site 
of  a psoriasis  lesion  has  been  reported  quite  a few 
times  in  the  lirerature  but  no  large  number  of  such 
cases  have  as  yet  been  recorded. 

Hartzell10,  in  1899,  seems  to  have  been  the  first 
man  to  have  made  a study  of  such  cases.  He  re- 
ports a case  of  his  own,  a woman  of  thirty-five  years 
of  age  who  had  had  psoriasis  since  fifteen  years  of 
age.  She  had  had  arsenic  in  large  doses  and  arsenical 
keratoses  developed,  on  which  several  rodent  ulcers 
developed,  the  first  one  being  on  one  of  the  heels. 
He  collects  ten  cases,  which  were  all  he  was  able  to 
find  in  the  literature,  and  carefully  analyzes  them, 
with  the  following  comments:  "In  all  of  them  the 
psoriasis,  which  at  first  presented  the  ordinary  type 
of  eruption,  was  of  long  standing,  usually  many 
vears;  in  all  but  three,  some  form  of  keratosis  was 
a marked  feature,  appearing  after  a variable  period, 
most  frequently  upon  the  palms  and  soles  in  the 
shape  of  corn-like  excrescences,  and,  finally,  cancer- 
ous ulceration,  beginning  beneath  one  or  more  of 
these  horny  excrescences,  occurred.  In  all  in  which 
any  mention  is  made  of  the  treatment  of  the  psori- 
asis— eight  out  of  the  eleven — arsenic  had  been  giv- 
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en  in  considerable  quantity  for  a long  period  and, 
in  view  of  its  almost  universal  use  in  this  malady 
(1899),  its  administration  in  the  remaining  three 
cannot  be  positively  excluded.”  He  then  goes  on  to 
discuss  the  frequency  of  the  development  of  carci- 
noma from  arsenical  keratosis  lesions  not  associated 
with  psoriasis,  and  draws  the  conclusion  that  the 
arsenical  keratoses  alone  are  responsible  for  the  de- 
velopment of  the  carcinoma. 

Gray11  in  1912  reports  a case  of  his  own  of  rodent 
ulcer  occurring  in  a woman  who  had  had  psoriasis 
for  thirty-two  years  and  who  had  had  various  kinds 
of  treatment,  including  arsenic.  A lump  was  no- 
ticed ten  years  previously.  Three  years  previously  it 
had  ulcerated  and  lupus  was  diagnosed.  X-ray  and 
radium  were  applied  without  relief,  so  excision  of 
the  lesion  was  done,  and  a pathological  diagnosis  of 
epithelioma  was  made. 

Flint  and  Gordon'"  report  a patient  of  theirs  with 
a squamous  carcinoma  of  the  scalp  and  two  rodent 
ulcers  on  the  shoulder.  The  scalp  malignancy  was  on 
the  seat  of  an  injury,  but  those  on  the  shoulder  were 
on  psoriasis  lesions,  with  which  the  patient  had  suf- 
fered for  twenty  years.  They  do  not  state  what 
treatment  the  case  had  received  for  the  psoriasis. 

Sequeira’  states  in  his  textbook  (1927  edition) 
that  he  has  had  under  his  care  several  cases  of  multi- 
ple superficial  rodent  ulcers  arising  in  patches  of 
psoriasis. 

Arthur  Alexander11  assembled  in  1920  seventeen 
case  reports  in  the  literature,  and  reports  one  case  of 
his  own  of  a cancerous  lesion  developing  on  a psori- 
asis lesion.  Of  these,  he  considered  eleven  as  malig- 
nant degenerations  of  arsenical  hyperkeratosis  or 
arsenical  carcinomas  on  a psoriatic  base.  The  remain- 
ing seven  he  considered  to  be  pure  psoriasis  carci- 
noma with  the  psoriasis  lesions  converted  to  cancer 
directly. 

It  would  seem  probable,  in  view  of  our  modern 
theories  of  malignant  degeneration,  that  psoriasis 
lesions  should  be  more  prone  to  develop  malig- 
nancy. The  common  use  of  severe  escharotics,  such 
as  chrysarobin  and  salicylic  acid,  on  chronic  lesions, 
should  favor  this  as  well.  Then  tar  ointment  is  a 
favorite  remedy  and  it  is  well-known  that  tar  work- 
ers are  quite  prone  to  develop  carcinoma,  so  this 
may  be  a factor  in  some  cases. 

Since  the  advent  of  the  x-ray  and  its  use  for  the 
treatment  of  all  kinds  of  skin  lesions,  it  has  been 
found  that  skin  which  has  received  large  doses  of 
x-rays  is  more  subject  to  the  development  of  malig- 
nancy. This  is  quite  prone  to  occur  where  x-ray 
burns  have  been  produced.  Psoriasis  lesions  offer 


somewhat  analogous  conditions  of  cell  growth,  so 
that,  conceivably,  less  x-ray  than  that  sufficient  to 
cause  x-ray  burns  or  radio  dermatitis,  might  cause 
malignancy  to  develop  on  psoriatic  skin. 

X-ray  is  now  universally  used,  by  almost  every- 
one who  has  an  x-ray  machine,  for  the  treatment  of 
psoriasis,  because  of  the  well-known  fact  that  it  will 
usually  cause  a rapid  and  spectacular  disappearance 
of  the  lesions.  The  disappearance,  however,  is  only 
temporary,  so  that  repeated  x-ray  exposures  may  be 
made  over  a long  period  of  time  in  this  disease,  in 
which  it  is  said  that,  "once  a psoriatic,  always  a 
psoriatic,”  by  men  who  do  not  appreciate  the  dangers 
of  over  exposure  or  by  different  men  in  succession 
treating  the  case  and  who  do  not  know  what  treat- 
ment has  preceded  theirs. 

Goodman  and  Price15  report  a case  of  multiple 
carcinoma  developing  in  a woman  of  forty-five,  who 
gave  a history  of  psoriasis  for  thirty  years  with  a 
series  of  x-ray  treatments  six  years  previously  and 
again  four  years  previously.  Radio  dermatitis  re- 
sulted from  the  second  series  of  treatments.  Then, 
rodent  ulcers  formed,  first  on  an  arm  and  then  on 
a leg.  They  sound  a warning  that  too  many  x-ray 
treatments  are  being  given.  They  conclude  that  the 
psoriatic  skin  has  some  feature  of  unrest  which 
makes  it  more  subject  to  malignancy  and  that  the 
added  irritation  of  arsenic,  or  of  the  reducing  agents 
used  in  salves,  or  the  x-ray  or  radium,  may  initiate 
changes  leading  to  cancer-cell  proliferation.  They 
conclude  that  no  patient  should  receive  more  than 
six  x-ray  treatments  in  a series  and  quote  MacKee  as 
limiting  the  series  to  three  treatments  at  weekly  in- 
tervals. They  ask  the  question  whether  one  should 
treat  with  x-ray  psoriasis  which  has  once  been  treat- 
ed and  has  recurred.  Certainly,  in  the  light  of  theii 
case  report,  it  may  be  dangerous  and  should  prob- 
ably be  attempted  only  when  the  previous  dosage  of 
x-ray  given  is  known,  so  that  it  can  be  determined 
if  it  is  probable  that  more  x-ray  exposure  can  be 
given  with  safety. 

SUMMARY 

A case  of  rupioid  psoriasis  with  epithelioma  de- 
veloping from  it,  is  reported,  together  with  a discus- 
sion of  the  rupioid  form  of  psoriasis  and  the  forma- 
tion of  cancerous  lesions  from  the  lesions  of  all 
forms  of  psoriasis. 

CONCLUSIONS 

1.  In  the  lesions  of  psoriasis,  there  seems  to  be  a 
condition  of  cell  unrest  or  sensitivity  which  develops 
into  a carcinomatous  lesion  more  readily  than  in 
normal  skin. 

2.  Due  to  this  sensitivity  of  psoriatic  skin,  ar- 
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senic,  which  also  makes  for  cancer  susceptibility, 
should  be  very  cautiously  used,  and  perhaps  other 
skin  irritants  as  well. 

3.  X-rays,  which  in  too  large  doses  tend  to  cause 
carcinoma,  will  probably  do  so  still  more  readily  on 
a psoriasis  lesion,  necessitating  caution  in  its  treat- 
ment by  this  means. 
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ALLERGY  IN  TUBERCULOSIS:  A 
STUDY  OF  TWENTY  CASES 

BASIL  THOMPSON,  M.  D. 

Tucson,  Arizona 

The  inoculation  of  specific  allergens  has  been 
widely  utilized  in  the  treatment  of  asthma,  vasomo- 
tor rhinitis,  migraine,  and  various  types  of  derma- 
titis, even  when  they  concurred  with  active  pulmo- 


nary tuberculosis.  Kahn'  and  other  writers  have 
noted,  in  such  cases,  improvement  of  the  lungs  fol- 
lowing attempted  desensitization,  or  the  elimination 
of  extrinsic  causative  allergens.  The  repeated  in- 
oculation of  living  or  dead  tubercle  bacilli  or  their 
dissociated  products  has  comprised  a popular  treat- 
ment of  pulmonary  tuberculosis  for  many  years. 
However,  as  far  as  is  known,  the  inoculation  of  spe- 
cific antigens,  other  than  those  of  the  tubercle  bacil- 
lus, has  never  been  used  in  the  treatmet  of  pulmo- 
nary tuberculosis  uncomplicated  by  the  above-men- 
tioned allergic  manifestations,  prior  to  the  time  of 
a preliminary  report  by  the  writer  in  November, 
1932. 2 

Lewis  and  Loomis  have  stated,  "It  is  evident  that 
in  tuberculosis  that  character  which  is  designated  as 
'allergic  irritability’  is  high  with  respect  to  an  anti- 
gen that  is  not  related  to  the  tubercle  bacillus.”  Ap- 
parently they  did  not  attach  important  clinical  sig- 
nificance to  this  finding. 

Is  there  any  chemical  relationship  between  proteins 
involved  in  recognized  allergic  manifestations?  Sei- 
bert,1 in  an  analysis  of  the  tubercle  bacillus,  found 
that  a crystalline,  water-soluble  fraction,  which  gave 
positive  tests  for  protein,  had  the  power  of  producing 
a marked  skin  reaction  in  tuberculous  guinea  pigs 
and  none  in  normals.  Stull,  Cooke  and  Chobot”  have 
extracted  from  Ambrosia  trifida  pollen  a water-sol- 
uble, heat-coagulable  protein,  which  is  capable  of 
producing  allergic  skin  reactions  in  sensitive  indi- 
viduals. Coca  has  shown  that  the  dializable  excit- 
ants in  egg  white  are  native  proteins  of  antigenic 
capacity.  However,  Bouillenne  and  Bouillenne7  have 
indicated  that,  in  ragweed  pollen  at  least,  there  is  no 
relation  between  the  antigenic  activity  and  the  ni- 
trogen content.  From  the  exhaustive  analytical  work 
done  on  the  se  antigens,  of  the  tubercle  bacillus,  rag- 
weed pollen,  and  egg  white,  only  one  surmise  yet 
suggests  itself:  namely,  that  the  antigen  contained 
in  each  substance  is  itself  protein  in  nature,  or  it  is 
precipitated  with  this  protein  in  chemical  reactions. 

In  pulmonary  tuberculosis,  the  opinions  of  investi- 
gators are  contradictory  regarding  the  relation  of 
tuberculo-allergy  to  immunity.  Pinner’  has  stated 
that  immunity  and  allergy,  methodologically  speak- 
ing, are  non-comparable  conditions:  one,  an  abstrac- 
tion of  teleological  thinking;  the  other,  an  abstrac- 
tion of  causative  thinking.  However,  many  writ- 
ers after  extensive  experimentation  do  form  definite, 
conclusions  regarding  the  role  of  allergy  in  tubercu- 
losis. Rich  and  Lewis9  and  Rich  and  McCordock10, 
and  others,  have  concluded  that  a high  degree  of 
allergy  is  harmful  to  the  infected  body.  Krause", 
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on  the  other  hand,  has  stated  that  acute  inflam- 
mation, due  to  an  allergic  response  of  the  tissue 
cells,  tends  to  kill,  disintegrate,  and  limit  the  infect- 
ing tubercle  bacilli,  provided  this  allergic  reaction 
itself  is  not  fatal  to  the  infected  body. 

The  allergic  reaction  in  tuberculosis  may  produce 
two  types  of  symptoms':  First  type:  Symptoms  due 
to  contraction  of  smooth  muscle  fibres — particularly 
those  of  the  bronchial  or  vascular  musculature.  Sec- 
ond type:  Symptoms  due  to  local  damage  or  death  of 
tissue,  accompanied  by  acute  inflammation. 

In  the  present  study,  cough  and  dyspnea,  two 
prominent  symptoms  of  the  first,  spasmotic  type, 
and  sputum  and  temperature,  two  symptoms  of  the 
second,  inflammatory  type,  were  considered  as  cri- 
teria of  symptomatic  progress  in  twenty  cases  of 
active  chronic  pulmonary  tuberculosis.  (See  Table.) 

METHOD  OF  EXPERIMENT 

Twenty  cases  of  active  pulmonary  tuberculosis 
were  skin  tested  by  the  cutaneous  method  and  by 
the  intradermal  method,  utilizing  extracts  of  one 
hundred  and  forty  different  antigens.  The  list  of 
allergens  used  in  testing  comprised  food,  epidermals, 
pollens,  dusts,  and  bacterial  proteins — in  fact,  every 
protein  of  known  possible  allergic  significance — 
which  may  have  contacted  the  body  tissues  of  these 
cases  by  ingestion  or  inhalation.  Only  one  patient 
(Case  1 in  the  Table)  gave  a strongly  positive  re- 
action to  several  allergens  by  cutaneous  tests.  This 
case  gave  a history  of  perennial  bronchial  asthma 
and  vasomotor  rhinitis  of  many  years’  duration.  The 
remaining  nineteen  cases,  whose  histories  were  nega- 
tive for  allergic  disease,  gave  weak  to  moderately 
strong  positive  reactions  to  one  or  more  allergens. 

Increasing  quantities  of  those  anitgens  which 
showed  even  a weakly  positive  reaction  to  intrader- 
mal tests,  were  then  injected  daily  for  three  days, 
every  other  day  for  three  times,  and  finally  at  long- 
er intervals,  over  the  period  of  time  mentioned  in 
the  table. 

Of  these  twenty  unselected  cases  of  active  chronic 
pulmonary  tuberculosis,  fourteen  cases  had  retro- 
gressed, and  six  cases  had  remained  clinically  sta- 
tionary, during  the  six-months  period  prior  to  the 
beginning  of  attempted  desensitization,  under  a 
regime  of  rest,  hygienic,  dietary,  and  conservative 
symptomatic  treatment.  Of  this  series,  twelve,  on 
radiographic  and  physical  examination,  showed  ad- 
vanced involvement  with  cavitation;  two  showed 
advanced  involvement  without  cavitation;  four  had 
moderately  advanced  disease;  and  two  had  indica- 
tions of  incipient  tuberculosis.  Of  these  cases,  seven 
had  been  diagnosed  tuberculous  for  a period  of  five 


years  or  more;  eleven  had  been  diagnosed  for  a period 
of  from  one  to  five  years;  and  two  had  a duration  of 
less  than  one  year. 

RESULTS  OF  EXPERIMENT 

Of  this  series  of  twenty  cases  of  active  chronic 
pulmonary  tuberculosis  treated  by  antigen  inocula- 
tion, eleven  showed  symptomatic  improvement  in 
an  average  period  of  14  1-5  days;  nine  cases  were  re- 
lieved of  symptoms  in  an  average  period  of  8 J4  days. 
In  all  cases,  excepting  one  (Number  13  in  theTable), 
attempted  desensitization  was  followed  by  improve- 
ment in  the  objective  chest  findings. 

Local  or  general  allergic  reactions  were  noted  fol- 
lowing the  inoculation  of  allergens  in  all  the  de- 
scribed cases  Four  (Numbers  7,  13,  18,  and  20  in 
the  Table)  developed  a moderate  urticaria  at  all  pre- 
vious points  of  injection,  when  their  maximum  dos- 
age had  apparently  been  reached.  The  most  common 
general  reaction  was  an  increase  in  cough  and  sputum 
immediately  following  the  'inoculation,  persisting 
from  one  hour  to  two  days.  In  not  a single  case  did 
the  symptoms  of  a general  allergic  reaction  exceed  in 
severity  the  symptoms  persisting  prior  to  the  begin- 
ning of  the  desensitization  treatment.  In  every  case, 
a marked  local  or  general  reaction  was  followed  by 
a decided  symptomatic  improvement. 

Three  cases  (Numbers  8,  9,  and  10)  discontinued 
antigen  inoculation  at  the  time  results  were  recorded 
in  the  Table  and  have  been  observed  for  a period  of 
six  months  since  that  date.  In  one  case,  Number  8, 
the  symptoms  began  to  recur  about  one  and  one-half 
months  after  desensitization  treatment  had  been  dis- 
continued. Cases  9 and  10  have  not  yet  developed  a 
recurrence  of  symptoms. 

The  periodic  inoculation  of  allergens  has  been  con- 
tinued in  the  remaining  seventeen  cases  for  an  aver- 
age period  of  six  months.  Sixteen  of  these  cases 
have  continued  to  make  progressive  symptomatic 
improvement. 

One  case,  Number  13,  at  the  time  attempted  de- 
sensitization was  started,  evidenced  massive  bilateral 
cavitation,  marked  signs  of  activity  throughout  the 
entire  chest  excepting  the  right  base,  and  blood  sedi- 
mentation, by  the  Westergren  method,  of  70  milli- 
meters per  hour.  This  patient,  who  gave  weakly 
positive  reactions  to  several  allergens,  showed  only 
transient  symptomatic  change  when  massive  doses 
of  these  antigens  were  administered.  Improvement 
in  cough  and  sputum  in  this  case  was  not  accom- 
panied by  a marked  drop  in  temperature  or  altera- 
tion in  the  objective  chest  finding. 

CONCLUSION 

Chronic  pulmonary  tuberculosis  may  be  a scaven- 
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ger  infection,  progressing  only  in  tissues  rendered 
hypersensitive  and  inflamed,  by  a variety  of  extrin- 
sic and  intrinsic  allergens;  or,  tuberculosis  may  be  a 
primary  infection  of  the  tubercle  bacillus,  produc- 
ing a hypersensitivity,  not  only  to  the  tubercle 
bacillus  itself,  but  to  other  allergens;  and  the  re- 
peated inoculation  of  these  allergens,  by  crossed  re- 
action, may  produce  a tissue  immunity  against  the 
tuberculous  infection. 

Unfortunately,  a record  of  the  alteration  in  tu- 
berculin sensitivity,  blood-sedimentation  time,  tu- 
bercle bacilli  in  the  sputum,  and  radiographic  find- 
ings, was  not  available  in  all  the  cases  in  the  present 
study.  The  effect  of  attempted  desensitization  on 
these  findings,  in  a large  series  of  cases,  will  be  of 
interest. 

This  experiment  suggests  a mode  of  investigation 
and  treatment  in  those  cases  of  pulmonary  tubercu- 
losis which  have  failed  to  respond  to  the  time-test- 
ed conservative  methods.  Its  trial  does  not  contra- 
indicate the  continuance  of  conventional  therapeu- 
tics. By  relieving  irritative  symptoms,  with  the  ob- 
ject of  putting  the  chest  at  rest,  it  may,  however,  be 
possible  to  shorten  the  period  of  tuberculous  activ- 
ity. 

I wish  to  acknowledge  the  assistance  rendered  by 
the  Abbott  Laboratories  and  E.  R.  Squibb  and  Sons 
in  furnishing,  respectively,  testing  and  treatment 
allergen  solutions  used  in  this  work. 

BIBLIOGRAPHY 

1.  Kahn,  I.  S.:  Influence  of  allergic  vasomotor 
rhinitis  on  p«ulmonary  tiiberoulosis,  Amer.  Rev. 
Tuberc.  9:39  (March)  1924. 

2.  Thompson,  B.:  Allergy  in  tuberculosis,  M.  J. 
& Rec.  136:406  (Nov.  16)  1932. 

3.  Lewis,  P.  A.;  and  Loomis,  D.:  Allergic  irri- 
tability. Formation  of  antisheep  hemolytic  ambo- 
ceptor in  normal  and  tuberculous  guinea  pigs,  J. 
Exp.  Med.  40:503  (Oct.)  1924. 

4.  Seibert,  F.  B.:  The  isolation  of  a crystalline 
protein  with  tuberculin  activity,  Sciences,  63:619 
(June  18)  1926. 

55.  Stull,  A.;  Cooke,  A.;  and  Chobot,  R. : The 
Allergically  active  substance  in  ragweed  pollen.  A 
chemical  and  biological  study,  J.  Biol.  Chem.,  92:569 
(August)  1931. 

6.  Coca,  A.  F. : The,  Dializability  of  proteins,  J. 
Immunol.  19:405,  1930. 

7.  Bouillenne,  M.;  and  Bouillenne,  R. : The  Toxic 
agent  of  ambresia  pollen,  Bull.  Sci.  Acad.  Roy.  Belg., 
17:318,  1931. 

8.  Pinner,  M.:  The  Relation  between  allergy 
and  immunity  in  tuberculosis  Amer.  Rev.  Tuberc., 
23:175  (Feb.)  1931. 

9.  Rich,  A.  R. ; and  Lewis,  M.  R.:  The  Nature 

of  all  rgy  in  tuberculosis  as  revealed  by  tissue  cul- 
ture studies,  Bull.  Johns  Hopkins  Hosp.,  50:115 
(Feb.)  1932. 


10.  Rich,  A.  R.;  and  McCordock,  H.  A.:  An  In- 
quiry concerning  the  role  of  allergy,  immunity,  and 
other  factors  of  importance  in  the  pathogenesis  of 
human  tuberculosis,  Bull.  Johns  Hopkins  Hosp., 
44:273  (May)  1929. 

11.  Krause,  A.  K.:  Summary  of  studies  on  tu- 
berculous infection,  Amer.  Rev.  Tuberc.,  14:271 
(Sept.)  1926. 


NEW  MEMBERS  IN  EL  PASO  COUNTY 
MEDICAL  SOCIETY. 

In  January  the  following  new  members  were  re- 
ceived into  the  El  Paso  County  Medical  Society: 

Dr.  L.  O.  Dutton  is  to  be  associated  with  Drs. 
Cathcart  and  Mason,  practicing  the  specialty  of 
radiology. 

Dr.  Thomas  Waggoner,  who  is  to  be  connected 
with  the  El  Paso  City  Health  Department  as  school 
physician. 

Dr.  Reuben  Rodarte,  who  is  to  be  associated  with 
his  father  (Dr.  D.  Rodarte),  in  the  general  practice 
of  medicine. 


THE  MEDICAL  CLINICS  OF  NORTH  AMER- 
ICA, September,  1932;  Volume  16;  Number  Two; 
Chicago  Number;  Philadelphia  and  London;  W.  B. 
Saunders  Company. 

The  Chicago  number  of  the  Medical  Clinics  is  al- 
ways highly  interesting  and  instructive.  This  one  is 
no  exception  to  the  rule.  The  several  articles  on 
hypertension  are  of  particular  interest  and  value  to 
the  general  practitioner  and  to  the  internist.  Per- 
haps one  of  the  most  valuable  articles  in  this  issue  is 
the  one  on  “Alkalosis,”  by  Dr.  James  G.  Carr.  There 
are  other  articles  which  may  interest  other  physi- 
cians as  much  as  this  one  on  alka’osis  interests  the 
reviewer.  O.  H.  B. 


EL  PASO  COUNTY  MEDICAL  SOCIETY 
January  9,  1933 

(Reported  by  Leslie  M.  Smith,  M.  D.,  Sec’y-) 

El  Paso  County  Medical  Society  met  January  9, 
1933,  at  8 p.  m.,  with  Dr.  F.  D.  Garrett  presiding. 

The  election  of  officers  which  was  begun  in  Dec- 
ember was  comlpet'd  by  the  following: 

Dr.  H.  T.  Safford  was  elected  Censor  by  acclima- 
tion to  take  the  place  of  Dr.  G.  Werley,  whose  term 
r xpired. 

Dr.  J.  Mott  Rawlings  was  re-elected  librarian. 

Dr.  W.  E.  Vandevere  was  elected  Associate  Ed- 
itor of  Southwestern  Medicine. 

Dr.  E.  C.  Prentiss  was  re-elected  ia  delegate  to 
the  American  Association  for  the  Advancement  of 
Science. 

On  motion  of  Dr.  McCamant,  Dr.  E.  C.  Prentiss, 
who  has  been  ill  for  some  time,  was  made  a mem- 
ber in  good  standing. 

Dr.  J.  A.  Pickett,  the  newly  elected  president, 
(Continued  on  page  109) 
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Forty-second  Annual  Meeting 
Arizona  State  Medical  Association 
Tucson,  April  2 0,  21  and  22 

R gistrat:  n 'and  headquarters  will  be  at  the 
Sar.ta  Rita  Hotel.  Every  member,  guest  and  visitor 
is  requested  to  register  promptly  on  arrival. 

Scientific  sessions',  commercial  exhibits  and  sci- 
entilc  exhibits  will  be  in  the  Scottish  Rite  Audi- 
torium. 

No  address  or  paper  before  the  Association,  ex- 
cept those  of  invited  guests,  are  expected  to  occupy 
mere  than  twenty  minutes.  The  opening  discussions 
are  limited  to  five  mniutes  and  general  discussions 
to  three  minutes.  No  one  shall  speak  more  than 
twice  on  the  same  subject. 

All  authors  are  exp  cted  to  deposit  manuscript  of 
papers  or  addresses  with  the  secretary.  These  are 
the  property  of  the  Association  and  will  b^  pub- 
lished in  the  official  organ  of  the  Association 
(Southwestern  Medicine). 

For  the  social  entertainments',  s^e  the  announce- 
ments in  the  prin'ed  program. 


OFFICERS 

President  : 

Clarence  Gunter  -------  Globe 

President-Elect : 

N.  C.  Bledsoe  - --  --  --  - Tucson 

Vice-President : 

C.  W.  Swackhamer  -----  Superior 
Secretary : 

D.  F.  Harbridge  -------  Phoenix 

Treasurer : 

C.  E.  Yount  - --  --  --  - Prescott 

Conncilo rs : 

G.  F.  Manning  (Northern  District)  Flagstaff 
Victor  Randolph  (Central  District)  - Phoenix 

C.  A.  Thomas  (Southern  District  - Tucson 

COMMITTEES 
Program  Committee : 

G.  H.  Fitzgerald,  Chairman  _ _ - Tucson 
N.  C.  Bledooe  (President-Elect)  - Tucson 

D.  F.  Harbridge  (Secretary)  . _ - Phoenix 

Public  Welfare  Committee : 

N.  C.  Bledsoe,  Chairman  - - - - Tucson 
Howell  Randolph  ------  Phoenix 

Geo.  C.  Truman  -------  Mesa 

Medical  Defense  Committee  : 

John  E.  Bacon,  Chairman  - - - - Miami 

R:  D.  Kennedy  --------  Globe 

D.  F.  Harbridge  (Secretary)  - - Phoenix 


National  Legislation : 

R.  J.  Stroud,  Chairman  - _ - _ _ Tempe 

Southwestern  Medicine : 

Clarence  Gunter  (Board  of  Managers)  Globe 
D.  F.  Harbridge  (Board  of  Managers)  Phoenix 
Orville  H.  Brown  (Associate  Editor)  Phoenix 

PROGRAM 

THURSDAY,  10  a.  m. 


Invocation. 

Rev.  E.  C.  Tuthill Tucson 

Address  of  Welcome 

Mayor  G.  K.  Smith Tucson 


Response 

Dr.  John  E.  Bacon. 

Introduction  of  President-Elect. 

President’s  Address: 

N.  C.  Bledsoe  ________  Tucson 

Harry  A.  Reese  . Yuma.  Arizona 

“ Tularemia .” 

Discussion  opened  by 

Roland  Davison,  Tucson. 

Albert  Soiland  (Guest)  _ _ Los  Angeles,  Calif. 

“Diagnosis  and  Treatment  of  Cancer  of  the 
Breast.” 

Discussion  opened  by 

E.  Payne  Palmer,  Phoenix. 

W.  Warner  Watkins  _ - _ Phoenix,  Arizona 

“ Roentgen  Therapy  of  Inflammation.” 

Discussion. 

R.  J.  Stroud  _______  Tempe,  Ariz  na 

“ The  New  Experiment, — A Viewpoint." 

Discussion  opsm  d bv 

W.  W.  Watkins,  Phoenix. 

Forrest  E.  Doucette  (Guest)  - Phoenix,  Arizona 
“Public  Hea  th  and  Medical  Co-Operation.” 
Discussion  opened  bv 
George  Truman,  Mesa. 

Hal  Rice  _ Morenci,  Arizona 

“Gas  Gangrene." 

Di  cussicn  opened  by 
Victor  Gore,  Tucson. 

E.  A.  Gatterdam  Phomix.  Arizona 

“ O'al  Administration  of  Pol’en  Extract  in  Hay 
Fever  Therapy." 

DPcussicn  open^d  fey * 

Orville  H.  Brown,  Phoenix.  «*.•. — « . 
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FRIDAY  MORNING,  10  a.  m. 

John  W.  Pennington  _ _ Phoenix,  Arizona 

“Gonorrhea  and  Its  Complications  in  the  Male." 
Discussion  opened  by 

Thos.  W.  Woodman,  Phoenix. 

Symposium  on  Prostatic  Disease. 

Franklin  Forman  (Guest)  - Los  Angeles,  Calif. 
“ Prostatitis .” 

G.  J.  Thompson,  Mayo  Clinic,  Rochester,  Minn. 
(Guest) 

“Prostatic  Resection  in  Poor  Risk  Patients.” 

W.  G.  Shultz  Tucson,  Arizona 

“Moving  Picture  Demonstration  of  Prostatic  Re- 
section” 

Discussion  on  the  above  three  papers  opened  by 
David  M.  Davis,  Phoenix. 

Jamit,  A.  Dickson,  Cleveland  Clinic,  Cleveland,  0. 
(Guest) 

“Peri-arthi-itis  of  the  Shoulder:  An  Analysis  of 
Two  Hundred  Cases.” 

Discussion  opened  by 

Paul  W.  Holbrook,  Tucson. 

H.  L.  Franklin  _ Phoenix,  Arizona 

“ Refractive  Errors  and  Their  Relation  to  Gen- 
eral Medicine.” 

Discussion  opened  by 
A.  E.  Cruthirds,  Bisbee. 

Emil  C.  Houle  - _ - _ - Nogales,  Arizona 

“Belated  Treatment  of  Sequelae  of  Diphtheria.” 
Discussion  opened  by 
C.  V.  Barley,  Tucson. 

L.  B.  Baldwin  - Phoenix,  Arizona 

“ Hypertension : Some  Clinical  Aspects.” 

Discussion  opened  by 
A.  K.  Duncan,  Douglas. 

Howell  Randolph,  - Phoenix,  Arizona 

“The  Mechanism  of  the  Heart  Beat  and  Electro- 
cardiography.” 

(Moving  Picture  Film  from  Lahey  Clinic.) 
Discussion  opened  by 
S.  C.  Davis,  Tucscn. 

SATURDAY  MORNING,  9 a.  m. 

John  W.  Flinn  - Prescott,  Arizona 

“The  Treatment  of  Bone  and  Joint  Tuberculosis." 
Discussion  opened  by 

Samuel  H.  Watson,  Tucson. 

V\  alter  P.  Sherrill  _ Phoenix,  Arizona 

“Tuberculosis  from  the  Standpoint  of  the  Pedi. 
atrician.” 

Discussion  opened  by 

Fred  G.  Holmes,  Phoenix. 

Victor  Randolph  - Phoenix,  Arizona 

“Surgical  Treatment  of  Pulmonop'y  Cavities  in 
T uberculosis.” 

Discussion  opened  by 
Meade  Clyne,  Tucson. 

A.  P.  Kimball  _______  Yuma,  Arizona 

“Problems  and  Management  of  Gall  Bladder  Dis- 
ease.” 

Discussion  opened  by 
W.  O.  Sweek,  Phoenix. 

Robert  Allen  Hicks  (Guest)  _ Tucson,  Arizona 
A Program  Ghart  for  the  Study  of  Pulmonary 
Tuberculosis  as  Elaborated  at  the  Southern 
Pacific  Sanatorium.” 

Discussion  opened  by 
C.  A.  Thomas,  Tucson. 

^LA,5A  Webster  - Tucson,  Arizona 

Congenital  Hypoplasia  in  Women.” 

Discussicn  opened  by 
Meade  Clyne,  Tucson. 


WILLIAM  I.  LINN 

(Prescott,  Ariz.) 

With  the  passing  of  Dr.  W.  I.  Linn,  of  Prescott, 
on  February  17th,  one  of  the  few  remaining  pioneer 
physicians  of  Arizona  went  to  his  eternal  reward. 
Dr.  Linn  was  born  in  18  56,  being  seventy-seven 
years  of  age  at  the  time  of  his  death.  He  graduated 
from  Columbus  Medical  College  in  Ohio  in  1882. 
His  early  years  of  practice  were  in  Nebraska.  He 
came  to  Arizona  in  190  5 and  practiced  continually 
in  Prescott  since  that  time. 

The  Yavapai  County  Medical  Society  passed  the 
following  resolutions: 

February  18,  1933. 

WHEREAS,  Death  has  claimed  Dr.  William  I. 
Linn,  a pioneer  physician  of  Nebraska  and  Arizona, 
having  practiced  in  Prescott,  Arizona,  for  nearly 
thirty  years,  and  one  of  the  first  members  of  the 
Yavapai  County  Medical  Society  and  its  president 
in  1911; 

AND  WHEREAS,  In  life  he  was  revered  by  his 
patients  because  of  his  kindly  and  sympathetic 
manner  and  loyalty; 

AND  WHEREAS,  His  unselfish  devotion  to  his 
profession  prompted  him  to  serve  suffering  hu- 
manity often  at  the  expense  of  his  own  physical 
welfare ; 

THEREFORE,  BE  IT  RESOLVED;  That  his 
passing  registers  the  loss  of  a pioneer  physician, 
a loyal  friend,  a useful  citizen  and  one  truly  de- 
voted to  his  family  and  his  profession; 

AND  THAT  we,  the  members  of  the  Yavapai 
County  Medical  Society,  join  with  the  members  of 
his  family,  his  patients,  his  friends  and  citizens  of 
this  community  in  our  mutual  sorrows; 

AND  THAT  the  heartfelt  sympathy  and  condol- 
ence of  this  Society  be  extended  to  his  family; 

AND  THAT  the  Society  attend  his  funeral  in  a 
body; 

And  THAT  these  resolutions  be  spread  on  the 
—i-mtes  of  this  Society,  a copy  sent  to  the  grieving 
family,  and  copies  furnished  the  Southwestern  Med- 
icine and  the  Journal  of  the  American  Medical  As- 
sociation. 


PIERCE  M.  BUTLER 

(Winkelman,  Ariz.) 

On  the  evening  of  February  24th,  Dr.  Pierce  M. 
Butler  of  Winkelman,  Ariz.,  was  accidentally  elec- 
trocuted. He  was  found  in  the  morning  with  a ta- 
ble lamp  grasped  in  the  hand  and  evidences  of  fatal 
electric  shock.  Dr.  Butler  was  born  in  Tennessee  in 
1866,  being  sixty--seven  years  of  age  at  the  time  of 
death.  He  graduated  from  Bellevue  Hospital  Medi- 
cal College,  of  New  York  in  1893.  He  came  to 
Arizona  in  1903  and  for  thirty  years,  quietly  and 
unobtrusively,  he  practiced  in  the  small  mining- com- 


106 


SOUTHWESTERN  MEDICINE 


munities  in  Winkelman  and  vicinity.  He  rarely  ap- 
peared in  medical  meetings,  though  he  maintained 
membership  in  the  Maricopa  County  Medical  Society 
through  many  years.  He  is  of  the  type  of  doctor, 
all  too  infrequently  found,  content  to  serve  in  a 
small  community,  the  friend  and  counselor  of  every- 
body. Medical  societies  may  not  miss  him,  but  his 
place  will  be  difficult  to  fill  in  the  hearts  of  his 
neighbors. 

JOHN  COOK 

(Douglas,  Ariz. ) 

In  the  death  of  Dr.  John  Cook,  on  January  12th, 
the  Cochise  County  Medical  Society  (Arizona)  lost 
a valuable  and  highly  esteemed  member.  Dr.  Cook 
was  born  in  1872,  being  sixty  years  of  age  at  the 
time  of  death.  He  graduated  from  the  Baltimore 
Medical  College  in  1902  and  located  in  Douglas, 
Aris.,  in  1925,  where  he  practiced  the  specialty  of 
eye,  ear,  nose  and  throat  diseases.  He  was  a fellow 
of  the  American  Medical  Association  and  of  the  Col- 
lege of  Surgeons.  The  cause  of  death  was  carcinoma 
of  the  colon. 

Resolutions  approved  by  the  Cochise  County  Med- 
ical Society  at  a regular  meeting  on  March  4th, 
1933: 

WHEREAS,  the  Supreme  Being  has  seen  fit  to 
take  from  our  midst  our  fellow  practitioner  and 
friend,  Dr.  John  Cook,  and 

WHEREAS,  he  was  a loyal  member  of  the  Co- 
chise County  Medical  Society,  a man  of  undoubted 
ability  in  his  profession,  a gentleman  of  character 
beloved  by  his  friends  and  admired  and  respected 
by  all  who  knew  him. 

THEREFORE,  be  it  resolved  that  the  Cochise 
County  Medical  Society  does  deeply  regret  his  pass- 
ing and  does  hereby  extend  to  his  daughter  and 
family  its  deep  and  sincere  sympathy,  and 

FURTHER,  be  it  rseolved  that  a copy  of  this 
resolution  shall  be  included  in  the  minutes  of  the 
Society  and  copies  forwarded  to  his  daughter  and 
to  the  press. 


PUBLIC  HEALTH  NOTES 


J.  ROSSLYN  EARP,  Dr.  P.  H. 

Director  New  Mexico  State  Bureau  of  Public  Health 


THE  DIPHTHERIA  CARRIER 
No  action  of  the  health  officer  is  more  frequent- 
ly or  keenly  resented  than  quarantine  of  the  per- 
sistent carrier  for  weeks  after  the  patient  has  made 
a clinical  recovery.  When  the  family  physician  co- 
operates loyally  with  his  public-health  colleague,  he 
is  in  danger  of  drawing  upon  himself  some  part  of 
the  resentment.  For  this  situation  there  are  two 


methods  of  relief.  One  is  the  education  of  the  public 
so  that  the  carrier  and  his  friends  come  to  understand 
the  need  for  quarantine.  The  other  is  discovery  of 
methods  for  the  more  prompt  delivery  of  the  carrier 
from  his  pathogenic  parasites. 

A valuable  investigation  on  the  diphtheria  carrier 
was  carried  on  through  the  years  1924-1930  in  one 
of  the  large  hospitals  for  contagious  diseases  in 
London.1  Between  1924  and  1928  observations  were 
ma  de  on  3,208  patients.  Of  these,  242  persisted  as 
carriers,  giving  a carrier  percentage  of  7.5  per  cent. 
The  period  of  infectivity  was  found  to  be  longer 
than  the  average  in  (a)  nose  infections  and  in  (b) 
j ounger  patients. 

The  next  stage  was  to  investigate  the  methods  of 
treating  carriers.  More  than  1,000  carriers  have 
been  studied.  It  was  soon  found  that  the  ’'pure 
throat  carrier”  could  be  promptly  freed  by  tonsil- 
lectomy. He  is  no  longer  regarded  as  a problem. 
The  nasal  carrier  is  more  difficult  to  deal  with.  It 
is  found  that,  in  practically  every  case  of  this  kind, 
some  pathological  process  co-exists  with  the  carrier 
state.  Since  carriers  were  found  to  be  Schick  neg- 
ative, a theory  was  formulated  that  the  diphtheria 
bacilli  live  "a  saprophytic  existence  on  the  pathologi- 
cal mucus  and  pus.”  Nasal  douching  with  an  alka- 
line solution  twice  daily  proved  to  be  "very  satisfac- 
tory” when  the  patients  were  cooperative.  For  those 
who  objected  to  douching,  dimol  snuff  (30  per 
cent)  was  prescribed.  The  snuff  was  blown  up  the 
nose  by  means  of  a De  Vilbiss  powder  blower  as  of- 
ten as  six  times  a day,  three  puffs  into  each  nostril 
at  each  treatment.  Of  the  last  200  carriers  on  this 
treatment,  60.7  per  cent  became  negative  within 
one  week  and  continued  negative  for  six  weeks  un- 
der observation. 

Seven  per  cent  of  the  carriers  proved  refractory  to 
varied  treatment.  All  of  these  had  either  advanced 
pathological  conditions  in  the  nose  or  poor  general 
health. 

Knowing  in  advance  the  type  of  patient  who  was 
likely  to  become  a carrier,  the  investigators  now 
sought  to  lessen  the  carrier  incidence  by  early  pre- 
ventive treatment.  By  such  means  the  persistent 
carrier  rate  was  cut  down  from  7.5  per  cent  to  2.6 
per  cent. 

THE  THICK  FILM  FOR  DIAGNOSIS  OF  MALARIA 

I presume  that  many  of  my  colleagues  in  the 
Southwest  were  taught,  as  I was,  to  look  for  malaria 
parasites  in  the  thin  blood  film.  We  are  out  of  date. 
There  is  no  doubt  that  the  thick  film  method  is 
much  more  reliable  and  saves  a lot  of  searching. 
Unfortunately,  it  is  not  yet  described  in  text  books 
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on  the  Practice  of  Medicine.  Wherefore,  I venture 
to  add  a brief  description  from  a recent  article.' 

Two  or  three  large  drops  of  blood  are  spread  out 
to  about  the  size  of  a dime  on  a clean  dry  slide, 
and  care  must  be  taken  that  no  grease  from  thumb 
or  finger  prints  underlies  the  film.  The  film  is 
then  thoroughly  dried  at  room  temperature  and 
placed  in  a Giemsa  solution  for  fifteen  minutes  to 
one  hour,  depending  on  the  strength  of  the  Giemsa 
stain.  This  mode  of  examination  will  give  a cer- 
tain and  positive  diagnosis  in  all  cases  of  acute  un- 
complicated malaria;  and  in  severe  cases  in  which 
quinine  has  been  given  for  two  or  three  days  pre- 
viously, it  will  show  parasites,  if  these  are  the 
cause  of  the  fever. 

Dr.  James  adds  a warning  that  experience  is  nec- 
essary. The  beginner  with  thick  films  should  check 
positive  thin  films  against  thick  films  from  the  same 
case,  until  he  is  satisfied  of  his  ability  to  determine 
parasites  in  the  latter.  "The  failure  to  properly  rec- 
ognize poorly  stained  films,  whether  thick  or  thin, 
may  prove  disastrous.” 

In  New  Mexico  we  have  malaria  well  under  con- 
trol at  the  present  tnme,  thanks  in  the  main  to  Doc- 
tor Gerber’s  very  thorough  work  in  Dona  Ana  Coun- 
ty. This  does  not  mean  that  the  recognition  and  re- 
porting of  occasional  cases  is  unimportant.  On  the 
contrary,  it  is  more  than  ever  important.  Early 
warning  to  our  health  department  of  new  foci,  or 


of  a recrudescence  of  infection  in  old  foci,  is  essen- 
tial if  we  are  to  keep  malaria  in  its  present  subordi- 
nate position  amongst  our  preventable  diseases. 

REFERENCES 

1.  Medical  Supplement  to  the  Report  on  the 
Hospital  Services  of  the  London  County  Council’s 
Annual  Report  for  1930. 

2.  James,  W.  M.:  Observations  on  the  diagnosis 
and  treatment  of  malaria.  Twentieth  Annual  Re- 
port, United  Fruit  Co.,  Medical  Dept.  1931,  Page  35. 

ARIZONA  PUBLIC  HEALTH  ASSOCIATION 

The  sixth  annual  meeting  of  the  Arizona  Public 
Health  Association  will  be  held  at  Tucson  on  April 
17,  18  and  19,  the  three  days  immediately  preced- 
ing the  meeting  of  the  State  Medical  Association. 
This  is  arranged  so  that  the  health  officers  may  at- 
tend both  meetings  without  extra  travel  expense. 

This  year  special  emphasis  will  be  placed  upon 
public  health  administrations.  Among  the  papers  to 
be  presented  wiU  be:  Dr.  K.  F.  Meyer,  University  of 
California,  "Certain  Aspects  of  Undulant  Fever;” 
Dr.  Vivian  Tappan,  Desert  Sanatorium,  Tucson, 
"Early  Diagnosis  of  Poliomyelitis;”  Dr.  S.  H.  James. 
U.  S.  Veterans’  Hospital,  "The  Chronic  Tuberculous 
Veteran;”  Dr.  F.  T.  Foard,  U.  S.  Public  Health  Ser- 
vice, and  Dr.  P.  W.  Covington,  Rockefeller  Founda- 
tion, will  also  speak.  There  wiU  be  other  papers  of 


Headquarters 

for  the  Annual  Meeting  of  the  Arizona  State  Medical  Associa- 
tion, at  TUCSON,  APRIL  20,  21,  22,  will  be  at  the 

Santa  Rita  Hotel 

Just  half  a block  from  the  Scottish  Rite  Auditorium,  where 
the  sessions  will  be  held. 

Single  rooms  with  bath  $2.00  and  $2.50;  double  from  $3.50 
to  $5.  In  the  cafe  you  will  find  club  breakfasts  beginning  at 
3 0 cents,  luncheon  at  50  cents,  and  dinner  at  8 5 cents  and 
$1.00. 

Your  early  reservation  will  enable  us  to  assure  you  of  satis- 
factory accommodations. 

GROVER  SYKES, 

Manager 
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interest  on  public  health  nursing  and  sanitation.  All 
public  health  nurses  and  physicians  in  Arizona  are 
invited  to  attend  these  sessions. 


GRANT  COUNTY  (N.  M.)  MEDICAL  SOCIETY 

Meeting  of  Grant  County  Medical  Society,  at  Of- 
ficers Club,  Fort  Bayard,  New  Mexico,  January 
27,  1933. 

Meeting  called  to  order  by  Dr.  David  Kramer, 
president. 

Dr.  H.  H.  McCrdary  acted  as  secretary  in  ab- 
sence of  Dr.  Kyllo. 

Reading  of  minutes  of  meetings  of  November 
18th  and  December  16th,  1932,  were  read  and  ap- 
proved. 

Dr.  Kramer  made  statement  about  committees. 
He  laid  stress  on  need  of  good  program  and  enter- 
tainment committees.  He  appointed  Dr.  Washburn 
chairman,  Dr.  Frazin  and  Dr.  Kyllo. 

The  president  made  statement  about  the  dues, 
etc.,  which  are  now  payable. 

No  other  busines  being  pertinent,  the  regular  or- 
der of  business  was  dispensed  with  and  the  papers 
for  the  evening  were  taken  up. 

Dr.  E.  J.  Cummins,  of  El  Paso,  read  a paper  on 
“Diagnosis  and  Management  of  Biliary  Diseases.” 

Summary:  Mild  cases  of  both  acute  and  chronic 
cholecystitis  are  frequently  difficult  to  diagnose. 
Acute  attacks  will  usually  subside  under  medical 
treatment.  M'ost  first'  attacks  and  mild  cases 
should  be  treated  medically.  Cases  which  do  not 
respond  to  medical  treatment  and  should  be  treated 
surgically  where  no  contraindication  exists.  Chole- 
cystostomy  still  has  an  important  place  in  the 
surgical  treatment.  Cholecstectomy  is  the  opera- 
tion of  choice  in  most  cases.  The  gallbladder  should 
not  be  removed  until  certain  that  the  common 
duct  is  open.  The  common  duct  should  be  opened 
where  stones  are  felt  within  it,  when  the  gall- 
bladder contains  stones  and  is  contracted,  when  the 
common  duct  is  dilated,  when  patient  is  jaundiced 
and  when  head  of  pancreas  is  thickened.  Gallblad- 
der surgery  in  the  three  hospitals  in  El  Paso  car- 
ried a mortality  of  slightly  over  7 per  cent  during 
the  past  five  years  and  should  not  be  considered 
lightly. 

Dr.  N.  D.  Frazin  opened  discussion;  one  should 
not  consider  gallbladder  surgery  lightly.  Formerly 
gallbladders  were  removed  more  often  and  more 
freely,  now  the  pendulum  is  swinging  the  other 
way. 

Dr.  Summers  also  discussed  the  paper.  It  was 
his  opinion  that  whether  to  remove  the  gallbladder 


or  not  depended  upon  experience  of  the  operator 
and  the  exercise  of  the  best  judgment. 

Dr.  W.  L.  Brown  also  discussed,  paper.  The  trend 
of  surgery  is  against  the  removal  of  the  gallbladder 
or  at  least  more  conservative  judgment.  Cases  of 
chronic  cholecystitits  sometimes  go  suddenly  bad 
and  die  from  rapid  blood  stream  infection. 

Dr  Cummins  closed  discussion,  answering  ques- 
tions. 

Dr.  W.  L.  Brown  read  paper  — “Cancer  of 
Breast.”  Most  interesting  paper  in  this  subject  and 
he  also  showed  some  slides  on  the  anatomy  of  the 
breast  and  operative  procedure. 

Discussion  opened  by  Dr.  Cummins  who  stressed 
early  diagnosis. 

Discussion  by  Drs.  Frazin,  Fahy,  McCreary, 
Summers  and  Kramer.  Closed  by  Dr.  Brown. 

Those  present  weije  Drs.  Kramer,  Washburn, 
Borglum,  Sexton,  Park,  Frazin,  Gill,  Fahy,  Reid, 
Summers,  Johnson,  Ray,  Wollenman,  Latta,  Mitch- 
ell and  McCreary. 

Visitors  present  were  Drs.  W.  L.  Brown,  Dr.  E.  J. 
Cummins  and  Robert  Washburn. 


new/ 

DUNKLFR  URINE  TEST  KIT 


6 TESTS 

D u n k 1 e r Urine 
Tests  in  Compact 
Case,  including  re- 
agents for  Sugar 
(Qual.),  Albumin 
(Qual.),  Albumin 
(Quant  ),  Acetone, 
Bacterial  Infec- 
tion, and  Chronic 
Interstitial  Ne- 
phritis 
with 

Testo-  $fT.OO 
meter,  * ^ 
only 


All  Tests  Completed  In 
One-HalfTo  Eight  Minutes 


This  is  a scientific,  tested  product  that  will 
save  the  practitioner  valuable  time  and 
money  with  greater  accuracy  in  his  urinary 
analysis.  These  new  reagents  require  No 
Boiling,  Corrosive  Acids  or  the  use  of  a 
Microscope.  It  is  a rapid,  exact,  easy  and 
scientific  method  for  the  examination  of 
urine.  The  simplicity  of  the  procedure  and 
the  reliability  of  the  reactions  will  astound 
you.  The  products  will  not  deteriorate  with 
age  or  climatic  changes.  The  cost  per  test 
is  about  one-half  cent. 


A.  S,  ALOE  CO. 

932  S.  Hill  St.  LOS  ANGELES,  CAL. 


POSTGRADUATE  COURSE  LABORATORY  COURSE 


For  Graduates  in  Medicine  For  Nurses  and  Graduates  of  High  School 

CLASSES  LIMITED  TO  SIX 

Eye,  Ear,  Nose  and  Throat  X-Ray,  Basal  Metabolism,  Electro-cardiography 

A house  doctor  is  appointed  July  1st  and  Jan.  1st.  and  Physical  Therapy 

150  clinical  patients  daily  provide  material  for  classes.  Positions  with  attractive  salaries  in 
hospitals  and  with  group  doctors  await  qual  fied  Technicians 

For  particulars  regarding  either  course  write 

CHICAGO  EYE,  EAR,  NOSE  AND  THROAT  HOSPITAL,  231  West  Washington  Street,  Chicago,  niinois 


MARCH,  1933 
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EL  PASO  COUNTY  MEDICAL  SOCIETY 
(Continued  from  page  103) 
was  introduced  and  made  a short  talk  expressing 
his  appreciation  of  his  election  to  this  office. 

Scientific,  program:  General  Discussion  of  the 
Causes  of  Sudden  Death : 

Heart — Dr.  G.  Werley.  The  heart  disease  of  old 
age  is  usually  arterial  disease.  A person  who  dies 
suddenly  dies  of  failure  of  circulation.  At  least 
one-half  of  the  physicians  who  died  in  El  Paso  in 
recent  years  have  died  of  arterial  disease.  Most  of 
these  have  been  good  livers,  big  eaters  and  over- 
weight. It  probably  takes  about  twenty  years  to 
produce  a dangerous  arteriosclerosis.  Abuse  of  food, 
both  from  overeating  and  through  the  eating  of 
foods  to  which  the  individual  is  allergic,  is  a prin- 
cipal cause  of  arterial  disease.  Physical  and  mental 
strain  also  contribute  to  its  cause.  Tobacco  probably 
has  little  to  do  with  the  cause  of  cardiovascular  dis- 
ease. It  is  a great  mistake  to  begin  strenuous  ex- 
ercise in  middle  age.  The  treatment  of  arterio- 
sclrosis  is  a low  calory  diet,  with  protein  and  fat 
in  moderation,  avoidance  of  food  idiosyncrasies  and 
avoidance  of  excessive  exercise  in  middle  life. 

Gast.ro-intestinal  tract. — Dr.  F.  D.  Garrett.  In 
many  of  these  sudden  deaths  the  principal  symp- 
toms are  those  suggesting  acute  indigestion,  when 
th'  real  trouble  is  cardiovascular.  Many  appar- 
ently gastro-intestinal  cases  are  vascular  in  nature. 
Pain  in  the  abdomen  with  difficult  breathing  should 
be  looked  upon  as  possibly  cardiovascular  and 
should  be  investigated  from  that  standpoint. 

Pathology — Dr.  W.  W.  Waite.  Sudden  death  in 
youth  is  usually  from  status  lymphaticus.  Coro- 
nary occlusion  and  rupture  of  aneurysm  are  the 
principal  causes  of  sudden  death.  In  patients  past 
thirty  coronary  disease  is  the  usual  cause.  Rupture 
of  th'  aorta  may  be  due  to  slow  fatty  change. 

Status  Lymphaticus. — Dr.  E.  A.  Duncan.  A gen- 
eral lymphaitc  hyperplasia  with  enlarged  thymus 
and  hyperplastic  changes  in  certain  vessels  of  the 
brain  base,  is  an  important  cause  of  sudden  death. 
Symmers  found  in  8 per  cent  of  his  autopsies  at 
Bellevue  evidence  of  status  lymphaticus.  Death  in 
thrse  cases  is  often  from  some  trivial  shock. 

Dr.  Paul  Rigney  inquired  as  to  the  relative  con. 
dition  of  the  blcod  chemistry  in  these  cases. 

Dr.  Werley  stated  that  the  pain  of  cardiac  infarct 
corn's  on  suddenly  and  is  steady  in  character.  Pain 
in  the  midline  extending  up  into  the  neck  is  likely 
to  be  cardiac  pain.  These  patients  are  restless  and 
cannot  get  comfortable. 

Drs.  T.  L.  Waggoner  and  L.  0.  Dutton  were  elect- 
ed to  membership  in  the  Society. 

Dr.  Pickett  made  the  following  appointments: 

Program  Committee:  Dr.  A.  W.  Nulthauf,  chair- 
man, to  appoint  his  own  committee. 

Milk  Commission:  Drs.  J.  A.  Rawlings,  Charles 
F.  Rennick,  H.  T.  Safford,  Jr.,  George  Turner  and 
J.  T.  Bennett. 

Councillors:  Drs.  G.  Werley,  F.  D.  Garrett  and 
W.  W.  Waite. 

There  being  no  further  business,  the  meeting  ad- 
journed at  9:30  p.  m. 


So  much  depends 
on  his  mother’s  diet  during 


pregnancy  and  lactation 

At  no  time  is  the  need  for  a protective  diet  so 
great  as  during  pregnancy  and  lactation.  All  ele- 
ments required  for  the  child’s  developing  body 
must  come  from  the  mother’s  food — or  from  her 
own  body. 


Cocomalt  has  well  proved  its  value  during 
these  two  periods  of  special  stress.  For  not  only 
does  it  substantially  increase  the  caloric  intake; 
it  provides  extra  proteins,  carbohydrates,  mineral 
nutrients  (calcium  and  phosphorus)  and  sunshine 
vitamins. . Prepared  according  to  label  directions, 
Cocomalt  adds  70%  more  food-energy  nourish- 
ment to  milk. 


Rich  in  Vitamin  D 

Highly  important  to  both  mother  and  child  is 
the  rich  Vitamin  D content  of  this  delicious  choc- 
o’ate  flavor  food  drink.  Cocomalt  contains  not 
less  than  30  Steenbock  1300  ADM  A)  units  of 
Vitamin  D per  ounce — the  amount 
uspd  to  make  one  glass  or  cup. 

Commalt  comes  in  powder  form,  at 
p-rocers  and  drug  stores  in  14-lb.  and 
1-lb,  cans.  Also  in  5-lb.  cans  for  hos- 


pital use,  at  a special  price. 

Free  to  Physicians 

We  will  be  glad  to  send  you  a t’dal-size  can 
< f Cocomalt.  Just  mail  coupon.  R.  B.  Davis 
Co.,  Hoboken,  N.  J. 


Cocomalt  is  ac- 
cepted by  the 
Committee  on 
Foods  of  the 
A merican  Med- 
ical Association 


Cocomalt  is  a scientific  food  concentrate  of  sucrose,  skim 
milk,  selected  cocoa,  barley,  malt  extract,  flavoring  and  add- 
ed sunshine  Vitamin  D. 

Adds  70%  More  Food-Energy  Nourishment  to  Milk 

(Prepared  according  to  label  directions.) 


R.  B.  DAVIS  CO.,  Dept.  BX-2, 

Hoboken,  N.  J. 

Please  send  me  a trial-size  can  of  Coco- 
malt, free. 

Dr 

Address 


City 


State. 
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THE  "SLING"  PRINCIPLE  OF  SUPPORT 


Model  5042 — For  lighter  pendulous 
breast  with  little  or  no  deposits  of  fat. 


Sagging  breasts  require 
support,  but  never  con- 
striction. Pendulous  glands 
and  weakened  tissues 
should  be  lifted  to  their 
natural  level  and  relieved 
of  strain,  but  not  subjected 
to  undue  cramping  or  bind- 
ing. The  therapeutic  cor- 
rectness of  the  "sling” 
principle  employed  by  S. 


for  All  Types  of  Breasts  in 


Physiological  Supports 


Stcmomaatoid  rruis 
Pectorohs 
Axillary  art  6 Win 
IhoTvscaJis  lat 


BLOOD  SUPPLY  OP  THE  FEMALE  BREAST 
Right — Profiles  of  common  types  of  breasts 
from  small  breast  of  young  girl  to  pendulous 
one  of  older  woman. 


Papilla  (nipple) ' 


Model  5030 — For  medium-size  sagging 
breast ; extra  re-enforced,  pre-shrunk. 

H.  Camp  and  Company 
breast  supports  is  acknowl- 
edged by  physicians. 

• 

Sold  by  better  surgical  and  drug 
houses,  and  surgical  sections,  corset 
departments,  of  stores.  Write  for 
new  Physicians’  Manual. 

• 

S.  H.  Camp  & Company 

Manufacturers 
JACKSON,  MICHIGAN 
Chicago  New  York 

1056  Merchandise  Mart  330  Fifth  Ave. 
London 

252  Regent  St.  W. 


THE  HOMAN  SANATORIUM 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 


A privately  owned,  thoroughly  and  modernly  equipped,  ethical  institution  of  110  rooms. 
Heliotherapy,  pneumothorax,  phrenic  nerve  and  chest  surgery,  and  all  other  modern  meth- 
ods of  treatment. 

Write  for  booklet  giving  rates  and  other  information. 


One  of  a series  of  advertisements  prepared  and  published  by  PARKE,  DAVIS 
& COMPANY  in  behalf  of  the  medical  profession.  This  “See  Your  Doctor” 
campaign  is  running  in  the  Saturday  Evening  Post  and  other  leading  magazines. 


THIS  LITTLE  GIRL  HAS  THREE  PARENTS 


Yes  , this  little  girl  has  three  parents.  The 
third  parent  is  the  family  physician. 

He  was  a part  of  the  family  even  before 
she  was.  He  has  stood  beside  her  since  her 
tiny  lungs  let  loose  their  first  wail  of  protest 
against  a new  and  frighteningly  large  world. 
He  knows  her  physical  history.  If  there  are 
weaknesses  he  is  aware  of  them  and  able  to 
keep  a watchful  eye  on  them. 

Through  her  babyhood  an  affectionate 
understanding  has  been  growing  up  between 
them.  When  she’s  ill,  this  man  who  comes 
to  help  her  is  not  a stranger,  but  a friend  in 
whom  she  has  complete  trust.  He  knows 
her  little  whims  and  how  to  get  around 
them.  She  knows  him  and  is  at  ease  with 


him.  She’s  a lucky  little  girl — with  this  third 
parent  to  watch  over  her,  to  care  for  her, 
to  help  her  through  the  years  that  lie  ahead. 

Your  family  may  not  have  a regular  phy- 
sician. Perhaps  it’s  because  you  live  in  a 
large  city,  perhaps  it’s  because  you’ve  moved 
recently  and  so  are  out  of  touch  with  your 
former  doctor.  Whatever  the  reason,  if  you 
do  not  now  have  a family  doctor,  get  one. 
Do  it  now — do  not  let  the  health  you  enjoy 
today  make  you  careless  in  providing  this 
vital  safeguard  against  the  sickness  tomor- 
row may  bring.  Find  and  become  acquaint- 
ed with  the  person  to  whom  you  can  entrust 
the  medical  welfare  of  your  family  through 
the  years  to  come. 


♦ARKE,  DAVIS  & COMPANY,  DETROIT,  MICH.,  The  World’s  Largest  Makers  of  Pharmaceutical  and  Biological  Products 


Pollen  Extracts 

Test  Sets  containing  those  Pollens  peculiar  to 
your  locality  enable  you  to  determine  those  to 
which  your  patient  is  sensitive. 

Intra- Seasonal 
Treatment 

Has  proven  to  be  effective.  If  vour  patient 
did  not  receive  pre-seasonal  treatment,  intra- 
seasonal  treatment  may  give  relief. 

Hay  Fever 

Is  only  seasonal  and  different  types  of  pollen 
affect  different  patients.  Tree-types,  grass- 
types,  weed-types  are  all  included  in  our  Test 
Sets,  quickly  available  on  receipt  of  your  call. 

5 5 5 

Pathological  Laboratory 

Suite  507  Professional  Building 
Mail  Address  P.  O.  Box  1587 
Phoenix,  Arizona 


W.  Warner  Watkins,  M.  D. 
C.  N.  Boynton,  M.  A. 


Harlan  P.  Mills,  M.  D. 
W.  J.  Horspool,  Bus.  Mprr. 
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CHILDREN 


GAINED  4.84  times  as  fast  on 

Mead’s  Cereal 


ENRICHED  WITH  MINERAL  AND  VITAMIN  CONTAINING  FOODS 

SlMP L\  by  the  addition  of  4 ounces  of  Mead's  Cereal 
to  their  daily  diet,  a group  of  10  children  studied  by  Sum- 
merfeldt1  gained  at  4.84  times  the  rate  of  a control  group 
fed  on  ordinary  cereal.  Yet  when  the  first  group  were 
fed  ordinary  cereals  they  gained  at  only  1.17  times  the 
expected  rate. 

These  results  are  highly  significant  considering  that  the 
patients  to  start  were  of  normal  weight  and  were  receiv- 
ing an  optimum  diet  and  hence  would  not  be  expected 
to  respond  as  well  as  a group  of  underfed  children. 

The  marked  gains  are  attributed  by  Summerfeldt  to 
the  diet  rich  in  vitamin  B,  in  which  Mead’s  Cereal  excels. 
This  palatable  food  also  contains  substantial  amounts  of 
9 essential  minerals,  and  given  with  orange  juice  and 
Mead’s  Cod  Liver  Oil,  it  supplies  all  the  vitamins  needed 
by  the  growing  child. 

'Summerfeldt,  P.:  Am.  Jj  Dis.  Child.  43:285-290;  Feb.  1932. 

& COMPANY 

....  U.S.A. 


MEAD  JOHNSON 

Evansville , Indiana 


AVERAGE  INCREASE  IN  WEIGHT  of 
21  NORMAL  CHILDREN  on  ORDINARY 
CEREALS  and  MEAD'S  CEREAL 

l^WEEK5:  10  20 


The  striking1  feature  was  that  the  rate  of  gain 
of  the  two  groups  of  children  increased  or 
dropped  in  ratio  to  the  amount  of  Mead’s  Cereal 
in  their  diet.1 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons 


At  left — Pernicious  An- 
emia pretreatment 
level.  R.  B.  C.  820,000 
per  cu.  mm.;  Hb.  17%. 
Started  Ventriculin  40 
Gin.  daily. 


At  right — Fourth  day  of 
treatment.  Reticulo- 
cytes 54%;  R.  B.  C. 
1,120,000  per  cu.  mm.; 
Hb.  24%. 


BACK  OF  EVERY  DOSE  OF  VENTRICULIN 
IS  THE  PRECISE  HEMATOLOGIC  RECORD 
OF  ACTUAL  CLINICAL  TESTS  MADE  ON 
SUITABLE  CASES  OF  PERNICIOUS  ANEMIA 


Each  manufactured  lot  of  Ventriculin  (Des- 
iccated Defatted  Hog  Stomach)  is  clinically 
tested  and  approved  by  the  Thomas  Henry 
Simpson  Memorial  Institute  for  Medical  Re- 
search of  the  University  of  Michigan,  Ann 
Arbor,  Mich.,  before  it  is  released  for  com- 
mercial distribution. 

The  required  dosage  is  accurate  and  easily 
determined — 10  grams  daily  for  each  mil- 
lion deficit  in  the  erthyrocyte  count.  The 


average  maintenance  dose  is  10  grams  daily. 
Elderly  patients  and  those  with  complica- 
tions may  require  more. 

Ventriculin,  P.  D.  & Co.,  is  palatable,  non- 
hygroscopic,  and  stable.  It  is  suitable  for 
prolonged  treatment  and  does  not  induce 
nausea  or  aversion  on  continued  adminis- 
tration. Accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association. 


PACKAGES 

Supplied  in  packages  of  12  and  2 5 vials,  each  vial  containing 
10  grams — also  in  an  “Economy  Package,”  a 100-gram  bottle. 


PARKE,  DAVIS  COMPANY 

Th^j  World's  Largest  Makers  of  Pharmaceutical  and  Biological  Products 


At  right  — Seventeenth 
day  of  treatment.  R.B.C. 
2,440,000  per  cu.  mm.; 
Hb.  56%. 


At  left — Sixty-sixth 
day  of  treatment.  R.B.C. 
4,610,000  per  cu.  mm.; 
Hb.  84%. 
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A TUBERCULOSIS  SURVEY  OF 
NEW  MEXICO. 


KENDALL  EMERSON,  M.  D. 

New  York 

Director  National  Tuberculosis  Association. 


During  the  past  three  years  America  has  discov- 
ered that  material  possessions  are  less  stable  and  de- 
pendable than  we  had  supposed.  The  shock  has  been 
considerable.  But  there  is  a by-product  of  this  ex- 
perience which  we  should  capitalize  with  immediate 
enthusiasm.  We  have  learned  that  not  all  values  are 
to  be  reckoned  in  dollars  and  cents.  There  are  cer- 
tain intangible  blessings  which  some  of  us  are  finding 
time  to  think  about  for  the  first  time  in  our  lives. 
Among  these  is  health.  Bankers  and  speculators  ap- 
parently can  deprive  us  of  our  lands  and  force  down 
the  worth  of  our  crops  relentlessly;  but  fortunately 
for  us  our  health  is  not  left  in  the  hands  of  the  busi- 
ness man.  As  a matter  of  fact,  wise  men  long  since 
realized  that  the  protection  of  so  precious  a posses- 
sion as  health  could  be  entrusted  safely  only  to  gov- 
ernment control.  From  this  realization  was  born  the 
Public  Health  Service,  Federal,  state  and  local,  upon 
the  scientific  and  impartial  administration  of  which 
depends  the  sure  protection  of  the  people’s  welfare. 

The  public  health  service  acts  under  powers  be- 
stowed upon  it  by  the  legislature,  which  is  itself  the 
voice  and  representative  of  the  people.  Such  powers 
are  conferred  through  the  enactment  of  a health  law, 
which,  to  give  adequate  protection,  must  be  wisely 
framed  and  ably  administered.  In  a democracy  it  re- 
quires an  intelligent  public  to  advise  and  approve 
wise  laws.  This  means  that  the  American  people 
must  be  educated  to  know  what  it  is  possible  to  ac- 
complish through  preventive  medicine,  what  it  costs 
to  do  this  and  what  training  and  expert  skill  is  need- 
ed to  produce  the  maximum  of  health  protection. 

To  aid  in  this  vast  educational  task,  certain  volun- 


tary agencies  have  sprung  up,  supported  by  the  peo- 
ple themselves  and  manned  by  both  trained  work- 
ers and  volunteers,  whose  purpose  is  to  spread  the 
gospel  of  health  among  all  the  people  and  to  coop- 
erate with  the  official  health  service  in  teaching  the 
public  to  think  in  terms  of  the  prevention  of  dis- 
ease rather  than  its  cure.  Among  these  are  such  or- 
ganizations as  the  American  Public  Health  Associ- 
ation, the  National  Tuberculosis  Association,  the 
American  Social  Hygiene  Association,  societies  for 
mental  hygiene,  child  health,  the  prevention  of  blind- 
ness, and  others.  In  addition  to  the  energy  injected 
into  the  work  of  preventive  medicine  and  public 
health  by  these  voluntary  societies,  the  great  foun- 
da'ions  of  the  country  have  invested  many  millions 
in  health  education  during  the  past  quarter  century. 
In  fact,  more  foundation  money  has  gone  into  health 
channels  than  into  any  other  type  of  welfare  work. 

I dwell  at  this  length  on  the  nation-wide  activities 
in  the  field  of  health  education,  in  order  to  bring 
clearly  before  your  minds  the  value  set  upon  pre- 
ventive medicine  by  those  who  have  devoted  theii 
lives  to  a study  of  its  possibilities  in  advancing  hu- 
man betterment.  So  much  is  done  for  us  in  our  com- 
plicated modern  civilization  that  we  have  grown  to 
accept  much  public  service  as  our  inalienable  right, 
forgetting  that  what  we  proudly  claim  as  our  rights 
are  always  accompanied  by  responsibilities.  These 
latter  we  may  not  avoid  if  we  are  to  preserve  the 
blessings  of  applied  science  upon  which  depends  the 
conservation  of  health  and  satisfactory  living  condi- 
tions. Support  by  informed  and  intelligent  public 
opinion  is  indispensable  to  the  successful  achievement 
of  adequate  protection  for  the  health  of  the  people. 

Not  only  must  the  public  be  educated  to  realize 
the  practical  value  of  public  health  protection  in  its 
broader  aspects,  but  specific  education  is  needed,  as 
well,  to  meet  the  special  problems  of  each  commun- 
ity. In  a country  as  large  as  ours,  divided  into  in- 
dustrial, agricultural,  and  mining  areas,  varying  in 
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climate  from  arctic  to  sub-tropical  and  inhabited  by 
many  racial  groups,  the  particular  need  of  each  of 
the  several  states  must  be  s. udied  and  special  empha- 
sis must  be  laid  on  the  importance  of  attacking  out- 
standing problems  peculiar  to  local  situations.  This 
does  not  necessarily  mean  greatly  increased  health 
appropriations,  but  it  does  mean  the  careful  alloca- 
tion of  the  funds  available  to  meet  these  specific  de- 
mands. 

One  of  the  most  valued  aids  to  a state  health  of- 
ficer, in  planning  a program  to  meet  his  special  prob- 
lems, is  offered  in  the  so-called  health  survey,  made 
by  experts  in  such  work,  who  bring  to  the  task  ex- 
perience culled  from  many  similar  services  rendered 
in  various  parts  of  the  country.  Through  a careful 
study  of  existing  public  health  practices  in  a state, 
an  appraisal  of  the  work  is  made  by  comparison  with 
standards  set  by  the  American  Public  Health  Associ- 
ation, as  determined  by  its  many  years  of  research. 
With  this  as  a basis,  inequalities  in  the  service  at 
present  supplied  are  discovered,  and  the  method  of 
their  improvement  is  pointed  out.  The  health  officer 
is  the  first  to  welcome  such  surveys  because  they  in- 
dicate to  him  the  manner  in  which  he  may  render 
his  own  service  more  valuable  and  also  because  they 
enlighten  the  public  regarding  unmet  needs  and  lead 
to  clearer  appreciation  of  the  fact  that  adequate  pub- 
lic health  service  is  an  indispensable  factor  in  civil- 
ized life. 

Reference  has  been  made  to  the  existence  of  special 
health  problems  in  various  sections  of  the  country. 
A striking  illustration  of  this  is  the  tuberculosis  sit- 
uation in  the  southwestern  states,  one  of  which  is 
New  Mexico.  You  people  of  this  state  need  no  proof 
that  such  a problem  exists  in  your  midst.  But  you 
do  need  the  most  accurate  knowledge  possible  re- 
garding the  size  of  the  problem  and  the  most  effec- 
tive and  economical  method  of  handling  it. 

New  Mexico  for  more  than  a generation  has  made 
a gallant  effort  to  care  adequately  for  a situation 
thrust  upon  her  by  the  excellence  of  her  climate. 
Her  praises  are  sung  by  thousands  from  all  parts  of 
the  country  who  have  here  sought  and  found  the 
road  back  to  health  at  a time  when  that  road  seemed 
forever  barred  to  them.  Rich  and  poor  alike  have 
come  to  you  and  have  not  been  turned  away.  Now 
that  we  are  all  poor,  however,  the  care  of  the  indi- 
gent tuberculous  threatens  to  become  an  overwhelm- 
ing burden,  a burden  from  which  you  might  right- 
fully expect  some  relief  from  the  Federal  Govern- 
ment. Is  not,  then,  the  time  ripe  for  a review  of  so 
serious  a situation,  to  learn  more  accurately  what 


share  of  this  burden  is  properly  yours,  what  share 
belongs  to  the  country  at  large,  what  share  to  the 
several  stares  to  whose  citizens  you  are  offering  your 
generous  shelter?  Furthermore,  what  do  you  really 
know  of  the  effect  which  this  steady  migration  hith- 
er may  be  having  on  your  own  people?  You  have 
heard  it  said  that,  in  spite  of  its  known  contagious- 
ness, tuberculosis  does  not  infect  residents  of  New 
Mexico.  Have  you  scientific  proof  of  this,  or  is 
there  in  the  belief  an  element  of  wishful  thinking? 
If  hard  times  continue  and  undernourishment  reduc- 
es the  resistance  of  certain  fractions  of  your  popula- 
tion, is  there  a possible  harvest  of  infection  and  suf- 
fering ahead  for  many  of  your  own  people,  unless 
the  problem  of  adequate  control  of  the  disease  meets 
with  the  wisest  solution  that  can  be  devised? 

It  may  be  argued  that  the  present  is  no  time  to 
launch  a new  health  enterprise  such  as  the  suggested 
tuberculosis  survey.  Two  answers  are  ready  to  meet 
this  argument.  In  the  first  place,  an  undertaking  of 
this  sort  does  not  always  have  to  depend  on  funds 
raised  through  taxation.  It  is  the  type  of  intensive 
and  self-limited  research  project  most  likely  to  enlist 
the  support  of  outside  contributors.  A number  of 
the  larger  foundations  have  shown  an  interest  in  co- 
operating to  carry  forward  such  studies.  The  Nation- 
al Tuberculosis  Association  looks  with  the  utmost 
sympathy  on  such  progressive  activities  in  the  field 
of  health  work.  The  second  answer  to  the  argument 
for  delay  is  that  at  no  time  has  the  need  for  econ- 
omy in  government  procedure  been  so  great.  Such 
economy  can  only  be  based  on  a plan  which  will  util- 
ize to  its  full  value  every  penny  of  the  public  health 
appropriation.  Before  proceeding,  we  must  be  sure  of 
our  direction.  False  steps  are  a luxury  which  we  can- 
not afford  today.  Though  progress  be  slow,  it  must 
be  straight  and  toward  the  goal  of  maximum  effi- 
ciency. A survey  of  present  conditions  supplies  the 
chart  by  which  the  helmsman  steers  a true  course  in 
public  health. 

Another  and  more  cogent  objection  is  embodied 
in  the  question,  "Why  limit  such  a health  survey  to 
tuberculosis?”  I have  taken  tuberculosis  as  a text  be- 
cause it  is  so  conspicuous  a point  of  attack  in  New 
Mexico.  A well-rounded  general  health  appraisal  is 
preferable.  And  yet,  in  surveying  a single  disease, 
where  no  more  can  be  undertaken,  much  information 
is  inevitably  turned  up  concerning  other  important 
health  problems.  For  example,  the  social  diseases 
which  are  spread  as  widely  throughout  the  world  as 
is  tuberculosis,  cannot  escape  close  scrutiny  during 
any  type  of  health  survey,  both  because  of  their  own 
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importance  and  because  of  intimate  bearing  on  other 
diseases.  Facts  are  brought  to  light  concerning  the 
prevalence  of  other  contagious  diseases  and  regard- 
ing infant  mortality,  which  is  unusually  high  in  this 
state.  At  the  same  time,  sanitary  and  housing  condi- 
tions that  reflect  themselves  in  those  lowered  stan- 
dards of  living,  which  are  in  large  measure  respons- 
ible for  the  incidence  of  preventable  disease,  will  be 
brought  out  into  the  daylight  and  rendered  more 
capable  of  correction.  While  a general  health  sur- 
vey is,  without  doubt,  preferable,  a tuberculosis  sur- 
vey approximates  the  same  end,  in  view  of  the  char- 
acter of  the  disease  itself  and  its  wide  social  as  well 
as  medical  ramifications. 

In  a very  real  sense,  the  present  is  a most  oppor- 
tune time  for  the  consideration  of  a health  survey. 
Travel  is  limited,  perforce,  during  these  days  of  de- 
pression. Home  is  taking  on  a new  meaning  in  the 
life  of  the  nation.  And  of  all  the  elements  that  make 
for  home  content  and  happiness,  health  stands  out 
above  the  rest.  The  very  depression  itself  is  thus  an 
argument  for  closer  attention  to  that  greatest  of  all 
family  blessings.  People  will  be  found  of  more  seri- 
ous mind,  more  ready  to  look  for  and  welcome  the 
real  values  of  life  as  contrasted  with  the  artificial 
stimulants  to  excitement  which  easy  money  provides 
and  which  in  the  end  have  been  found  to  be  of  so 
little  worth. 

In  laying  this  matter  before  a thinking  public,  it 
is  not  necessary  greatly  to  extend  the  argument. 
Upon  the  expert  health  survey  is  based,  to  a very 
great  extent,  all  progress  in  the  practical  application 
of  known  measures  for  the  prevention  of  disease  and 
the  promotion  of  community  health.  Good  build- 
ings and  true  are  those  constructed  on  well-planned 
and  carefully  laid  foundations.  New  Mexico  is  al- 
ready health  conscious.  Her  people  want  her  to  be 
the  healthiest  and  happiest  state  in  the  Union.  Other 
states  have  the  same  ambition  for  themselves.  You 
can  win  only  by  following  the  accepted  rules  of  the 
competition,  for  it  has  become  a competition  based 
on  a very  high  level  of  achievement.  If  you  win, 
it  will  be  because  an  informed  public  genuinely  de- 
sires for  its  families  and  its  neighbors  those  things 
which  are  more  excellent.  Give  your  Public  Health 
Service  sound  tools  to  work  with,  accurate  knowledge 
based  on  expert  study  of  the  problem  to  be  served,  a 
plan  for  its  solution,  and  the  means  to  carry  out 
that  plan. 


DIAGNOSIS  AND  MANAGEMENT 
OF  DISEASES  OF  THE  BILIARY 
TRACT. 

E.  J.  CUMMINS,  M.  D. 

El  Paso,  Texas. 

(Read  before  the  El  Paso  County  Medical  Society, 
Frb.  27,  1933.) 

I propose  to  limit  this  paper  to  conditions  involv- 
ing the  extrahepatic  system,  i.  e.,  gallbladder,  he- 
patic and  common  bile  ducts.  Only  the  salient  fea- 
tures will  be  discussed. 

We  are  all  familiar  with  the  cases  of  acute  cho- 
lecystitis with  varying  degrees  of  pain,  nausea,  vom- 
iting, fever,  leukocytosis,  definite  localized  tender- 
ness and  soreness  in  the  right  upper  quadrant.  Oc- 
casionally acute  infections  of  other  organs,  as  ap- 
pendicitis, pancreatitis,  pyelitis,  peri-nephritic  ab- 
scess, diaphragmatic  pleurisy  and  pneumonia,  and 
coronary  thrombosis  and  allergic  diseases,  will  require 
differentiation.  Chronic  infectious  cholecystitis,  with 
recurring  attacks,  generally  offers  no  great  trouble, 
especially  as  galls'ones  so  frequently  are  present  and 
very  often  cause  colic.  One  must  not  always  be  too 
sure  that  stones  are  present,  just  because  a patient 
has  attacks  of  colic,  even  when  the  latter  are  severe.. 

Stones  in  the  common  duct  ordinarily  cause  typi- 
cal symptoms,  as  pain,  chills,  fever,  and  jaundice. 
The  most  characteristic  feature  is  the  intermittency 
of  the  symptoms.  One  can  generally  obtain  a his- 
tory of  previous  gallbladder  trouble,  as  most  com- 
mon-duct stones  are  former  gallbladder  stones.  One 
must  remember  that  common-duct  stones  may  be 
present  without  pain,  chills,  fever,  or  jaundice — the 
so-called  silent  duct  stones.  We  know  these  are 
much  more  common  than  formerly  thought.  Jaun- 
dice is  not  necessarily  a symptom  of  cholecystitis  or 
common-duct  stones.  It  may  be  due  to  infection  of 
the  bile  ducts,  liver,  edema  of  the  common  duct,  or 
pressure  from  without  upon  the  common  duct.  Stric- 
tures of  the  common  duct  generally  follow  operative 
procedures  or  result  from  inflammation  of  the  com- 
mon duct.  They  usually  cause  little  difficulty  from 
a diagnostic  viewpoint. 

Cancer  of  the  ampulla  or  head  of  the  pancreas  or- 
dinarily causes  symptoms  which  are  quite  distinctive. 
Jaundice,  which  is  painless,  slowly  progressive  and 
persistent,  together  with  the  other  signs  of  malig- 
nancy, make  the  diagnosis.  Occasionally,  however, 
one  sees  a case  which,  even  upon  operation,  is  im- 
possible to  diagnose.  I refer  to  chronic  pancreatitis. 


114 


SOUTHWESTERN  MEDICINE 


I believe  the  diagnosis  of  the  above  pathological 
processes  is  fairly  easy  in  the  vast  majority  of  cases. 
These  conditions  often  represent  the  end  stage  of  the 
disease.  The  diagnosis  of  the  milder  degrees  of  acute 
cholecystitis  and  of  many  cases  of  chronic  cholecys- 
titis is  often  very  difficult.  It  is  remarkable  what 
extensive  pathology  is  often  encountered  upon  rou- 
tine examination  of  the  abdominal  contents  at  op- 
eration for  some  other  purpose,  without  any  clinical 
evidence  to  lead  one  to  suspect  the  condition.  Path- 
ologists find  gallstones  present  in  about  10  per  cent 
of  autopsies  on  adults.  So-called  bilious  attacks,  in- 
digestion, belching,  fulness  after  eating,  inability  to 
handle  fats,  fried  food  and  rich  pastries,  should  make 
one  very  suspicious  of  biliary  tract  disease.  If  these 
patients  vomit,  they  are  generally  relieved.  When  one 
realizes  that  with  the  palm  of  the  hand  he  can  cover 
the  gallbladder,  bile  ducts,  pylorus,  pancreas,  duo- 
denum, right  colon,  right  kidney,  and  sometimes  the 
appendix,  he  can  understand  the  difficulty  one  may 
have  in  diagnosing  the  cause  of  the  above  symptoms. 

I believe  a carefully  taken  history  is  the  most  val- 
uable means  of  diagnosis.  Physical  examination  is  of- 
ten negligible,  yet  one  often  finds  some  tenderness 
and  soreness  over  the  gallbladder  region. 

Cholecystography  is  a valuable  aid,  but  it  is  in 
these  very  cases,  especially  in  the  cases  with  an  in- 
definite history  and  few  physical  signs,  that  one 
must  be  very  careful  in  interpreting  the  results  of 
this  procedure.  It  is  only  an  adjunct.  In  the  typical 
case  of  gall  disease  it  often  confirms  your  diagno- 
sis. In  the  atypical  case  it  may  often  point  to  the 
diagnosis,  or  even  make  it,  and,  again,  it  may  point 
to  the  wrong  diagnosis.  We  must  remember  that  it 
is  a functional  test  and  that  not  all  dysfunction  is 
due  to  disease  of  the  particular  organ.  I am  sure 
all  of  us  have  regretted  removing  gallbladders  which 
were  not  functioning  according  to  the  Graham  test, 
from  patients  who  did  not  have  gallbladder  disease. 
Certain  conditions — as  colitis,  acute  duodenitis,  cat- 
arrhal jaundice,  pregnancy — interfere  with  cholecys- 
tography. 

I believe  duodenal  drainage  offers  a great  deal  of 
help  in  these  cases.  If  one  finds  bacteria,  pus  cells, 
cholesterin,  and  calcium  bilirubin  crystals,  in  the 
duodenal  contents,  one  is  quite  likely  to  have  a dis- 
eased biliary  tract. 

It  is  important  to  make  as  early  a diagnosis  as 
possible  in  order  to  avoid  the  disease  extending  to  the 
liver  and  pancreas. 

I believe  we  can  compare  the  pathology  of  infec- 
tion and  obstruction  in  the  biliary  system  to  infec- 


tion and  obstruction  in  the  genito-urinary  system.  It 
took  a long  time  to  teach  the  profession  that  the 
chief  danger  in  prostatectomy  is  damaged  kidneys. 
Too  often  the  diseased  gallbladder  and  obstruction  to 
the  common  duct  have  been  allowed  to  persist,  with 
dilatation  and  infection  of  the  bile  ducts,  which 
gradually  impair  the  function  of  the  liver  and  pan- 
creas. 

What  are  we  to  do  for  these  patients?  I believe 
early  cases  should  be  treated  medically,  with  the 
idea  of  checking  the  disease.  Diet,  fluids,  chole- 
gogues,  non-surgical  biliary  drainage,  may  all  be  of 
help.  Many  cases  in  the  aged  should  be  treated  in  the 
same  way.  A live  patient  is  preferable  to  a dead  one. 

After  medical  treatment  has  been  tried  and  found 
to  be  unsuccessful,  or  if  one  is  dealing  with  the  more 
advanced  stages  of  the  disease,  surgery  is  indicated. 
One  should  not  permit  repeated  attacks  without  re- 
sorting to  surgery. 

Thorough  pre-operative  treatment  is  advisable,  if 
time  will  permit,  and  it  generally  will.  Many  of 
these  cases  have  a low  glycogen  reserve  and  a high 
blood  urea.  Many  have  albumin  and  casts  in  the 
urine.  The  leukocyte  count  may  be  high  and  the 
disease  process  acute.  The  coagulation  time,  bleed- 
ing time,  sedimentation  time,  and  bilirubin  estima- 
tions, often  indicate  the  course  to  pursue.  Suitable 
donors  should  be  provided  for  transfusions  before  or 
after  operations.  Glucose  in  normal  saline  is  of  great 
benefit.  Calcium  chloride  is  used  to  hasten  coagu- 
lation time. 

The  vast  majority  of  acute  cholecystitis  cases  will 
subside,  making  the  operation  less  dangerous.  Jaun- 
dice will  usually  disappear.  Cholecystostomy  used  to 
be  the  operation  of  choice.  Today  cholecystectomy 
is  in  vogue.  I believe  it  to  be  the  better  procedure 
in  the  majority  of  cases,  but  cholecystostomy  still 
has  a place.  Its  chief  use  is  in  cases  of  cholecystitis 
with  jaundice,  with  or  without  stones,  in  which  the 
gallbladder  appears  to  be  functioning  normally. 

Above  all,  in  those  cases  in  which  one  cannot  be 
certain  that  the  common  duct  is  open,  cholecystos- 
tomy is  to  be  preferred.  There  are  also  certain  cases 
in  which  it  is  safer  to  do  cholecystostomy  instead  of 
cholecystectomy  on  account  of  the  condition  of  the 
gallbladder  or  the  general  condition  of  the  patient. 
One  must  remember,  however,  that  8 0 per  cent  of  all 
cases  returning  for  operation  still  have  their  gall- 
bladders. Cholecystectomy  gives  the  best  results 
when  the  diseased  gallbladder  has  ceased  to  function. 
This  is  probably  because  the  liver  has  already  become 
adjusted  to  the  changed  physiology. 
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A most  important  question  comes  up  frequently, 
as  to  whether  the  common  duct  should  be  explored 
or  not.  I have  never  regretted  opening  the  common 
duct,  but  have  regretted  not  having  done  so.  We  all 
overlook  common-duct  stones,  occasionally  even  af- 
ter exploring  the  common  duct.  The  percentage  of 
common-duct  stones  with  gallbladder  stones  varies 
in  different  clinics,  but  chiefly  in  the  proportion  in 
which  the  ducts  are  carefully  explored.  The  chief  in- 
dications are  common-duct  stones,  jaundice,  especial- 
ly if  the  gallbladder  contains  stones  and  is  contract- 
ed, thickened  head  of  the  pancreas,  dilated  common 
duct. 

When  one  finds  the  common  duct  diseased  and  re- 
moves stones  from  it,  drainage  of  the  duct  by  means 
of  a T-tube  is  advisable.  Reconstruction  of  the  com- 
mon duct  in  case  of  strictures,  in  the  hands  of  ex- 
perts is  rather  successful.  Cholecystogastrostomy  or 
duodenostomy  may  be  more  successful  in  the  hands 
of  an  occasional  operator.  Its  chief  use  is  in  cancer 
of  the  head  of  the  pancreas  and  of  the  ampulla  of 
Vater.  It  offers  a great  relief  to  those  suffering  with 
this  terrible  condition. 

The  average  age  of  the  patients  I have  operated 
upon  in  the  past  five  years,  is  forty  and  one-half 
years.  The  unusual  thing  is  the  fact  that  nine  of 
the  twenty-five  were  under  thirty  years  of  age  and 
that  fifteen  were  forty.  Three,  only,  were  between 
fifty  and  sixty,  and  two  were  sixty  and  over.  All 
but  two  were  females.  The  youngest  was  twenty- 
four  and  the  oldest  sixty-eight.  The  average  dura- 
tion of  symptoms  was  slightly  over  two  years!  the 
longest  was  ten  years  and  the  shortest  was  two  days, 
before  entrance  into  the  hospital.  The  average  time 
spent  in  the  hospital  before  operation  was  five  days! 
after  operation,  eleven  and  a half  days.  One  case 
was  operated  upon  with  diagnosis  of  acute  appendi- 
citis, and  one  allergic  case,  with  colitis  with  a non- 
functioning gallbladder,  according  to  dye  test,  was 
operated  upon  with  diagnosis  of  chronic  cholecysti- 
tis. Two  had  common-duct  stones;  one  of  these  had 
a stone  in  the  common  duct  which  was  missed  upon 
exploration  of  common  duct.  The  stone  was  re- 
moved later,  with  good  results. 

One  case  went  to  the  bad  on  the  table  just  as  the 
abdomen  was  opened,  probably  because  of  the  ef- 
fects of  amytal  administered  preceding  the  operation. 
A cholecystostomy  was  done.  She  drained  two  weeks, 
when  the  drain  came  out  accidentally;  three  days 
later,  her  previous  symptoms  returned.  Fortunate- 
ly, I was  able  to  re-introduce  a drain,  which  was 


kept  in  for  six  weeks,  then  removed.  She  has  had  no 
further  trouble  in  a year  and  half. 

Two  cases  had  par  dal  collapse  of  the  right  lower 
lobe.  Both  recovered,  as  is  usual  in  this  condition. 
One  of  these  also  evidently  had  the  condition  which 
usually  causes  death  within  forty-eight  hours,  associ- 
ated with  high  temperature  and  rapid  pulse.  In  this 
case  I believe  it  was  a spread  of  the  infection,  as  it 
was  a rather  acute  affair;  the  one  which  was  diag- 
nosed acute  appendicitis.  She  should  not  have  been 
operated  upon,  and  the  position  of  the  gallbladder 
was  such  that  a cholecystosLomy  did  not  seem  ad- 
visable. For  two  days  I wished  I had  done  nothing. 
These  cases  certainly  make  one  uncomfortable.  Glu- 
cose in  normal  saline  seemed  to  turn  the  tide. 

One  case,  in  which  the  patient  had  been  jaundiced 
for  months  and  had  a clinical  diagnosis  of  carcinoma 
of  the  pancreas,  had  a cholecystogastrostomy  done, 
and  she  is  back  at  work,  feeling  fine,  jaundice  and 
the  intolerable  itching  gone;  gained  twenty-two 
pounds,  and  is  happy.  I hope  this  turns  out  to  be  a 
case  of  chronic  interstitial  pancreatitis.  Time  will 
make  the  diagnosis.  Only  one  postoperative  hernia 
has  developed. 

There  were  two  deaths:  one  of  acute  cholecystitis, 
sick  eleven  days  before  entrance  to  the  hospital,  and 
in  a critical  condition.  Cholecystostomy  was  done, 
but  the  patient  died  within  twenty-four  hours  with 
a general  infection.  The  other  death  was  a patient 
sixty-eight  years  of  age,  who  had  been  sick,  off  and 
on,  for  seven  years,  and  who  steadily  got  worse  after 
nine  days  of  medical  treatment.  A cholecystectomy 
was  done  because  of  an  abscess  between  the  liver  and 
gallbladder.  On  opening  the  abscess,  the  gallbladder 
simply  fell  away  from  the  liver  and  all  that  was  nec- 
essary was  to  tie  off  the  cystic  duct  and  drain.  I 
am  going  to  read  the  protocol,  as  it  shows  so  well 
what  happens  in  a long-neglected  case  of  biliary'  tract 
disease. 

Report  of  Specimen  removed  at  operation,  Nov. 
2,  1929. 

Tissue.  The  tissue  consists  of  the  gallbladder.  It 
contains  many  small  stenes  and  shows  marked  evi- 
dence of  both  acute  and  chronic  inflammation.  The 
portion  of  xhe  mucosa  which  is  not  compFtely  de- 
stroyed is  edematous.  The  wall  is  generally  thick- 
ened and  one  area  measures  1 cm.  in  thickness.  It 
is  infiltrated  with  fibreus  tissue,  also  round  cells 
and  polys. 

Diagnosis:  Cholecystitis,  acute  and  chronic,  with 
stones. 

Report  of  Partial  Autopsy  done  by  Drs.  Turner 
and  Cummins,  Nov.  11,  1929. 

The  body  is  that  of  a woman  68  years  of  age, 
thick,  heavy  torso.  There  is  an  operative  wound 
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from  the  ensiform  cartilage  to  a point  opposite  the 
navel  and  two  inches  to  the  right  of  it.  There  is  a 
rubber-tissue  drain  in  the  upper  angle  of  the  wound. 
On  opening  the  abdomen  at  'autopsy,  no  free  fluid  is 
found  in  the  abdominal  cavity.  The  operative  field 
is  dry  except  for  plastic  exudate  where  the  gall- 
bladder has  been  removed.  The  foramen  of  Winslow 
was  open. 

Liver.  There  are  fibrous  adhesions  fixing  the  an- 
terior surface  of  the  liver  to  the  abdominal  wall. 
The  denuded  surface  of  the  liver,  where  the  gall- 
bladder was  removed,  is  rather  rougher  than  usual. 
There  is  an  abscess  in  the  liver  about  3 cm.  in 
diameter;  the  hepatic  duct  is  open,  section  of  small 
bile  ducts  show  roughening  of  the  lining  membrane, 
together  with  fibrinopurulent  material  in  the  bile 
ducts.  There  is  a larger  abscess  on  the  anterior 
surface  of  the  gastrohepatic  ligament,  the  walls  of 
the  abscess  being  formed  by  the  liver,  the  pyloric 
end  of  the  stomach,  and  the  gallbladder.  This  con- 
tains about  25  cc.  of  fluid  pus  and  yellow  caseous 
material.  Adjacent  to  this  abscess  and  lying  in  the 
lesser  omentum,  are  several  abscesses'  which  con- 
form in  location  to  the  location  of  the  lymph  glands 
along  the  lesser  curvature  of  the  stomach.  These 
abscesses  all  contain  the  same  character  of  pussy 
content.  These  extend  downward  behind  the  peri- 
toneum to  the  pancreas. 

The  pancreas  is  hard  and  contains  numerous  small 
abscesses  throughout  its  surface. 

Stomach  and  duodenum  show  no  abnormalities. 

Kidneys  and  Adrenals.  Adrenal  glands  are  dark 
chocolate-brown  color  and  very  soft.  They  tear  eas- 
ily, though  they  do  not  contain  pus.  The  kidneys 
are  in  an  excellent  state  of  preservation. 

Anatomical  Diagnosis:  Acute  cholangitis,  acute 

pancreatitis  with  numerous  abscesses;  retroperi- 
toneal lymphatic  abscesses.  Cholecystitis,  cholelithi- 
asis. 

Sixteen  of  these  cases  had  gallstones.  Ten  of  them 
were  x-rayed  and  stones  diagnosed  in  six  cases.  Stones 
were  diagnosed  in  one  case  by  x-ray,  in  which  no 
stones  were  found  at  operation.  Nine  of  the  cases 
had  been,  or  were,  jaundiced  upon  entrance  to  the 
hospital;  twenty-two  had  severe  attacks  of  pain;  one, 
mild  pain;  one,  with  carcinoma  of  the  pancreas,  had 
no  pain.  All  but  one  of  the  cholecystitis  cases  had 
distinct  tenderness  over  the  gallbladder.  Even  the 
allergic  case  was  tender  and  complained  of  pain.  The 
cancer  case  had  no  pain  or  soreness,  though  her  liver 
was  enlarged  and  the  gallbladder  could  be  palpated. 

One  of  these  cases  was  killed  in  an  auto  accident. 
Of  the  twenty-two  living  patients,  one  has  extensive 
pulmonary  tuberculosis  and  has  some  gastric  disturb- 
ances; one  has  had  severe  attacks  of  myocardial  fail- 
ure, but  no  further  digestive  disturbances;  two  state 
that  they  have  to  diet;  six  could  not  be  traced; 
twelve  report  complete  relief  of  the  symptoms  for 
which  they  were  operated. 


SUMMARY 

Mild  cases  of  both  acute  and  chronic  cholecystitis 
are  frequently  difficult  to  diagnose.  Acute  attacks 
will  usually  subside  under  medical  treatment.  Most 
first  attacks  and  mild  cases  should  be  treated  medi- 
cally. Cases  which  do  not  respond  to  medical  treat- 
ment should  be  treated  surgically  where  no  contra- 
indication exists.  Cholecystostomy  still  has  an  im- 
portant place  in  the  surgical  treatment.  Cholecys- 
tectomy is  the  operation  of  choice  in  most  cases.  The 
gallbladder  should  not  be  removed  until  one  is  cer- 
tain that  the  common  duct  is  open.  The  common 
duct  should  be  opened  where  stones  are  felt  within 
it,  when  the  gallbladder  contains  stones  and  is  con- 
tracted, when  the  common  duct  is  dilated,  when  pa- 
tient is  jaundiced,  and  when  head  of  pancreas  is 
thickened. 

Gallbladder  surgery  in  the  three  hospitals  in  El 
Paso  carried  a mortality  of  slightly  over  7 per  cent 
during  the  past  five  years,  and  should  not  be  con- 
sidered lightly. 


OBSERVATIONS  ON  TRANSURE- 
THRAL PROSTATIC  RESEC- 
TIONS. 

KEVIN  D.  LYNCH,  M.A.,  M.D. 

El  Paso,  Texas. 


(Read  before  the  Eighteenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, held  at  Albuquerque,  N.  M.,  Dec.  8 to  10, 
1932.) 

Relief  of  prostatic  obstruction  is  a subject  which 
sooner  or  later  becomes  a matter  of  engrossing  in- 
terest to  the  vast  majority  of  physicians.  As  it  is 
variously  estimated  that  one  in  every  three  to  five 
men  suffers,  in  varying  degrees,  from  its  manifesta- 
tions after  the  age  of  fifty,  we  have  a twofold  con- 
cern in  its  treatment:  first,  because  we  desire  to  ad- 
vise correctly  our  patients  who  consult  us  for  its  re- 
lief, and,  second,  because  we,  ourselves,  may  need  to 
seek  treatment  for  the  same  malady. 

I believe  it  will  clarify  matters  to  recall  briefly 
Randall’s  accurate,  concise,  logical,  description  of 
the  three  major  pathological  entities  involving  the 
prostate,  that  cause  vesical  retention  and  depend  on 
surgery  for  their  relief  or  cure:  carcinoma,  median 
bar  and  glandular  hypertrophy. 

( 1 ) Formerly  it  was  thought  that  carcinoma  or- 
iginated in  the  posterior  lobe.  We  know  now  that 
it  may  begin  and  grow  in  any  portion  of  the  gland, 
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as  Randall’s  studies  have  shown.  In  general,  it  is  a 
diffuse  process  and  little  hope  of  cure  is  offered  by 
ordinary  operative  procedures.  With  the  exception  of 
a few  selected  cases,  which  are  favorable  for  radical 
excision  by  Young’s  method,  palliative  measures 
seem  more  useful. 


(2)  Median  bar  formation  is  variously  known  as 
contraction  of  the  vesical  neck,  prostatism  sans  pros- 
tate, atrophy  of  the  prostate,  and  so  forth.  It  is  a 
fibrosis  which  stenoses  the  bladder  opening.  It  is  due 
to  long-standing  prostatic  infection. 

( 3 ) Glandular  hypertrophy,  adenomatous  hyper- 
trophy, or  simple  adenoma,  as  it  is  usually  referred 
to,  furnishes  the  greatest  cause  of  vesical  obstruc- 
tions. The  cause  is  unknown.  Of  the  five  glandu- 
lar masses  of  the  prostate,  it  may  involve  any  one, 
or  all  of  them;  e.  g.,  both  lateral  lobes,  posterior 
commissure,  subcervical  gland  of  Albarran,  posterior 
or  anterior  lobes.  Randall  describes  five  classes. 

a.  Simple  bilateral  lobe  hypertrophy — no  dilata- 
tion of  vesical  sphincter  or  intrusion  of  masses  into 
the  bladder. 

b.  Solitary  commisural  hypertrophies  (formerly 
Randall  called  these  glandular  median  bars).  This  is 
one  of  two  types  of  middle  lobe  enlargement. 

c.  Combination  of  a and  b.  This  occurs  with 
sphincter  dilatation  and  protrusion  of  lateral  lobe 
masses  into  the  bladder. 

d.  Hypertrophy  of  Albarran’s  gland.  This  is  the 
second  variety  of  middle  lobe  enlargement — "ball- 
valve  obstruction.” 

c.  Combination  of  d and  a in  which  there  is  pro- 
duced dilatation  of  the  sphincter  and  intravesical 
protrusion  of  the  lobes. 


I 


It  is  not  necessary,  I imagine,  to  return  to  the  be- 
ginning of  the  prostatic  surgery  and  recall  the  vari- 
ous methods,  instrumental  and  operative,  which  have 
been  devised  to  correct  or  cure  these  above-men- 
tioned pathological  entities.  You  are  more  or  less  fa- 
miliar with  the  so-called  punch  operations  used  in 
several  modifications  and  in  recent  years  with  addi- 
tional improvements  by  which  hemorrhage  could  be 
controlled.  Also,  with  the  perineal  or  suprapubic  re- 
moval of  the  growth  of  tumor  obstructing  the  blad- 
der neck.  Naturally,  we  are  all  seeking  methods  of 
relief  which  are  effective,  that  is,  which  are  restora- 
tive of  normal,  or  nearly  normal,  function,  and 
which  possibly  remove  the  diseased  tissue  in  its  en- 
tirety; which  are  relatively  safe,  for  we  must  keep 
in  mind  the  fact  that  there  is  no  procedure  in  surgery 
that  is  absolutely  safe!  which  are  economical  both  of 
the  patient’s  physical  and  mental  reserves  and  of  his 


financial  resources  as  well;  which  afford  security 
against  recurrence,  if  at  all  possible. 

Again,  I assume  that  in  a general  way  you  are  all 
acquainted  with  the  average  mortality  rate  of  so- 
called  prostatectomy;  that  it  varies  from  very  low 
figures,  1 to  39,  in  the  hands  of  the  skilled  special- 
ist, to  IS  to  20  per  cent  where  the  average  general 
surgeon  is  concerned;  that  it  has  its  complications, 
its  morbidity,  its  failures,  its  poor  to  bad  functional 
results;  its  recurrences,  as  well  as  its  triumphs.  This 
means  that,  so  far,  no  perfectly  satisfactory  proce- 
dure has  as  yet  been  devised  by  human  beings  for 
curing  anything.  But  man  is  willing  to  keep  on  try- 
ing to  the  end  of  time. 

So,  rightly  or  wrongly,  according  to  the  many 
viewpoints  possible  in  examining  the  matter,  there 
has  been  dissatisfaction  with  the  open  operative 
methods  of  dealing  with  bladder-neck  obstructions, 
and  within  the  last  two  years  (and  especially  during 
the  last  year)  there  has  occurred  a wave  of  enthusi- 
asm for  transurethral  operative  procedures  in  these 
cases,  such  as  we  have  never  seen  before. 

It  is  always  the  dream  of  the  specialist  who  uses 
instruments  that  explore  and  treat  lesions  in  body 
cavities  and  channels,  that  some  day  he  will  have  per- 
fected instruments  with  which  he  may  diagnose  or 
cure  all  lesions  present  in  these  cavities  and  channels 
through  their  natural  orifices,  without  resorting  to 
the  necessity  of  making  artificial  openings.  And  so 
it  is  with  the  urologist;  and  his  sudden  centering  of 
his  affections  in  transurethral  operations  was  caused 
by  an  apparent  realization  of  his  dream,  at  least  par- 
tially, when  from  several  sources  there  were  evolved 
instruments  which  approached  his  ideal  of  effective- 
ness and  ease  of  handling,  and  which  had  apparently 
conquered  the  great  handicap  and  danger  of  imrriedi- 
a e hemorrhage.  Basically,  the  medical  concept  was 
Young’s  punch,  or,  as  he  originally  called  it,  the 
pros^atic  excisor,  and  that  holds  for  the  Sterns-Da- 
vis  instrument,  McCarthy,  Kerwin,  Cecil,  or  other 
devices.  With  this  mechanical  idea  was  combined  the 
cutting  and  coagulating  properties  of  the  appropri- 
ate high-frequency  currents,  such  as  are  used  in  all 
modern  electrosurgery  elsewhere  in  the  body. 

Now,  for  the  first  time,  was  it  possible  for  any 
skilled  urologist  to  have  a "punch”  instrument  in 
which  the  obstructing  tissue  was  clearly  visualized; 
with  which,  after  the  bite  of  tissue  was  removed,  it 
was  fairly  easy  to  stop  hemorrhage  of  oozers  or 
spurters,  and  so  obviate  the  handicap  of  obscured 
vision  in  removal  of  further  pieces  of  tissue  (a 
marked  drawback  to  the  use  of  the  original  cautery 
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punch  except  for  use  in  median-bar  formation). 
True  it  is  that  Caulk,  some  ten  years  before,  had 
changed  the  cold  tubular  knife  of  the  "punch”  into 
a cautery  knife,  and,  eliminating  the  dangers  and 
handicap  of  primary  hemorrhage,  thereby  had  grad- 
ually extended  his  field  of  its  application  far  beyond 
that  intended  or  practised  by  its  original  inventor. 
Bumpus,  some  years  later,  quietly  worked  at  this 
same  problem,  applying  the  Braasch  punch  with  a 
mild  dessication  of  each  area  of  tissue,  previous  to 
cutting,  to  adenomatous  enlargements,  as  well  as  to 
the  bar  obstructions,  whether  due  to  sclerosis  or 
cancer.  Both  men  have  had  considerable  success  in 
relieving  obstructions  due  to  adenomatous  hypertro- 
phies. But  to  Caulk,  I believe  must  be  ascribed  the 
honor  of  having  persuaded  many  that  it  is  not  nec- 
essary to  remove  the  entire  adenoma  to  effect  a cure; 
that  removal  of  the  obstructing  part  not  only  brings 
a good  functional  result,  but  that,  with  the  resultant 
drainage,  shrinkage  occurs  in  the  gland,  such  as  has 
often  been  observed  after  preliminary  suprapubic 
drainage.  On  his  studies  and  results  he  bases  his  con- 
tention that  the  vast  majority  of  so-called  adeno- 
matous hypertrophies  are  due  to  inflammatory  con- 
ditions in  the  prostate  and  that  removal  of  the  ob- 
structing tissue  results  in  subsidence  of  the  infection 
and  resolution  of  the  inflammatory  tissue. 

Randall  most  vigorously  disagrees  with  this  hypo- 
thesi".  He  admits  the  presence,  even  the  omnipres- 
ence of  infection  in  adenomas;  he  cites  Virchow  as 
authority  that  "augmentation  of  connective,  muscu- 
lar or  glandular  tissue,  with  a nodular  formation, 
quite  circumscribed,  is  a tumor  not  inflammation.” 
With  regard  to  the  postoperative  shrinkage  observed 
following  partial  resection,  first  stage,  cystotomy 
drainage,  or  catheter  drainage,  he  refuses  to  admit 
atrophy  of  the  real  adenoma  part  of  the  enlargement 
and  ascribes  the  result  to  relief  from  acute  or  chronic 
congestion.  After  a wide  experience  with  open  oper- 
ations and  the  various  types  of  transurethral  proce- 
dures in  the  last  twenty  years,  I believe  that  Ran- 
dall’s opinion  is  better  reasoned  and  more  impartial, 
as  well  as  being  based  on  more  truly  correct  patho- 
logical knowledge.  I would  nominate  Caulk  as  the 
chief  advocate  and  enthusiastic  exponent  of  trans- 
urethral prostatic  resection;  I would  assign  to  Ran- 
dall the  role,  not  of  being  its  bitter  opponent,  but 
rather  that  of  "devil’s  advocate,”  an  earnest  truth- 
seeking critic,  inclined  to  conservatism  and  yet 
willing  to  be  convinced  if  the  test  of  time  will  show 
beneficial  results  of  resection  to  be  safe,  permanent 
(as  much  so  as  open  operation),  and  economical. 


But  in  the  present-day  discussion  of  prostatic  re- 
section, by  the  vast  majority  of  urologists,  while 
Caulk  is  given  credit  for  the  work  he  has  done  as  far 
as  the  physiologic  concept  (right  or  wrong)  he  has 
furnished  as  to  what  happens  after  resection,  the  cen- 
ter of  the  stage  is  occupied  by  McCarthy — who  has 
rather  superseded  even  Davis  (the  latter  enjoyed  a 
few  brief  months  of  glory  and  really  started  the  re- 
cent wave  of  enthusiasm  on  its  way) ; by  Alcock,  of 
Iowa  City;  and  a small  scattering  of  others  who  may 
have  done  a fair  number  of  resections  with  the  new 
instruments.  This  was  only  natural,  because,  al- 
though Caulk  had  done  more  resections  than  anyone 
else  and  over  a longer  period  of  time,  his  methods 
and  instruments  simply  do  not  fulfill  the  desire  of 
the  average  urologist,  and  the  McCarthy  instrument 
does,  and  it  does  it  better  than  the  Stern-Davis  or 
other  similar  instruments,  such  as  the  Kervin,  Cecil, 
Foleys,  and  so  forth.  (No  one  mentions  these  days 
that  the  Stern-Davis  instrument  is  Leo  Buerger’s  old 
cysto-urethroscope  with  a loop  attachment.  Fresh- 
er of  Kansas  City  has  one  that  is  evidently  still  a 
Buerger  cysto-urethroscope  with  a McCarthy  loop.) 
I am  sure  that  Randall  will  remain  the  outstanding 
figure  in  the  effort  to  prevent  untimely  and  unwise 
conclusions  being  drawn;  and  Day  and  Bugbee  will 
tend  to  give  force  to  his  warnings  (based  on  path- 
ology especially)  by  their  sane,  judicious  consider- 
ations of  the  various  clinical  problems  encountered, 
as  well  as  their  finely  balanced  judgment  in  esti- 
mating accurately  the  results  obtained. 

There  is  scarcely  any  opposition  to  the  use  of  re- 
section methods  in  median-bar  formations.  What- 
ever arguments  arise  are  likely  to  be  over  the  type  of 
instruments  to  be  used,  and  to  center  on  the  neces- 
sity or  advisability  of  the  new,  more  complicated 
apparatus,  versus  the  simple,  old-style  punch  method, 
or  regarding  the  choice  of  the  new  modern  instru- 
ments in  the  different  modifications  of  McCarthy, 
Day,  Kerwin,  Cecil,  and  so  forth. 

While  it  is  to  be  admitted  that  there  may  still  be  a 
field  for  operative  measures  in  carcinoma  of  the  pros- 
tate— either  the  radical  Young  operation  in  smaller 
isolated  nodular  types,  or  an  ordinary  enucleation  of 
adenoma  enclosing  carcinomatous  areas — yet  the  con- 
sensus of  opinion  seems  to  be  that  the  average  case 
of  prostatic  malignancy  does  better  with  palliative 
treatment  by  some  type  of  transurethral  procedure 
to  relieve  obstruction,  combined  with  as  much  radio- 
therapv  as  may  seem  judicious  in  each  individual 
case;  although  I may  add  that  comparatively  few 
urologists  still  advocate  radium. 
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The  main  discussion  of  the  use  of  resection  natur- 
ally concerns  the  adenomatous  enlargements.  The 
controversy  has  raged  for  some  years  already  and 
promises  to  continue  for  many  years  to  come.  We 
have  many  different  opinions  concerning  the  proce- 
dure, ranging  all  the  way  from  100  per  cent  resec- 
tionists  to  100  per  cent  prostatectomists.  Again 
reverting  to  Randall’s  classification  of  the  hypertro- 
phies, the  two  classes  of  middle-lobe  hypertrophies, 
so-called  glandular  median  bar  or  hypertrophy  of  the 
posterior  commisural  tissue  will  probably  not  be  in 
the  doubtful  area  very  long.  The  resection  probably 
will  be  used  almost  exclusively  in  this  type  of  case, 
as,  with  a better  understanding  of  the  pathology, 
we  will  be  bold  enough  to  resect  enough  of  the  tri- 
gonal tissue  to  effect  a cure.  I believe  these  cases 
are  the  ones  that  Caulk  has  the  most  difficulty  with 
and  has  had  to  make  repeated  operations  for  a cure 
(see  below).  In  the  second  type  of  median-lobe  en- 
largement that  of  Albarran’s  subcervical  gland, 
cases  of  valve  obstruction,  we  feel  that  resection  is 
the  well  recognized  procedure  of  choice. 

There  remain  three  types  to  consider:  lateral  lobe 
growths  alone;  lateral  lobe  growth,  plus  posterior 
commisural  hypertrophy;  and  lateral  lobe  plus  Al- 
barran’s hypertrophy.  The  first  is  not  associated 
with  intravesical  protrusion,  the  latter  two  having 
this,  with  dilatation  of  the  sphincter,  as  a marked 
feature. 

Briefly,  Randall  prophesies  failure  for  resection  in 
these  three  classes,  although  admitting  the  possibility 
of  temporary  improvement  in  certain  cases.  When 
Davis  presented  his  paper  at  the  Memphis  meeting  of 
the  American  Urological  Association  in  May  of  last 
year,  Randall,  in  a discussion  of  that  paper,  admit- 
ted that  he  had  not  even  seen  the  operation  done, 
much  less  performed  it  himself,  and  while  Davis’  pa- 
per was  based  on  a study  of  230  cases,  only  100  of 
them  were  in  the  contravernal  group,  i.e.,  bilateral 
lob;  enlargements  or  combinations  of  these  and  me- 
dian lobe  hypertrophies.  A year  later,  Randall,  basing 
his  opinion  on  his  enormous  experience  and  research 
into  the  pathology  of  prostatic  enlargements,  coupled 
with  what  experience  he  may  have  had  clinically 
with  resections,  plus  his  conferences  with  many  of 
those  who  have  used  the  resectoscope  in  a consider- 
able number  of  cases,  attempts  an  impartial,  con- 
siderate estimate  of  its  advantages  and  disadvantag- 
es according  to  the  individual  pathological  condi- 
tions encountered. 

It  has  been  very  interesting  to  follow  the  modifi- 
cations of  opinions  as  seen  in  the  literature  during 


the  past  year.  While  the  various  operators  still  show 
considerable  enthusiasm  for  resection,  evidently  their 
overconfidence  has  received  some  setback  by  adverse 
experiences,  or,  at  least,  trying  periods  when  the  im- 
mediate results  were  distressing  to  the  surgeon  and 
the  patient.  This  fact  is  gathered  more  from  the 
discussions  of  papers  than  from  the  papers  them- 
selves, and  so  well  coincides  with  our  expectations 
when  we  first  began  resections  of  hypertrophies.  I 
say  expectations  because  I have  had  to  do  with  the 
beginnings  of  relief  of  prostatic  obstructions  by  high 
frequency  currents  some  twenty  years  ago.  Shortly 
after  Beer  applied  these  currents  cystoscopically  to 
the  destruction  of  bladder  papillomata,  H.  G.  Bug- 
bee,  with  whom  I was  then  associated,  began  to  cut 
through  median-bar  formation  in  this  manner,  and 
later  applied  it  to  certain  cases  of  hypertrophy  when 
operation  was  refused  or  was  considered  inadvisable 
on  account  of  cardiac,  or  other,  contraindications. 
A.  R.  Stevens  is  usually  given  priority  in  this,  but  I 
believe  there  is  no  question  that,  while  both  men 
really  inaugurated  the  process  independently,  Bug- 
bee’s  article  was  published  first  and  his  early  cases 
were  prior  to  those  of  Stevens.  Frischer  is  still  using 
this  method  in  hypertrophies. 

After  some  years  of  Young’s  punch,  Geraghty’s 
modification  (also  Braasch’s),  I obtained  a Caulk 
punch  instrument  shortly  after  it  was  introduced. 
But  I have  never  applied  this  instrument  to  hyper- 
trophies, restricting  its  employment  to  median-bar 
formations. 

Also,  the  Collings  electrotome,  used  through  the 
McCarthy  panendoscope,  was  applied  to  these  and  to 
small  median-lobe  hypertrophies.  I was  considerably 
interested  in  the  original  Stern  instrument  and 
felt,  at  the  time,  that  it  promised  much;  but,  as  it 
was  never  developed  properly,  I did  not  have  occasion 
to  use  i*-.  The  Dav  modification  of  the  McCarthy 
punch.  I used  with  great  satisfaction  in  appropriate 
cases  but  never  upon  hypertrophies,  although  I had 
seen  Dav  excise  about  as  much  tissue  with  it  as  we 
todav  ordinarily  remove  with  the  resectoscope.  Con- 
cerning the  last-mentioned  instrument,  I realized 
that  with  the  new  improved  electrosurgical  units  we 
had  an  approximation,  at  least,  to  a long  sought  goal. 
T did  not  hesitate  to  begin  its  use.  But,  having  used 
high  freouenev  currents  for  about  twenty  years, 
together  with  cauteries,  electric  needles,  and  so  forth, 
around  the  bladder  neck,  had  learned  that  we  might 
expect  various  distressing  symptoms  in  a certain 
number  of  cases:  also,  that  primary  hemorrhage 
would  have  to  be  reckoned  with  and  that  a fair 
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number  of  secondary  hemorrhage  cases  would  give  us 
concern.  One  realized  that,  too,  the  usual  complica- 
tions of  urethral  instrumentation  in  infected  cases 
would  occur,  such  as  epididymitis,  renal  abscess, 
pyelonephrosis,  periurethral  abscess,  and  stricture  of 
the  urethra,  this  last  mentioned  untoward  develop- 
ment from  the  passage  of  too  large  instruments. 

But  to  repeat,  I knew  from  general  surgical  ex- 
perience that  there  is  no  100  per  cent  successful  pro- 
cedure and  I knew  from  special  experience  that  we 
would  encounter  a fair  percentage  of  grief  if  suffi- 
cient number  of  cases  were  done.  And  our  experi- 
ence since  starting  resections  has  been  identical  with 
our  expectations.  While  we  have  done  no  large  series 
of  cases,  yet  we  have  had  no  mortalities..  The  results 
in  the  hypertrophy  cases  have  been  exceedingly  good 
and  comparable  to  our  best  prostatectomy  results, 
without  the  prolonged  hospitalization  incidental  to 
the  latter  method.  Many  cases  have  stayed  in  the 
hospital  only  two  days.  The  longest  stay  was  six 
days.  Three  cases  have  had  fairly  severe  dysuria  for 
some  days  after  the  removal  of  the  retention  cath- 
eter; this  is  one  of  the  distressing  features  that  will 
appear  in  a certain  number  of  cases. 

Several  cases  of  prostatic  obstruction  treated  by 
resection  have  been  complicated  by  the  presence  of 
stones  in  the  bladder.  I undertook  to  remove  the  ob- 
struction and  crush  the  stones  at  the  same  time. 
This  I believe  is  a mistake  and  it  will  not  be  repeat- 
ed. In  moderate  hypertrophies  it  will  be  better  to 
do  the  resection  first  and  crush  the  stone  later.  In 
median  bars  and  small  middle-lobe  formations  it 
seems  that  litholapaxy  first  and  resection  later  will 
be  of  greater  benefit  to  the  patient. 

One  case  of  severe  secondary  hemorrhage  has  been 
encountered.  This  untoward  development  was  en- 
countered on  the  eleventh  postoperative  day.  The 
patient  was  returned  to  the  hospital  and  control  of 
the  bleeding  was  effected  through  the  cystoscope 
by  coagulation.  But  a second  recurrence  of  hemor- 
rhage two  days  later  necessitated  cystotomy.  Look- 
ing at  the  bladder  neck  at  operation,  we  were  satis- 
fied with  the  channel  that  we  had  made  with  the  re- 
sectoscope.  A wide-open  sphincter  was  present.  One 
was  able  to  insert  the  forefinger  into  the  posterior 
urethra  without  pressure  or  constriction  from  any 
side.  There  was  moderate  edema  of  the  mucosa 
around  the  orifice  and  on  the  lower  trigone.  The 
ureters  had  not  been  harmed  and  were  of  normal 
appearance.  My  first  intention  was  to  pack  the  pos- 
terior channel,  but  it  seemed  easier  and  more  advis- 
able, on  second  thought,  to  complete  the  prostatec- 
tomy and  insert  a Hagner  bag.  This  was  done,  spinal 


anesthesia  being  used  for  the  operation,  and  the  gland 
was  enucleated  in  toto.  Another  complication  was 
met  the  next  day,  in  the  form  of  a bronchopneu- 
monia developed  by  the  patient.  This  was  probably 
not  embolic  but  due  to  an  influenza  of  mild  type, 
which  was  contracted  some  days  previously.  This 
chest  condition  responded  promptly  to  energetic 
treatment  and  a satisfactory  convalescence  is  in  prog- 
ress from  both  the  prostatectomy  and  the  pneumo- 
nia. The  patient  is  still  in  the  hospital  at  this  writ- 
ing. 

Another  case  that  may  be  mentioned  was  that  of 
an  elderly  man,  age  74,  which  we  diagnosed  as  mal- 
ignancy of  the  prostate.  He  had  been  having  ob- 
structive symptoms  for  a long  time  and  they  were 
becoming  aggravated  progressively,  until  urological 
intervention  was  sought.  The  prostate  was  hard  and 
nodular  upon  rectal  examination.  A resection  was 
done  under  spinal  anesthesia,  and  a canal  was  effect- 
ed for  free  urinary  drainage.  One  month  later  found 
the  patient  free  of  all  urinary  difficulty  and  voiding 
comfortably.  The  resected  bits  of  prostatic  tissue 
proved  to  be,  upon  pathological  study,  spindle-cell 
sarcoma.  Naturally  this  man’s  life  expectancy  is  not 
great,  especially  since  he  was  found  to  have  metas- 
tases  in  the  pelvis,  spine  and,  probably,  lungs.  But 
he  has  been  made  comfortable  for  the  remainder  of 
his  life,  regarding  micturation  difficulties,  which  is 
of  great  value.  Undoubtedly,  one . of  resection’s 
greatest  benefits  will  be  in  offering  such  relief  to 
the  hopeless  malignancy  cases. 

It  is  my  opinion  that  the  results  reported  by  many 
resectionists  give  us  a true  idea  of  just  what  can  be 
accomplished  by  this  new  method.  It  is  inevitable 
that  there  will  be  a period  of  considerable  mortality; 
of  complications  due  to  over-enthusiastic  and  too 
extensive  resections.  I have  felt  from  the  start  that, 
in  those  cases  where  a large  hypertrophy  was  pres- 
ent and  operation  was  contra-indicated,  a resection 
might  be  attempted  if  one  kept  within  bounds  his 
desire  to  remove  considerable  tissue  and  did  not  pro- 
long unduly  this  procedure  in  old  debilitated  cases. 
Caulk  states  that,  "while  it  is  now  possible  to  remove 
a tremendous  amount  of  tissue  with  this  improved 
cystoscope,  the  reactions  are  invariably  greater.  I 
am  personally  convinced  that  it  is  injudicious  at 
this  time  to  perform  extensive  intra-vesical  resection 
and  am  prepared  to  revert  to  my  previous  principles 
of  less  radical  resections  with  more  repetitions  when 
necessary.  I say  this  because  transurethral  surgery  in 
order  to  fulfil  its  obligations  as  an  acceptable  pro- 
cedure must  be  kept  within  the  highest  degree  of 
safety.  This  I believe  can  be  accomplished  by  more 


APRIL,  1933 


121 


conservative  resections.”  McCarthy  states,  too,  that 
the  goal  is  canalization,  not  excavation. 

From  the  Mayo  Clinic  comes  the  opinion  of  Bum- 
pus,  with  experiences  with  575  cases  of  resection.  He 
states  that  the  safe  limit  of  resection  is  20  grams. 
If  it  is  thought  wise  to  remove  more  than  this 
amount  of  tissue  for  the  relief  of  the  obstruction, 
prostatectomy  should  be  resorted  to. 

Considering  mortality  alone,  I doubt  that  any 
large  series  of  resections  will  do  better  than  prosta- 
tectomy in  skilled  hands.  It  has  become  a truism  in 
prostatic  surgery  that  you  may  do  one  hundred  cases 
wi.hout  a fatality,  but  if  you  do  enough  cases,  from 
one  hundred  to  several  thousand,  the  mortality  per- 
centage is  certain  to  rise.  Young  gives  2.8  per  cent 
mortality  in  3,300  cases  and  quotes  the  record  of  his 
pupil  Cecil  as  400  cases  with  .7  per  cent  mortality. 
Davis  of  Omaha  reports  2.7  per  cent  in  5 00  cases. 
My  own  preceptor  in  urology,  H.  G.  Bugbee,  has  a 
mortality  of  .8  5 per  cent  in  233  cases  (last  eight 
year  period).  My  own  series  of  512  cases  has  con- 
tained eight  deaths,  or  a mortality  of  1.56  per  cent. 
Caulk’s  series  of  781  resections  contained  .7  per  cent 
mortality,  but  only  5 0 per  cent  of  these  were  hyper- 
trophies. Bumpus  had  four  deaths  in  212  cases,  or 
a mortality  of  1.9  per  cent.  Davis  reports  230  cases 
with  no  deaths.  Day’s  series  of  seventy-one  cases, 
performed  by  himself  and  his  associates,  contained 
nine  deaths  (12.5  per  cent  mortality).  Alcock’s 
series,  175  cases,  has  eighteen  deaths  (10  per  cent 
mortality).  These  two  series  were  done  on  unselect- 
ed cases  and  do  not  represent  the  true  mortality  of 
resection,  as  a detailed  analysis  of  the  cases  show,  but 
this  analysis  time  does  not  allow  us  to  give  here. 

Regarding  end  results,  Caulk  and  Bumpus,  who 
have  been  doing  resections  over  a longer  pqriod  of 
time  than  any  others,  report  the  results  in  one-year 
and  eight-year  cures.  In  Bumpus’  series  of  212  cases, 
nine  needed  prostatectomy  subsequently.  The  five- 
year  cures  were  73  per  cent.  Caulk  claims  8 5 per 
cent  cures. 

We  are  still  in  a maze  of  uncertainty  regarding 
statistics.  It  is  very  difficult  to  separate  the  hyper- 
trophy cases  for  consideration  and  obtain  thereby 
definite  percentages  of  mortality,  morbidity  and 
cure,  on  these  alone;  nor  will  we  know  for  some 
years  what  the  percentages  of  recurrence  and  fail- 
ure will  really  be.  As  is  realized,  many  of  these  pros- 
tatic cases  will  be  seen  at  an  age  that  permits  a life 
expectancy  of  only  a few  years  at  most,  and  they 
will  not  live  long  enough  for  recurrences  to  mani- 
fest themselves.  We  went  through  adverse  periods 
in  developing  prostatectomy  to  a relatively  safe  pro- 


cedure. Resection  will  go  through  the  same  period 
regarding  its  application  to  hypertrophies.  It  is  by 
no  means  a minor  procedure;  and  this  is  going  to 
mean  a close  application  towards  perfecting  oneself 
in  the  many  technical  details  in  order  that  it  may 
be  made  as  safe  as  is  humanly  possible. 

It  seems  unnecessary  to  state  again  that  the  same 
careful  preoperative  diagnosis  and  preparation,  so  es- 
sential toward  making  a low  mortality  rate  in  pros- 
tatectomy, is  also  required  here.  Bugbee  laid  down 
the  proposition,  many  years  ago,  which  many  others 
since,  Randall  especially,  have  emphasized  repeated- 
ly, that  the  removal  of  the  prostate  is  but  an  inci- 
dent, although  a very  important  one,  in  the  cure  of 
the  prostatic  patient.  This  thought  is  also  true  for 
its  removal  transurethrally. 

It  is  a fair  conclusion  that  one  of  the  main  advan- 
tages of  resection  lies  in  the  economy  to  the  patient, 
as  measured  by  the  short  stay  in  the  hospital  and  the 
saving  in  expenses  incidental  to  hospital  care;  in  the 
psychic  effect  it  has  on  those  who  dread  the  thought 
of  an  incision  and  who  feel  that  resection  is  less  haz- 
ardous than  operation. 

Certainly,  there  is  one  particular  field  where  re- 
section promises  to  be  most  valuable;  namely,  its  em- 
ployment on  early  prostatic  cases  toward  a preven- 
tion of  prostatism,  as  pointed  out  by  McCarthy  in  a 
recent  article.  Used  early,  when  obstruction  symp- 
toms first  appear,  such  as  progressive  disability  in 
micurition,  hesitancy,  terminal  dribbling,  prolong- 
ed urination,  frequency  and  nocturia,  the  patient  can 
be  saved  from  the  fate  of  obstruction  cases  of  former 
years.  For  usually,  in  the  past,  procrastination  has 
ruled  until  surgery  was  absolutely  necessary.  Such 
chronicity  had  then  resulted,  with  its  damaging  ef- 
fects, that  operation  was  dangerous  or  contra-indi- 
cated. McCarthy  states  that,  with  early  resections 
"oncoming  generations  need  not  be  cognizant  of  the 
vicious  cycle  of  prostatism.” 

Probably  it  will  be  found,  however,  that  many 
patients  will  be  unsuited  for  this  method,  especially 
where  repeated  resections  are  indicated.  For,  as  in 
all  instrumental  procedures  (as  in  the  removal  of 
ureteral  stone),  many  are  found  who  cannot  toler- 
ate much  instrumentation.  In  these  cases  open  oper- 
ation will  be  easier  and  safer,  in  all  probability. 

Thus,  in  many  cases,  after  an  attempt  at  resection, 
we  may  decide  that  open  operation  is  better  for  that 
particular  patient.  It  will  be  my  endeavor,  as  always, 
to  adopt  the  appropriate  method  to  each  individual 
and  not  to  endeavor  to  fit  the  individual  to  the  pro- 
cedure. 
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TRICHOMONAS  INFECTION 

H.  M.  PURCELL,  M.  D. 

Phoenix,  Arizona. 

(Read  bofore  the  Eighteenth  Annual  Meeting  of 
the  Medical  and  Surgical  Association  of  the  South- 
west, held  a1  Albuquerque,  N.  M.,  Dec.  8-10,  1932.) 

I must  apologize  for  not  being  more  specific  in 
the  title  of  this  paper.  I shall  discuss  only  infection 
due  to  the  Trichomonas  vaginalis. 

As  the  name  indicates,  it  is  usually  found  in  the 
vagina,  but  may  at  times  invade  other  organs.  Men- 
tion of  this  organism  in  the  text  books  is  very 
meager  and,  for  the  most  part,  it  is  considered  a 
harmless  saprophyte.  Two  closely  related  organisms, 
the  Trichomonas  hominis  and  the  Trichomonas  buc- 
calis  are  almost  identical,  if  not  the  same  organism. 
However,  the  general  opinion  seems  to  be  that  they 
are  not  identical. 

The  first  mention  of  this  infection  which  I could 
find  in  the  literature  was  that  of  Donne  of  Paris, 
in  1836.  It  was  later  mentioned  by  several  foreign 
writers.  J.  B.  DeLee  of  Chicago,  in  1920,  fully  de- 
scribed the  condition  and  a treatment  which  he  re- 
ports as  entirely  satisfactory.  In  the  last  two  or 
three  years,  • a number  of  papers  have  appeared  re- 
garding the  disease.  There  are  still  unsettled  points 
as  to  the  source  and  mode  of  infection,  the  exact 
form  and  life  history  of  the  parasite,  and  a satis- 
factory treatment.  Various  authors,  on  routine  ex- 
amination of  patients,  mainly  pregnant  women,  have 
found  the  organisms  in  from  a few  per  cent  to  as 
high  as  37  per  cent  of  cases. 

The  Trichomanas  vaginalis  is  a flagellate  proto- 
zoon,  in  size  about  two  or  three  times  that  of  a pus 
cell.  It  is  pear-shaped,  with  four  active  flagella 
emerging  from  a point  at  the  blunt  end.  There  is  an 
undulating  membrane  running  backward  from  the 
above  point  for  about  one-third  the  length  of  the  or- 
ganism. From  the  small,  or  rear,  end  projects  the 
axostyle  as  a single  flagellum.  The  organism,  while 
essentially  pear-shaped,  changes  its  shape,  more  or 
less,  to  accommodate  itself  to  its  surroundings,  and 
at  times  may  appear  elongated  or  compressed,  even 
sugge  ting  the  ameba.  It  is  very  active  and  moves 
its  flagella  so  fast  that  they  are  difficult  to  see  ex- 
cept at  the  periods  of  relative  inactivity,  which  occur 
every  little  while.  The  organism  is  found  by  ex- 
amining wet  preparation  under  the  high  dry  lens  of 
the  microscope.  It  stains  very  poorly  and  cannot  be 
found  on  the  routine  stained  smears  used  for  vag- 
inal examination.  The  dark  field  gives  a beautiful 
picture  of  the  flagella  and  undulating  membrane. 


The  usual  disease  produced  by  this  organism  is 
a vaginitis,  the  predominant  symptom  of  which  is  a 
severe  leukorrhea.  In  fact,  the  vaginal  discharge 
which  accompanies  this  condition  is  at  times  worse 
than  any  other  vaginal  discharge  of  which  I have 
knowledge.  Often  there  is  excoriation  of  the  vulva 
and  adjacent  areas  of  the  skin.  The  patient’s  com- 
plaint is  profuse  leukorrhea  with  soreness  around  the 
external  genitalia — the  result  of  the  irritating  dis- 
charge. The  patient  fears  she  has  gonorrhea  or  worse 
— my  last  case  was  sure  she  had  cancer,  and  the 
discharge  was  slightly  bloody. 

On  examination,  we  often  find  the  vulva  red- 
dened, but  usually  smooth.  The  vaginal  wall  is 
hyperemic  and  covered  with  granulations,  with,  at 
times,  pin  point  spots  of  hemorrhage  present.  The 
cervix  may  show  a number  of  circumscribed  mot- 
tled areas  on  its  vaginal  surface,  but  the  canal  is 
apparently  free  from  any  involvement.  Likewise,  the 
urethra  and  Bartholin’s  glands  will  be  found  free 
from  involvement.  The  vagina,  in  active  case,  will 
contain  a large  amount  of  a thin,  frothy,  pussy,  and 
often  pinkish  secretion — the  last  due  to  slight  bleed- 
ing which  takes  place  from  the  acutely  inflamed 
vaginal  mucosa.  The  vaginal  wall  itself  gives  the 
appearance  of  a bad  case  of  granulation  of  the  eye- 
lids. This  granulation,  which  is  so  characteristic, 
may,  however,  be  produced  by  other  conditions, 
such  as  gonorrhea,  and  it  is  essential,  for  a diagnosis, 
to  make  a microscopical  examination.  I had  this 
calLd  forcibly  to  my  attention  recently  when  on 
examination  I was  certain  from  the  appearance  of 
the  vaginal  wall  that  the  case  was  Trichomonas,  but 
on  microscopic  examination  it  was  proved  to  be 
gonorrhea,  and  gonorrhea  alone. 

I find  no  record  of  cases  where  the  Tricho- 
monas has  produced  any  disease  of  the  uterus  or  ad- 
nexa, nor  have  I found  anything  in  my  own  cases 
to  suggest  it.  There  are  several  cases  on  record  of 
infection  in  the  urethra,  bladder,  and  prostate.  I 
do  not  think  that  the  organism  is  ordinarily  trans- 
mitted to  the  male.  I have  had  only  one  case  of  in- 
fection in  the  male  and  have  been  for  several  months 
examining  for  the  Trichomonas  all  cases  of  unde- 
termined urethritis  and  prostatitis. 

The  case  mentioned  was  that  of  a man  of  about 
thirty-five  years  of  age.  I had  previously  treated 
him  for  a gonorrheal  infection  but  that  had  been 
cleared  up  some  eight  months  before.  He  complain- 
ed of  a slight  urethral  discharge,  examination  of 
which  showed  many  leukocytes  and  very  few  bac- 
teria of  any  kind.  Exploration  of  the  urethra  was 
negative  for  any  obstruction.  Prostatic  smear  show- 
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ed  about  ten  cells  to  the  oil-immersion  field,  with  no 
bacteria.  I saw  this  man  at  weekly  intervals  for 
three  weeks  and,  on  the  third  examination,  I looked 
at  a wet  preparation  of  the  prostatic  secretion  and 
found  about  fifteen  active  Trichomonas  vaginalis 
and  an  equal  number  of  leukocytes,  to  the  high  dry 
field.  A wet  preparation  of  the  urethra  showed  only 
one  Trichomonas.  The  urine  was  clear.  This  was 
certainly  a prostatic  infection  with  the  Trichomonas. 
The  patient  did  not  return,  so  I do  not  know  the 
outcome,  but  it  has  probably  given  him  no  further 
trouble. 

The  source  of  the  infection  is  not  known.  Some 
state  that  the  organism  is  the  same  as  the  Tricho- 
monas hominis,  stating  that  the  intestinal  tract  is  its 
normal  habitat  and  that  contamination  of  the  vag- 
ina occurs  from  there.  I examined  only  one  case 
as  to  the  rectum,  finding  a normal  mucosa  and  be- 
ing unable  to  find  the  Trichomonas  in  smears  taken 
from  the  rectum.  It  apparently  occurs  in  all  coun- 
tries and  in  all  climates.  The  water  used  for  douch- 
es by  two  of  my  patients  came  from  shallow  wells, 
which  may  be  a possible  source  of  the  organism. 

The  diagnosis  is  made  by  examination  of  a wet 
preparation  of  the  secretion  taken  from  the  vault 
of  the  vagina,  preferably  by  scraping  the  wall  of 
the  vagina.  A drop  of  the  secretion  is  put  on  a 
slide  and  a cover-glass  is  placed  over  it.  Examina- 
tion is  made  at  once,  before  chilling  can  take  place, 
with  the  high  dry  lens  of  the  microscope.  In  the 
thin  areas,  are  usually  found  many  of  the  organisms 
moving  around  actively.  They  are  readily  recogniz- 
ed under  these  conditions.  Stained  smears,  as  men- 
tioned before,  are  unsatisfactory.  I have  made 
stains  of  material  examined  by  the  wet  method  and 
found  teeming  with  the  organisms,  and,  on  the  same 
slide,  after  staining,  have  been  unable  to  recognize 
even  a single  Trichomonas. 

The  treatment  given  in  the  paper  by  DeLee,  pre- 
viously referred  to,  has  apparently,  with  variations, 
been  the  one  used  by  most  writers.  It  consists  of 
vigorous  scrubbing  of  the  vagina  with  green  soap, 
followed  by  a copious  douche  of  a 1 to  15  00  solu- 
tion of  bichloride  of  mercury;  later,  inserting  a 
tampon  of  glycerine  and  sodium  bicarbonate.  This 
treatment  apparently  gives  good  results  in  the  hands 
ol  some  workers,  but  has,  I believe,  proved  un- 
satisfactory with  the  majority.  I,  personally,  had  no 
results  from  it.  The  organism  lives  best  in  an  acid 
medium,  and  alkalinization  of  the  vagina  is  the 
basis  of  much  treatment.  Other  drugs  mentioned 
as  good,  are  mercurochrome,  glycerine,  lysol,  lactic 
acid — none  of  which  proved  satisfactory  to  me. 


Me.hylene  blue  I have  not  tried,  but  it  is  recom- 
mended. Picric  acid,  in  the  form  of  one  per  cent 
vaginal  cones,  is  highly  praised  by  J.  R.  Goodall;  I 
have  not  tried  it. 

I happened  by  accident  to  give  a Trichomonas 
patient  a number  of  tablets  of  copper  sulphate  and 
alum,  more  in  desperation  to  soothe  the  condition 
temporarily  until  I could  find  something  to  relieve 
the  disease,  as  I had  tried  a number  of  different 
drugs,  all  highly  recommended  for  this  condition, 
without  avail.  The  results  were  dramatic.  The 
patient  stated  that  the  discharge  ceased  immediately. 
Continued  use  of  the  tablets  kept  the  patient  clear 
of  discharge,  but,  on  stopping  them,  the  Tricho- 
monas could  again  be  found  and  the  discharge  would 
gradually  return.  I then  used  copper  ionization, 
galvanic  current  with  copper  sulphate  solution  on 
cotton  surrounding  copper-ball  electrode  in  vagina 
and  the  indifferent  pad  on  abdomen.  This  I found 
most  effective,  but  several  treatments  have  often 
been  necessary.  The  last  case  I treated  by  vaginal 
douches  alone,  of  copper  sulphate  1 5 grains  to  the 
quart  of  water,  with  immediate  clearing  up  of  the 
infection. 

Copper  has  long  been  used  in  the  purification  of 
water  supplies,  for  its  effect  "upon  algae  and  other 
microscopic  organisms”,  and,  in  this  disease,  I be- 
lieve it  has  a specific  action. 

In  conclusion,  I wish  to  impress  upon  you  the  im- 
portance of  this  condition  for  two  reasons;  first, 
that  it  is  a disagreeable  and  at  times  painful  condi- 
tion, and,  second,  that  it  should  not  be  confused 
with  other  causes  of  leukorrhea.  A vaginal  dis- 
charge is  the  predominant  symptom,  at  times,  in 
various  gynecological  diseases,  as,  for  example,  cer- 
vicitis and  uterine  prolapse.  Many  cases  are  reported 
in  the  literature  of  unnecessary  operations,  in  un- 
successful attempts  to  abolish  the  cause  of  leukor- 
rheas  which,  in  reality,  were  caused  by  the  Tri- 
chomonas vaginalis.  Likewise,  all  cases  of  urethritis 
and  prostatitis,  of  undetermined  etioogy,  should 
have  an. examination  for  this  organism.  I also  wish 
to  present  the  use  of  copper  in  the  treatment  of  this 
condition,  as  I have  found  no  mention  of  its  use  in 
the  literature  for  this  disease,  and  in  my  experience 
it  has  been  the  most  efficient  of  all  medical  agents. 
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SOUTHWESTERN  MEDICINE 


RENAL  AND  URETERAL 
CALCULUS 

DAVID  M.  DAVIS,  M.  D. 

Phoenix,  Arizona 

Stones  in  the  kidney  and  ureter  can  be  divided  in- 
to those  which  are  so  large  that  it  is  impossible  for 
them  to  pass  through  the  ureter  and  those  which  are 
small  enough  so  that  there  is  a possibility  of  their 
expulsion  through  the  natural  channels.  I shall  not 
discuss  the  first  group  tonight. 

The  second  group  can  be  further  divided  into 
those  which  show  plainly  in  the  x-ray  and  those 
which  do  not.  Stones  of  certain  composition  are 
much  more  opaque  to  x-rays  than  others,  but,  ex- 
cepting only  very  rare  kinds  of  stones  which  are  prac- 
tically translucent  to  the  x-ray,  we  can  be  pretty 
sure  that  any  stone  which  does  not  show  in  the  x-ray 
is  small  enough  to  pass.  A few  cases  have  been  re- 
ported in  which  stones  as  large  as  one  and  a half 
centimeters  in  diameter  have  been  passed,  but  these 
are  certainly  rare.  For  practical  purposes,  we  may 
say  that  stones  greater  in  diameter  than  six  milli- 
meters are  likely  to  pass  with  difficulty  and  some- 
times can  not  be  made  to  pass.  On  the  other  hand, 
the  passage  of  stones  a centimeter  in  diameter  is  not 
so  very  rare,  and  as  the  diameter  diminishes,  the 
chance  of  passage  increases.  Another  important  fac- 
tor is  the  character  of  the  surface  of  the  stone.  A 
smooth  stone  of  a given  size  is  much  more  apt  to 
pass  than  a jagged,  spiculated,  or  irregular,  stone. 

The  procedures  used  to  facilitate  the  passage  of 
a stone  are,  I believe,  well  known  to  most  of  you. 
If  the  stone  is  in  the  kidney,  little  can  be  done  until 
it  engages  in  the  ureter.  Preparatory  to  that  event, 
the  ureter  should  be  thoroughly  dilated.  Active  ex- 
ercise on  the  part  of  the  patient  may  help  the  en- 
gagement and  in  some  cases  the  stone  has  been  start- 
ed on  its  downward  journey  by  having  the  patient 
lie  on  the  opposite  side  and  massage  the  kidney  re- 
gion. If  the  stone  is  in  the  lower  calyx*  the  hips 
should  be  elevated  during  this  procedure,  while,  if 
it  is  an  upper  calyx,  the  shoulders  should  be  higher 
than  the  hips. 

Usually  the  stone  engages  in  the  ureter  and  be- 
comes arrested  at  some  point,  causing  complete  or 
partial  obstruction,  before  symptoms  occifL  In  this 
event  our  ability  to  assist  the  movements  of  the  stone 
depends  largely  on  whether  or  not  instruments  can 
be  passed  up  the  ureter  alongside  the  stone.  In  many 
cases  we  can  do  this,  in  others  the  instruments  are 
always  arrested  at  the  stone,  and  in  still  others  the 


stone  may  be  pushed  upward  for  varying  distances. 
If  the  stone  can  be  pushed  upward,  dilatation  of 
the  ureter  at  the  point  where  it  had  been  arrested 
may  allow  its  passage  at  a later  date. 

Thorough  dilatation  of  the  ureter  is  the  most  im- 
portant feature  of  our  efforts.  Once  this  has  been 
accomplished,  we  may  or  may  not  attempt  to  bring 
the  stone  down  with  one  of  the  various  forms  of 
stone  remover  or  dislodger. 

When  the  stone  is  of  a suitable  size,  it  is  possible 
to  cause  it  to  be  passed  in  a large  majority  of  the 
cases,  some  reporting  as  high  as  8 5 or  90  per  cent. 
During  the  period  in  which  the  stone  remains  in  the 
ureter,  however,  the  patient  is  subjected  to  certain 
dangers  and  disabilities.  No  matter  how  enthusiastic 
one  may  become  concerning  the  instrumental  re- 
moval of  stones,  these  dangers  must  always  be  kept 
in  mind,  and  the  use  of  instruments  must  be  discon- 
tinued if  certain  unfavorable  events  occur. 

In  many  cases,  thorough  dilatation  of  the  ureter 
relieves  the  patient  from  all  pain  and  other  symp- 
toms, even  if  the  stone  is  not  passed.  In  other  cases, 
the  pain  may  be  unchanged,  or  even  become  worse, 
following  the  use  of  instruments,  and  may  be  so  se- 
vere and  so  long  continued  that  operative  measures 
become  the  procedure  of  choice.  Graver  dangers, 
however,  are  those  of  infection  and  of  hydrone- 
phrotic  destruction  of  the  kidney.  Infection  may 
be  present  at  the  beginning,  or  may  occur  follow- 
ing the  use  of  instruments.  The  nature  of  cysto- 
scopic  procedures  is  such  that,  even  with  the  great- 
est care,  we  can  not  always  prevent  the  introduction 
of  a small  number  of  bacteria.  The  danger  of  hydro- 
nephrotic  destruction  of  the  kidney  is  present  only 
when  the  stone  remains  in  the  ureter  and  obstructs 
it  for  a long  time.  The  danger  becomes  much  more 
imminent,  however,  with  the  onset  of  infection,  and 
it  is  this  which  most  often  forces  us  to  resort  to  op- 
erative removal. 

I should  like  to  cite  a few  cases  to  illustrate  the 
different  courses  which  events  may  take  when  there 
are  stones  in  the  ureter: 

CASE  REPORTS 

I.  Mrs.  A.,  a woman  of  42,  had  been  suffering 
frcm  pain  in  the  left  side  for  over  three  years.  The 
ureter  had  be^n  dilated  on  a few  occasions  during 
the  first  year  of  this  illness,  but  very  serious  re- 
actions with  chills  and  fever  had  caused  this  pro- 
cedure to  be  discontinued.  The  attacks  then  grew 
gradually  worse  and  more  frequent,  causing  the  pa- 
tient to  be  very  discouraged.  The  x-ray  showed  a 
moderate-sized  shadow  in  the  course  of  the  left 
ureter,  about  two-thirds  of  the  way  down.  The  urine 
from  the  left  kidney  was  infected.  At  a single  cyst- 
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oscopic  examination,  the  ureter  was  dilated  and 
the  stone  was  removed  with  a Howard  spiral  stone 
remover.  The  symptoms  immediately  disappeared 
and  the  patient  has  been  well  ever  since. 

II.  Mr.  B.,  age  36,  gave  a history  of  repeated  at- 
tacks of  renal  colic  over  a period  of  five  years, 
each  time  with  the  passage  of  a stone.  While  in 
Phcenix  he  was  seized  with  another  very  severe  at- 
tack. The  fever  reached  102  degrees,  although  the 
urim  was  not  infected.  The  stone  did  not  show  at 
first,  but  later  a more  carefully  taken  x-ray  dis- 
closed a medium-size  shadow.  At  a cystoscopic  ex- 
amination, the  ureter  was  dilated  and  a stone  dem- 
onstrated 8 cm.  up  the  ureter.  The  Howard  spiral 
stone  remover  slipped  off  the  stone.  The  pain  con- 
tinued. Three  days  later  the  ureter  was  further 
dilated  with  a dourmachkin  bag  and  the  stone  was 
removed  with  the  spiral  remover.  The  symptoms 
promptly  subsided  and  the  patient  remained  well. 

III.  Mr.  T.,  age  43,  complained  of  attacks  of 
pain  in  the  right  back  over  a period  of  about  ten 
years.  More  frequent  and  more  severe  during  the 
past  year.  The  urine  contained  blood,  but  was  not 
infected.  There  was  no  shadow  found  in  the  x-ray. 
No.  7 catheters  were  passed  up  both  ureters  and  a 
pyelogram  was  made,  showing  no  definite  hydrone- 
phrosis on  the  right.  Following  this  examination 
the  patient  had  further  severe  attacks'  of  pain  and, 
three  days  later,  passed  a small  stone.  His  symp- 
toms have  been  completely  relieved. 

IV.  Mr.  L.,  age  47,  of  Jerome,  complained  of  a 
series  of  attacks  of  pain  in  the  left  side  over  a 
period  of  about  two  years.  X-rays  taken  in  Jerome 
showed  a small  shadow  in  the  line  of  the  left  ureter 
which  had  moved  downward  about  three  and  a half 
centimeters,  between  the  4th  and  11th  of  the  month. 
At  cystoscopic  examination,  the  ureter  was  dilated 
to  No.  12.  Following  this  the  pain  was  completely 
relieved  and  four  days  later  the  patient  passed  the 
stone  without  any  pain.  He  has  been  perfectly  well 
since.  The  urine  was  not  infected  at  any  time. 

V.  Mr.  M.,  age  31,  complained  of  attacks  of  se- 
vere pain  in  the  right  side,  for  a period  of  a month. 
He  had  passed  a small  stone  without  pain  five 
months  before.  The  urine  contained  blood  but  was 
not  infected.  The  x-ray  showed  no  stone  shadow. 
At  cystoscopic  examination,  No.  7 catheters  were 
passed  up  both  ui-eters;  a pyelogram  showed  no  hy- 
dronephrosis on  the  right.  Following  this,  the 
symptoms  were  practically  entirely  relieved  and 
nothing  further  was  done.  Six  weeks  later  the  pa- 
tient passed  a small  stone.  He  has  remained  per- 
fectly well  since. 

VI.  Mr.  H.,  age  54,  complained  of  a series  of 
pains  in  the  left  back,  for  three  years.  The  urine 
contained  blood,  but  was  not  infected.  An  x-ray 
taken  nine  months  before  was  re-examined  and  a 
large  shadow,  which  had  not  been  noted  before,  was 
found  in  the  line  of  the  left  ureter,  opposite  the 
fifth  lumbar  vertebra  The  kidney  was  very  tender, 
suggesting  complete  or  almost  complete  obstruction 
of  the  ureter.  On  two  occasions  it  was  impossible 
to  pass  any  instrument  beyond  the  stone.  The  pain 


continued  severe,  so  that  operation  was  advised. 
The  stone  was  removed  from  the  ureter  under  lo- 
cal anesthesia.  The  muscles  were  split  in  gridiron 
fashion  and,  after  the  removal  of  the  stone,  the 
ureter  was  dilated  with  bulbs  up  to  size  14  French. 
Two  definite  strictures  were  found  below  the  stone. 
The  stone  measured  6 by  8 mm.  and  was  very  jag- 
ged. The  wound  healed  by  first  intention,  without 
urinary  drainage,  and  the  patient  was  discharged 
from  the  hospital  on  the  seventh  day.  He  has  re- 
mained perfectly  well  ever  since.  The  ureter  was 
dilated  to  size  12  two  weeks  after  he  left  the  hos- 
pital, as  a precautionary  measure. 

VII.  Mr.  C.,  age  57,  gave  a rather  vague  history 
of  one  or  two  attacks  of  pain  in  the  left  side,  many 
years  ago.  For  five  days  before  he  consulted  me, 
there  had  been  very  severe  colicky  pain  in  the  left 
side.  The  urine  contained  blood,  but  was  not  infect- 
ed. X-ray  showed  a large  shadow  in  the  line  of  the 
left  ureter,  opposite  the  fifth  lumbar  vertebra.  At 
cystoscopic  examination,  the  stone,  which  complete- 
ly obstructed  the  ureter,  was  dislodged  upward 
with  some  difficulty,  allowing  a large  quantity  of 
turbid  urine  to  flow  into  the  bladder.  The  ureter 
was  dilated  to  size  12,  but  the  spiral  remover  re- 
peatedly slipped  off  the  stone.  In  spite  of  the  dis- 
lodging of  the  stone,  the  attacks  of  colic  continued 
at  frequent  intervals,  and  the  patient  desired  oper- 
ation for  relief  of  this  extreme  pain.  In  view  of 
the  size  of  the  stone,  it  was  decided  to  operate.  Un- 
der ethylene  anesthesia,  the  stone  was  removed  as 
in  the  previous  case.  The  ureter  was  dilated  with 
a No.  14  bulb,  the  stone  was  about  5 by  8 mm.  and 
very  jagged.  There  was  urinary  drainage  through 
the  wound  for  five  days  following  operation,  but  it 
healed  by  first  intention.  The  patient  was  discharg- 
ed from  the  hospital  on  the  tenth  day.  The  ureter 
was  dilated  to  size  14  two  weeks  later,  as  a pre- 
cautionary measure. 

VIII.  Mrs.  S.,  age  52,  had  had  a severe  attack  of 
pain  in  the  left  side  twenty  years  before,  with  high 
fever,  and  occasional  slight  pains  in  the  left  side 
since  then.  For  two  days  before  consulting  me,  she 
had  very  severe  pain  in  the  left  side.  X-ray  showed 
an  irregular  stone  shadow  opposite  the  second  lum- 
bar vertebra.  Pyelogram  showed  the  kidney  mark- 
edly dilated,  with  the  stone  only  2 cm.  below  the 
pelvis.  The  ureter  was  dilated  to  size  12,  but  the 
stone  did  not  move  downward.  The  patient’s  pain 
continued  so  severe  that  she  requested  operation. 
The  urine  was  not  infected.  At  operation  a dense 
stricture  of  the  ureter  was'  found,  just  below  the 
position  of  the  stone,  due  to  an  old  infectious  pro- 
cess consisting  of  a small  cavity  containing  inspis- 
sated pus,  with  a very  dense  fibrous  capsule  in 
which  the  ureter  was  involved.  The  fibrous  tissues 
were  dissected  away  and  the  ureter  was  dilated. 
She  left  the  hospital  nineteen  days  after  the  opera- 
tion. The  ureter  has  been  dilated  with  No.  12  bulb 
on  several  occasions  since,  and  she  has  remained 
perfectly  well. 

I may  add  just  a word  concerning  a case  which 
was  recently  reported  here  by  Dr.  Patterson,  as  an 
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illustration  of  what  happens  if  a stone  is  allowed  to 
remain  indefinitely  in  the  ureter.  As  you  remember, 
the  stone  in  this  case  had  grown  to  great  size  and 
the  kidney  was  practically  destroyed  as  a result  of 
obstruction  plus  infection,  so  that  it  had  to  be  re- 
moved by  Dr.  Patterson.  I have  a diagram  here 
showing  the  extent  of  this  infected  hydronephrosis. 

That  one  may  accomplish  a great  deal  by  instru- 
mental means,  is  illustrated  by  two  cases  I treated 
before  coming  to  Phoenix.  In  their  main  features 
they  were  much  alike.  In  both  of  them  there  was  a 
large  stone  in  the  ureter,  in  one  very  large.  In  one  of 
them  the  ureter  was  dilated  vigorously  and  repeatedly 
over  a period  of  fourteen  months,  and  in  the  other  for 
a period  of  seven  or  eight  months.  During  this  period, 
the  stones  showed  slight  downward  progression  and 
the  patients  remained  perfectly  well,  without  pain  and 
fever  between  treatments,  so  that  it  was  never  neces- 
sary to  resort  to  operation.  In  the  end  both  patients 
passed  their  stones  and  have  remained  well  since. 

In  conclusion,  I may  say  that  it  is  necessary,  in 
treating  these  cases,  to  keep  the  welfare  of  each  pa- 
tient and  the  integrity  of  his  kidneys  in  mind,  using 
whatever  methods  of  removal  of  the  stone  may  be 
necessary,  without  prejudice  in  favor  of  any  one 
method. 


DISEASES  AMONG  THE  INDIANS 

J.  C.  HANCOCK,  M.  D. 

San  Carlos,  Arizona. 


(Head  at  the  regular  meeting  of  the  Gila  County 
Medical  Society,  March  15,  1933.) 

The  three  most  important  diseases  among  the  In- 
dians are:  tuberculosis,  trachoma,  and  syphilis,  in 
the  order  named.  I list  tuberculosis  first  because  of 
the  fatality  of  this  disease,  although  trachoma  leads 
all  others  in  incidence.  Most  of  the  figures  and  re- 
sults are  taken  from  my  work  among  the  Apaches, 
but  I have  also  included  Wassermann  and  tuberculin 
surveys  among  the  Navajos, 

The  census  as  of  April  1,  1932,  showed  approxi- 
mately 2700  Apaches  living  on  the  San  Carlos  Res- 
ervation. About  two  thousand  of  these  live  at  San 
Carlos  and  seven  hundred  at  Bylas.  The  tribe  is  in- 
creasing very  little.  In  fact,  it  is  practically  at  a 
standstill.  The  number  of  deaths  each  year  about 
equals  the  number  of  births.  For  the  fiscal  year 
1931,  there  were  110  births  reported,  and  ninety 
deaths,  giving  an  increase  of  twenty.  For  the  fiscal 
year  1932,  there  were  110  births  and  eighty-four 
deaths,  with  an  increase  of  twenty-six.  For  1931, 


this  gives  a death  rate  of  33.33  per  thousand  popu- 
lation; for  1932,  a death  rate  of  31.1.  The  infant 
mortality  rate  is  extremely  high.  During  the  fiscal 
year  1931,  the  number  of  deaths  of  infants  under 
three  years  of  age  was  thirty- two;  in  1932,  it  was 
twenty-nine.  So  practically  one-third  of  the  deaths 
are  in  infants  under  three  years  of  age.  Infantile 
diarrhea  and  pneumonia  are  chief  causes  of  death 
among  this  group. 

I shall  now  take  up  the  diseases  in  order  of  im- 
portance. 

TUBERCULOSIS 

It  is  claimed  that  the  death  rate  from  tuberculosis 
is  ten  times  as  great  in  the  Indians  as  in  the  whites. 
During  the  fiscal  year  1931,  thirteen  deaths  were  at- 
tributed to  tuberculosis;  during  1932,  there  were 
seventeen;  and  I am  sure  the  number  would  have 
been  much  greater  if  all  cases  had  been  diagnosed. 

The  number  of  new  cases  of  tuberculosis  reported 
during  1931,  was  twenty-three;  during  1932,  it  was 
thirty-five.  During  the  present  fiscal  year,  which 
ends  June  30,  1933,  twenty-five  new  cases  have 
been  discovered.  Many  of  these  have  been  confirm- 
ed by  x-ray  (at  the  Phoenix  Indian  Sanatorium,  as 
we  have  no  x-ray) . There  have  been  ten  deaths  from 
tuberculosis  to  date  during  the  present  year.  Since 
1 have  been  at  San  Carlos,  I have  kept  a card  system 
on  all  tuberculosis,  trachoma,  and  venereal  cases,  so 
that  I could  keep  up  with  them  and  not  report 
them  a second  time.  Previously,  there  was  no  record 
by  which  one  could  keep  up  with  these  patients. 
There  are  thirty-two  living  known  cases  of  tubercu- 
losis of  which  I have  record. 

The  most  frequent  type  of  tuberculosis  is  the 
pulmonary.  Acute  fulminating  cases  are  not  uncom- 
mon. I think  that  they  are  more  frequent  among  the 
Indians  than  in  any  other  race.  Glandular  tubercu- 
losis is  common  among  children.  I have  seen  two 
cases  of  tuberculous  meningitis  in  Indians:  one,  a 
small  Navajo  girl;  and  the  other,  an  Apache  girl  of 
about  twelve  years  of  age. 

Six  children  have  been  dropped  from  school  dur- 
ing the  present  year  on  account  of  tuberculosis. 
Four  of  these  diagnoses  were  confirmed  by  x-ray. 
Tuberculin  tests  indicate  that  over  5 0 per  cent  of 
the  children  of  school  age  have  been  infected  with 
tubercle  bacilli  at  some  time.  The  test  employed  was 
the  Manteaux,  using  1 mg.  old  tuberculin.  While 
on  the  Navajo  Reservation,  I tested  45  0 school  chil- 
dren, and  54.9  per  cent  gave  positive  reactions.  I 
have  tested  360  Apache  children,  and  5 5.28  per  cent 
were  positive.  The  figures  are  almost  the  same, 
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though  one  would,  I think,  expect  a higher  incidence 
among  the  Apaches,  since  they  tend  to  live  in  much 
closer  contact  with  each  other  than  the  Navajos. 
The  Bylas  Mission  Day  School  showed  39.79  per  cent 
positive;  the  Peridot  Mission  Day  School,  54.32  per 
cent  positive;  and  the  San  Carlos  Boarding  School 
showed  60.56  per  cent  positive.  Perhaps,  from  these 
figures,  one  might  infer  that  the  close  crowding  in 
the  dormitories  of  the  boarding  school  tends  to  ex- 
pose more  children.  However,  the  ages  of  the  San 
Carlos  children  are  somewhat  higher.  The  percent- 
age of  positive  tuberculins  steadily  increases  with  age. 
Among  the  Navajo  children,  the  percentage  of  posi- 
tive reactions  among  the  kindergarten  children  was 
40;  in  the  sixth  grade  it  was  70.  Among  the  Apache 
children,  the  percentage  among  the  beginners  was 
26.5;  in  the  seventh  grade,  it  reached  100.  The  San 
Carlos  school  children  were  grouped  according  to 
age:  children  of  7 years  of  age  gave  40  per  cent  pos- 
itive reactions.  This  rate  steadily  increased  with  each 
year,  until,  at  17  years  of  age,  100  per  cent  were 
positive.  All  cases  of  active  clinical  tuberculosis 
found  among  the  children  have  given  a positive  tu- 
berculin reaction. 

Under-nutrition  among  the  children  seems  to  be 
an  important  factor  in  development  of  tuberculosis. 
At  the  beginning  of  the  last  school  year,  all  children 
were  given  complete  physical  examinations,  and  40 
per  cent  of  the  San  Carlos  School  children  were 
found  to  be  from  3 to  1 5 lbs.  under-weight.  All  the 
children  were  given  one  ounce  of  cod-liver  oil  daily 
for  about  three  months. 

It  is  very  hard  to  get  the  Indians  to  go  to  the  san- 
atorium away  from  home;  however,  I have  succeed- 
ed in  getting  some  ten  or  twelve  to  go  to  the  Phoe- 
nix Sanatorium  for  Tuberculosis.  They  seem  to  pre- 
fer to  stay  in  their  teepees  and  die.  If  they  do  go  to 
a sanatorium,  they  generally  get  dissatisfied  in  two 
or  three  months  and  come  back  home.  By  their  un- 
sanitary way  of  living,  they  easily  infect  the  rest  of 
the  family.  It  seems  that,  in  time,  tuberculosis  may 
exterminate  the  tribe. 

TRACHOMA 

I think  it  is  safe  to  say  that  from  one-fourth  to 
one-third  of  the  tribe  have  trachoma.  The  only  way 
one  can  get  any  satisfactory  statistics  is  on  the  school 
children.  At  the  beginning  of  the  last  school  year, 
2 50  children  were  examined  at  the  San  Carlos  School, 
and  100  were  definitely  positive  for  trachoma,  giv- 
ing 40  per  cent  positive.  (This  is  about  the  same 
percentage  that  the  Navajo  children  showed.  At 
least  one-third  of  them  had  trachoma.)  Besides  this 


hundred  cases  at  the  San  Carlos  school,  there  were 
twenty  more  cases  that  were  suspicious  or  doubtful. 
However,  most  of  these  cases  cleared  up  after  a few 
treatments  with  silver  nitrate  and  were  apparently 
only  cases  of  follicular  conjunctivitis. 

At  the  present  time,  there  are  ninety-eight  cases 
at  the  San  Carlos  School,  twenty-one  cases  at  the 
Bylas  School,  and  twenty-four  cases  at  the  Peridot 
School,  which  are  receiving  treatment.  These  chil- 
dren receive  2 per  cent  silver  nitrate  to  the  everted 
lids  twice  a week,  followed  by  irrigations  of  normal 
saline.  On  the  other  three  school  days,  they  receive 
saline  irrigations  followed  by  instillations  of  1 per 
cent  copper  sulphate  drops.  Under  this  treatment 
the  children  have  made  remarkable  improvement. 
Twenty-two  cases  at  San  Carlos  have  cleared  up  and 
have  been  dropped,  and  as  many  more  are  ready  to 
be  dropped.  However,  when  they  go  home  for  the 
summer,  they  generally  come  back  in  the  fall  as  bad 
as  ever. 

Several  adults  come  to  the  dispensary  for  treat- 
ment with  the  children  now,  and  we  get  a fair  num- 
ber in  the  hospital  for  treatment.  These  older  peo- 
ple, however,  have  generally  let  their  eyes  go  so  long 
that  the  results  are  very  unsatisfactory.  Many  have 
a pannus  so  dense  that  one  can  not  see  the  pupil. 
Until  the  adults  are  cleared  of  trachoma  at  home,  it 
will  never  be  eradicated  among  the  school  children. 
Since  they  have  no  sense  of  sanitation,  trachoma 
seems  almost  a hopeless,  endless  problem  among  them. 

In  our  card  filing  system  there  are  records  of  220 
cases  of  trachoma.  However,  I think  that  this  must 
be  only  about  a third  of  the  total  number  that  have 
the  disease.  We  are  trying  to  get  this  record  straight 
so  that  we  can  tell  how  many  new  cases  actually  de- 
velop each  year.  In  the  past,  they  have  been  report- 
ed over  and  over. 

SYPHILIS 

This  is  the  next  major  disease  of  importance  among 
the  Indians.  The  incidence  in  children  of  school  age 
is  extremely  low;  whereas,  in  the  adults,  it  perhaps 
runs  somewhat  higher  than  the  10  per  cent  claimed 
for  the  general  population.  In  a Wassermann  survey 
which  I made  on  427  Navajo  children,  only  four 
definitely  positive  reactions  were  obtained,  or  an  in- 
cidence of  0.94  per  cent.  One  child  had  definite 
signs  of  congenital  syphilis;  namely,  interstitial  kera- 
titis and  Hutchinson’s  teeth;  but  I was  never  able 
to  get  a positive  Wassermann  even  after  provoca- 
tive tests.  Including  this  child,  there  were  five  cases 
of  congenital  syphilis,  or  an  incidence  of  1.2  per 
cent. 
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A similar  survey  was  made  among  the  San  Carlos 
School  children.  There  were  four  positive  cases  in 
213  children,  or  an  incidence  of  1.88  per  cent.  All 
of  these  were  girls,  and  the  oldest  was  1 5 years  of 
age.  One  of  these  children  had  convulsions  which 
were  probably  of  luetic  origin.  Another  had  ques- 
tionable Hutchinson’s  teeth.  There  was  no  evidence 
of  congenital  syphilis  in  the  other  two.  These  four 
children  have  been  given  two  full  courses  of  treat- 
ment consisting  of  twenty-five  injections;  about  half 
of  neoarsphenamine  and  the  remainder  about  equally 
divided  between  mercury  and  bismuth.  All  four 
made  remarkable  clinical  improvement;  but  their 
Wassermanns  and  Kahns  were  still  4 plus  one  month 
after  the  last  treatment.  I think  that  this  bears  out 
the  fact  that  it  is  almost  impossible  to  reverse  the 
Wassermann  reaction  in  congenital  syphilis  at  this 
age. 

Dr.  Hunte  made  a Wassermann  survey  on  the 
school  children  at  the  Bylas  Mission  School  and  re- 
ceived no  positive  reactions  in  seventy  children.  I 
have  done  Wassermann  tests  on  fifteen  children  be- 
sides those  mentioned  in  the  above  two  schools,  five 
pre-school  children  and  five  infants,  and  received  no 
positive  reactions.  Combining  all  these  tests  on  all 
the  children,  it  makes  a total  of  308  tests,  with  only 
four  positive  reactions,  or  an  incidence  of  only  1.3 
per  cent.  I think  the  explanation  of  the  low  incidence 
of  congenital  syphilis  is  explained  by  the  fact  that 
the  affected  children  are  born  dead,  or  die  very  early 
in  life.  Also,  several  of  the  luetic  women  have  never 
had  any  pregnancies. 

Dr.  Hunte  and  I have  tested  246  adults.  We  have 
received  forty-five  positive  reactions.  This  gives  an 
incidence  of  18.3  per  cent  among  the  adults.  Only  a 
few  of  these  Wassermanns  were  drawn  because  syph- 
ilis was  suspected,  most  of  them  being  taken  at  ran- 
dom. I do  not  believe  that  a report  of  1 5 per  cent 
positive  syphilitic  infections  would  be  too  high  for 
the  adult  population.  On  the  Navajo  Reservation,  I 
had  only  a series  of  eighty-four  adult  Wassermanns, 
with  twenty-five  positive,  or  an  incidence  of  2T8 
per  cent.  However,  many  of  these  were  suspected 
cases.  If  we  combine  the  total  Wassermanns  done 
on  the  Apaches,  both  children  and  adults,  this  gives 
a total  of  5 54  tests,  with  forty-nine  positive  reac- 
tions, or  an  incidence  of  8.8  5 per  cent. 

In  many  of  the  adult  Apaches,  the  only  demon- 
strable evidence  of  syphilis  was  a 4 plus  Wassermann 
and  Kahn.  However,  visceral  symptoms  were  the 
most  prominent.  One  patient,  who  had  been  jaun- 


diced for  several  months  because  of  a syphilitic  hep- 
atitis, responded  immediately  to  treatment.  One 
woman,  who  had  apparently  had  gallbladder  attacks, 
ceased  to  have  them  after  she  started  taking  treat- 
ment. One  man,  who  had  been  diagnosed  tuberculo- 
sis several  years  ago,  improved  rapidly  and  gained 
about  1 5 pounds.  One  case  had  syphilitic  ulcers  on 
the  legs  and  another  complained  of  rheumatism — 
their  conditions  cleared  up  rapidly  under  treatment. 
One  woman,  who  had  a toxemia  of  pregnancy  and 
gave  birth  to  a seven-months  still-born,  was  found 
to  have  syphilis.  One  old  syphilitic’s  eyes  cleared  up 
considerably  under  treatment.  One  patient  com- 
plained of  an  occasional  bloody  stool;  he  was  found 
to  have  syphilis.  After  two  full  courses  of  treatment 
this  condition  has  cleared  up.  I have  never  seen  a 
case  of  paresis  or  tabes  in  an  Indian.  Central  nervous 
system  syphilis  is  apparently  relatively  rare.  I have 
seen  only  two  cases  of  cardio-vascular  syphilis.  One 
of  these  patients  died  of  aortic  regurgitation  soon 
after  she  was  admitted  to  the  hospital;  the  other  has 
syphilitic  aortitis.  He  has  greatly  improved,  follow- 
ing two  courses  of  treatment,  but  still  has  some  pain. 
Of  all  the  positive  cases  found,  only  two  have  been 
in  the  primary  stage. 

Of  the  forty-five  positive  adult  cases,  Dr.  Hunte 
and  I have  given  seventeen  the  two  full  courses  of 
treatment,  consisting  of  twenty-five  injections — 
about  half  being  neoarsphenamine  and  the  remainder 
divided  between  mercury  and  bismuth.  The  four  con- 
genital cases,  as  stated  before,  were  also  given  two 
full  courses.  Twelve  patients  took  one  full  course 
of  treatment,  and  either  refused  more,  or  lived  too 
far  away  to  come  back  for  more.  Six  patients  took 
one  or  two  treatments  and  refused  to  take  more. 
Two  patients  have  not  completed  their  treatment. 
Two  died  before  receiving  any  treatment;  one  of 
aortic  regurgitation,  and  the  other  of  an  unrelated 
cause.  Two  lived  off  the  reservation  and  were  un- 
able to  return  for  treatment.  Only  four  refused  to 
take  any  treatment  whatever. 

Check-up  Wassermanns  have  been  done  on  ten  of 
the  adults,  as  well  as  on  four  children,  who  have 
completed  twenty-five  treatments.  In  four  patients, 
the  Wassermann  was  reversed  to  a negative  reaction; 
two  were  reduced  from  a strong  positive  to  a weak 
positive  reaction;  and  four  were  unchanged.  Seven 
other  patients  have  completed  twenty-five  treat- 
ments, and  should  have  check-up  Wassermanns  done, 
but  we  have  no  laboratroy  facilities  at  present.  The 
Indian  Service  contract  with  the  State  Health  Lab- 
oratory at  Albuquerque  expired  January  1;  and  since 


APRIL,  1933 


129 


then  I have  had  no  place  to  which  to  send  Wasser- 
manns. 

GONORRHEA 

While  we  are  discussing  syphilis,  a word  might  be 
said  about  gonorrhea.  This  disease  is  either  relative- 
ly rare,  or  one  does  not  see  many  of  the  cases.  I 
have  seen  only  eight  cases  since  April  1,  1932.  No 
acute  case  of  gonorrheal  salpingitis  has  been  seen. 

INFLUENZA 

This  is  the  next  disease  of  importance.  There  has 
been  an  epidemic  each  year  for  the  past  three  years. 
During  the  fiscal  year  1931,  there  were  166  cases 
reported.  During  1932,  there  were  364  cases  report- 
ed. During  the  present  fiscal  year,  we  have  seen  442 
cases  and  of  course  this  is  by  no  means  all  of  them. 
During  the  epidemic  in  November  and  December, 
about  twenty-five  cases  of  pneumonia  developed. 

IMPETIGO 

According  to  the  number  of  contagious  and  in- 
fectious diseases  reported  each  year,  this  disease  comes 
next.  During  1931,  the  records  show  thirteen  cases, 
of  course  not  nearly  all  were  recorded.  During  1932, 
twenty  cases  were  reported.  Since  July  1,  1932,  six- 
ty-eight cases  have  been  seen. 

CHICKEN  POX 

During  1931,  no  cases  were  reported;  during  1932, 
thirteen  cases  were  reported.  During  the  present  fis- 
cal year,  fifty  cases  have  been  seen. 

MEASLES 

There  were  60  cases  reported  on  the  reservation  in 
1931;  one  case  in  1932;  and  no  cases  have  been  seen 
this  year. 

SCABIES 

One  would  expect  scabies  to  be  very  prevalent, 
but  only  three  cases  were  reported  during  1932;  and 
I have  not  seen  any  at  all  this  year.  Among  the 
Navajos,  this  was  one  of  the  most  common  diseases. 

ERYSIPELAS 

Only  one  case  was  seen  last  year,  and  one  this 
year. 

SCARLET  FEVER  AND  DIPHTHERIA 

I have  never  seen  either  of  these  diseases  in  an  In- 
dian. Some  old  doctors  in  the  service  claim  that  In- 
dians do  not  have  them.  Nevertheless,  all  children 
in  the  three  schools  on  the  reservation  with  positive 
Schick  have  been  immunized  against  diphtheria.  Last 
school  year,  116  children  were  immunized.  This 
year,  161  children  with  positive  Schick  tests  have 
been  given  two  injections  of  toxoid. 

CANCER 

Cancer  is  apparently  very  rare.  In  two  years  in 
the  Indian  Service,  I have  seen  only  three  cases — two 


Navajo  women  with  carcinoma  of  the  cervix,  with 
generalized  metastasis!  and  carcinoma  of  the  colon  in 
an  Apache  woman.  If  x-ray  facilities  were  available, 
perhaps  more  cases  would  be  diagnosed. 

DIABETES 

I have  seen  only  one  case  of  diabetes  among  In- 
dians, although  I have  made  a fair  number  of  un- 
inalyses.  This  one  was  an  Apache  woman  of  about 
5 0 years  of  age.  , 

BIRTHS  IN  THE  HOSPITAL 
Before  closing,  we  might  mention  something  about 
obstetrics.  The  women  are  beginning  to  come  to  the 
hospital  more  for  delivery.  During  1931,  there  were 
only  seven  births  and  one  still-birth  in  the  hospital. 
During  1932,  there  were  thirteen  births.  We  have 
had  thirty-five  births  and  one  still-birth  in  the  hos- 
pital since  July  1,  1932.  During  this  time,  there 
have  been  sixty-one  births  at  home!  so  over  a third 
of  the  births  this  year  have  been  in  the  hospital. 
Complications  are  not  as  rare  as  are  claimed  for  In- 
dian women.  Four  or  five  cases  have  had  to  be  de- 
livered with  forceps.  There  have  been  three  cases  of 
severe  toxemia  of  pregnancy,  with  one  eclampsia! 
this  case  being  brought  into  the  hospital  in  coma. 


AN  EPIDEMIC  OF  MUMPS 


SIDNEY  J.  TILLIM,  M.  D. 

U.  S.  I.  S.,  Chin  Lee,  Arizona 

The  incidence  of  acute  epidemic  parotitis,  espe- 
cially in  institutions  where  large  numbers  of  children 
are  congregated  for  extended  periods  of  time,  is  not 
uncommon.  The  disease  is  sporadic  in  all  climes  and 
all  seasons  of  the  year,  but  reaches  endemic  propor- 
tions in  temperate  regions  during  the  fall  and  spring 
seasons.  Usually  a mild  affection,  with  only  moder- 
ately distressing  symptoms,  the  sequelae  of  mumps, 
when  they  occur,  are  often  of  grave  concern.  It  is 
because  of  the  mildness  with  which  the  disease  usual- 
ly manife'ts  itself,  particularly  when  endemic  among 
young  children,  that  some  physicians  and  most  lay 
parents  make  so  light  of  the  disease  as  to  give  it  only 
perfunctory  notice,  both  as  to  the  treatment  of  the 
patients  and  its  prevention  among  the  unexposed. 
When  cautioning  parents  against  allowing  their  un- 
exposed youngsters  to  visit  their  playfellows  who  are 
confined  at  home  with  mumps,  one  frequently  hears: 
"Oh,  it’s  only  mumps.  The  child  might  as  well  get 
it  and  have  done  with  it  before  he  is  grown  up.” 
Experience  has  taught  even  the  layman  that  mumps 
in  an  adult  is  a serious  disease. 
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The  subject  of  this  paper  is  based  upon  the  ex- 
perience with  an  epidemic  of  mumps  in  an  Indian 
Boarding  School.  Out  of  a total  of  15  8 children, 
142  developed  mumps;  the  first  case  reporting  Sep- 
tember 22,  the  last  case  November  28,  1932,  cover- 
ing a period  of  almost  ten  weeks.  Sixty-six  girls 
and  seventy-six  boys,  90  per  cent  of  the  total  of  each 
group,  approximately,  were  sick. 

As  to  the  origin  of  the  outbreak,  it  can  only  be 
accounted  for  as  being  brought  to  the  school  by  a 
carrier,  or  on  the  supposition  that  the  first  case  had 
been  exposed  to  the  disease  or  to  a carrier  thereof. 
The  first  child  to  report  with  the  disease  was  five 
days  ahead  of  the  second  case,  and  came  from  a dis- 
trict remote  from  the  residences  of  most  of  the  chil- 
dren in  the  school.  The  child  does  not  know  of  any 
cases  of  mumps  in  her  neighborhood  when  she  left 
home.  In  view  of  the  conflicting  opinions  concern- 
ing the  causative  organism  of  epidemic  parotitis, 
whether  it  be  diplococcus,  streptococcus,  or  filterable 
virus,  it  is  likely  that  a latent  mouth  infection  start- 
ed the  gamut  of  the  disease.  Unfortunately,  our  lack 
of  facilities  and  distance  from  state  laboratories  made 
bacteriological  study  impossible. 

Direct  contact  or  close  proximity  is  necessary  for 
contagion.  This  fact  was  well  illustrated.  Though 
the  school  is  coeducational,  fully  two-thirds  of  the 
girls  had  contracted  the  mumps  before  the  first  boy 
reported.  Only  adults  were  allowed  to  visit  the  sick, 
and  these  only  at  the  door  or  window  of  the  ward. 
Not  a single  case  developed  on  the  reservation  charge- 
able in  any  way  to  these  visits.  This  is  not  strange 
in  view  of  the  fact  that  mature  adults  are  rarely  af- 
fected by  mumps.  It  also  shows  that  the  disease  is 
not  readily  spread  by  third  persons. 

An  incidence  in  the  professional  experience  of  the 
writer  will  help  to  show  the  pronounced  lesser  con- 
tagiousness and  the  greater  seriousness  of  mumps 
among  adults.  In  the  spring  of  1931,  about  3 50 
tntn — fishermen,  sailors,  and  craftsmen — embarked 
from  San  Francisco  for  northern  Alaska.  During  the 
voyage  and  after  their  arrival  at  their  destination, 
they  lived  in  very  close  quarters  under  conditions 
ideal  for  the  spread  of  any  contagious  disease.  About 
three  weeks  after  leaving  home  port,  four  cases  of 
mumps  developed.  The  symptoms  of  high  fever  and 
malaise  were  severe  and  present  in  all.  Three  cases 
were  complicated  by  orchitis. 

The  period  of  incubation  of  the  disease  has  been 
stared  variously  to  range  from  five  to  twenty-one 
days.  It  is  also  well  recognized  that  the  disease  is 
contagious  during  the  incubation  period.  This  makes 


the  determination  of  the  exact  incubation  period  im- 
possible, and  the  question  of  control  and  isolation 
most  difficult.  So,  where  the  situation  is  as  it  was 
at  this  school,  the  disease  must  be  allowed  to  run  its 
course,  to  terminate  for  want  of  further  victims.  It 
would  have  been  a sad  mistake  to  disband  the  school 
or  allow  individual  pupils  to  go  home  while  the  epi- 
demic was  in  progress.  This  was  strictly  forbidden, 
to  avoid  spread  outside  the  school.  The  problem  for 
a day  school  is  entirely  different;  closing  the  school 
when  such  epidemic  is  imminent  may  serve  to  check 
the  progress  of  the  disease.  However,  it  was  over- 
looked to  advise  against  further  admissions  to  the 
school  while  the  disease  was  prevalent.  Four  children 
were  thus  admitted  during  that  period.  This  inad- 
vertence adds  some  statistical  information  on  the  in- 
cubation period,  as  all  four  of  the  children  devel- 
oped mumps;  but  it  teaches  a lesson  in  caution,  as 
one  of  the  children  developed  an  acute  purulent 
otitis  media,  a probable  sequel  to  the  mumps. 

From  the  findings  in  this  epidemic,  it  is  safe  to 
conclude  that  during  the  incubation  period,  the  dis- 
ease is  contagious.  Three  patients  were  admitted  with 
mumps  within  a week  after  case  No.  1 was  found. 
The  incubation  period  is  at  least  two  to  three  weeks. 
The  four  children  referred  to  above,  developed 
mumps  within  15,  23,  2 5,  and  28  days,  respectively. 
One  child  was  mistakenly  diagnosed  mumps  and 
confined  to  the  contagious  ward  for  nineteen  days 
before  he  developed  characteristic  symptoms  of  the 
disease. 

The  most  common  complaint  of  the  children  up- 
on first  examination,  in  probably  80  to  90  per  cent, 
was  pain  at  one  or  both  angles  of  the  jaw,  rarely  at 
both.  A few  had  swelling  of  the  parotid  with  the 
pain.  All  had  a slight  rise  in  temperature.  The  most 
pronounced  swelling  and  highest  temperatures  did 
not  manifest  until  the  second  or  third  day  after  ad- 
mission. Only  a few  cases  of  the  mildest  nasopharyn- 
gitis were  present.  The  children  thus  affected  never 
made  mention  of  it.  The  group  taken  as  a whole 
was  noticeably  free  from  throat  inflammations. 
Later  symptoms  were  headache,  vomiting,  drowsi- 
ness, and  earache,  in  their  order  of  frequency.  Of 
these,  vomiting,  when  it  occurred,  was  the  most 
persistent  and  distressing  of  all. 

The  incidence  of  fever  of  100°  or  over,  is  interest- 
ing. In  this  series,  49  per  cent  did  not  at  any  time 
have  a temperature  reaching  100°.  Of  those  over 
100  , there  were  17  per  cent  from  100°-101°;  17 
per  cent  101°-102°;  20  per  cent  of  102°  and  less 
than  103°;  3.5  per  cent  of  103°  and  less  than  104°; 
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1.5  per  cent,  two  cases,  of  104°.  The  temperatures 
of  103°  and  over  usually  ushered  in  a complication, 
sometimes  nothing  more  than  the  development  of 
swelling  on  the  opposite  side  of  the  face.  The  tem- 
perature of  100°  or  over  is  much  more  frequent 
among  the  boys  than  the  girls!  79  per  cent  for  the 
former  and  36  per  cent  for  the  latter.  The  marked 
contrast  in  the  frequency  of  high  temperatures 
among  the  two  groups  may  chiefly  be  accounted  for 
bv  the  fact  that  the  boys  were  more  difficult  to 
confine  to  their  beds,  that  they  had  to  walk  a much 
greater  disance  through  open  hallway  for  toilet  ac- 
commodation and  spent  more  time  there  at  the  wash- 
basins in  play  than  the  girls  did. 

The  treatment,  in  the  main,  consisted  of  general 
hygienic  measures,  especially  oral  hygiene,  and  easily 
digestible  diet.  Fever  and  headaches  were  dealt  with 
by  small  doses  of  aspirin  and  an  alkaline  mixture  con- 
taining aconite  and  spirits  of  niter.  In  none  of  the 
cases  did  fever  exist  more  than  two  days,  usually 
making  a rapid  decline  on  the  second  day.  For  the 
reduction  of  swelling  and  the  relief  of  pain  there- 
from, both  hot  and  cold  applications  were  tried,  the 
former  always  the  more  soothing,  but  with  indiffer- 
ent results  as  to  the  duration  of  the  swelling.  The 
apparent  best  results  were  obtained  with  a mild  ap- 
plication of  a mixture  of  guaiacol  5 per  cent,  me- 
thyl s.dicylate  5 per  cent,  and  glycerin,  applied  twice 
daily.  This  mixture  always  relieved  the  tension  pain 
and  seemed  to  hasten  the  resolution  of  the  swelling. 
It  gave  prompt  relief  in  the  two  cases  of  orchitis  en- 
countered in  the  series,  the  swelling  and  pain  com- 
pletely leaving  in  three  days.  This  formula  is  de- 
serving of  a trial,  especially  where  a large  number 
of  patients  are  cared  for  with  limited  nursing  per- 
sonnel, and  in  cases  cared  for  at  home.  It  is  more 
easily  handled  and  applied  than  either  heat  or  cold, 
and  is  less  annoying  to  the  patient.  One  case  of 
acute  otitis  media  subsided  without  suppuration 
merely  by  the  use  of  warm  glycerin  and  hot  moist 
applications.  The  two  cases  of  temperature  of  104° 
were  given  cool  sponges  for  the  reduction  of  the  fe- 
ver. All  youngsters  upon  admission  were  given  a 
mild  laxative.  In  the  early  cases,  small  doses  of  po- 
tassium chlorate,  1 14  gr.,  were  prescribed  at  three  to 
four  hour  intervals,  on  the  principle  that  it  is  ex- 
creted through  the  salivary  glands.  No  appreciable 
benefit  was  noticed  from  the  use  of  this  drug  and 
it  was  shortly  discontinued. 

The  chief  dangers  of  mumps  are  its  complications 
and  predisposition  to  secondary  diseases.  Fortunate- 
ly, these  do  not  ofren  occur.  Metastasis  from  the 


parotid  glands  to  other  glands  in  the  body  is  the  most 
frequent  accident  of  the  disease.  The  testicles  in 
males,  breasrs  and  ovaries  in  females,  are  most  fre- 
quently affected.  Other  complications  encountered, 
according  to  Osier’s  Practice  of  Medicine,  are  arthri- 
tis, nephritis,  neuromuscular  disturbances,  and  even 
deaths  have  resulted  from  mumps.  The  causes  of 
deadt  enumerated  for  the  U.  S.  Registration  Area  in 
1925,  for  children  5 to  14  years  old,  includes  forty 
deaths  due  to  mumps,  taken  from  a report  by  Dr.  J. 
F.  Rogers,  issued  by  the  U.  S.  Department  of  the 
Interior,  Bureau  of  Education.  Complications  are 
more  frequent  in  adults.  In  the  present  series  there 
were  two  cases  of  orchitis,  ages  15  and  17  respec- 
tively, which  were  ushered  in  by  high  temperatures 
on  the  eighth  and  tenth  days  after  onset  of  mumps. 
One  case  of  acute  otitis  media  was  ushered  in  by  a 
temperature  of  104°  on  the  fourth  day.  Three  cases 
developed  acute  respirator}'  disease  during  the  third 
week  after  onset. 

SUMMARY  AND  CONCLUSION 
Out  of  158  boarding  school  children  between  the 
ages  of  6 and  17,  90  per  cent  developed  mumps.  Of 
those  affected,  2 per  cent  had  complications  and  2 
per  cent  developed  secondary  respiratory  illness.  The 
group,  girls,  better  confined  to  bed  and  with  bet- 
ter access  to  lavatory  facilities,  were  free  from  com- 
plications and  had  a much  lower  average  of  high 
temperatures.  Mumps  is  a relatively  mild  disease,  pri- 
marily of  childhood,  and  comparatively  free  from 
complications,  especially  in  children,  provided  there 
is  recognition  of  its  possible  hazards  and  reasonable 
diligence  is  exercised  in  the  care  of  the  patients. 
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Dr.  James  FT.  Means.  of  Boston:  “DiaenosMc  Use 
of  Iodine  in  Thyrotoxi<*os;s.”  We  must  first  decide 
whether  a goitre  is  simply  hvperactivp  or  malig- 
nant. Thyrotoxicosis  is  sometimes  hard  to  distin- 
guish : in  manv  of  thes°  cases  the  symntoms  susr- 
p’est  heart  disease  and  many  good  men  have  over- 
looked sroitre  and  considered  it  a clear  cas^  of  heart 
disease : also  many  cases  of  eoitre  have  r°ceived 
both  x-ray  and  surgical  treatment  but  s+ill  have 
svmntoms.  A nerson  who  is  fre^  from  thyrotoxi- 
cosis is  not  affected  bv  iodine.  Iodine  is'  an  aid  in 
maVine1  the  diagnosis,  as  the  thvmtoxic  uatient  wFl 
feel  better  on  iodine  and  worse  without,  it. 

Dr.  Oeorere  E.  Pfahler.  ot  Philadelphia : “Irradi- 
ation Treatment  of  Hyperthyroidism.”  The  internist 
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first  contacts  the  hyperthyroid  patient  and  should 
remain  in  charge  throughout.  So  the  patient  is 
both  guided  and  guarded  by  a competent  medical 
man.  Twenty  per  cent  fail  to  get  well  whether  treat- 
ed by  surgery  or  irradiation.  Many  people  keep 
away  from  treatment  because  of  fear  of  opei’ation, 
and,  if  they  but  knew  it,  irradiation  helps'  many 
cases.  Irradiation  is  indicated  in  cases  of  toxic  goi- 
tre when  the  patient  is  not  in  crisis.  Patients  may 
be  treated  without  interruption  of  their  occupation 
and  can  be  treated  without  shock  and  with  no  fear 
cf  scars  or  krloids.  Burns  and  skin  atrophy  are 
among  the  dangers'  from  irradiation.  Exacerbation 
may  occur  after  the  first  treatment.  Myxedema  has 
been  reported  but  is  very  rare.  A normal  thyroid 
is  resistant  to  x-ray;  no  hypothyroidism  is  obtained 
in  treating  malignancy  of  the  larynx  and  no  tetany 
following  irradiation  when  treating  either  goitre  or 
malignancy  of  the  neck.  Adhesions  are  found  in  as 
many  cases  that  have  had  no  irradiation  as  those 
that  have  been  treated.  More  completed  relief  is 
more  quickly  secured  by  surgery  than  by  irradia- 
tion. Cardiac  impairment  is  n">t  so  quickly  re’ieved 
bv  irradiation  as  by  surgery.  Six  hundred  ninety- 
eight  cases  of  goitre  wrre  treated  by  irradiation  and 
87.9  per  cent  were  cured.  They  classed  as  cures 
cases  with  a basal  metabolic  rate  between  minus  ten 
and  plus  ten.  pulse  normal,  tremor  gone.  Some  in- 
operable cases'  were  given  irradiation  to  help  pre- 
pare thrm  for  operation.  Twelve  per  cent  were  not 
successful  and  less  than  one  per  cent  recurred.  In 
these  cases  further  treatment  produced  stabilization. 
Treatment  over  the  sympathetic  ganglia  and  supra- 
renals  gave  no  help.  Diseased  thyroids  are  radio- 
sensitive, normal  thyroids'  are  not.  More  than  six 
series  of  treatment  are  not  often  necessary.  If 
there  is  no  improvement  shown  at  the  end  .of  six 
series  other  methods  should  be  used.  They  have  not 
found  iodine  helpful  as  the  cells  are  more  sensitive 
to  radiation  if  iodine  be  not  given.  Radium  is  bet- 
ter for  the  patient  who  cannot  come  for  treatment 
or  who  is  very  nervous  and  frightened  bv  th“  x-rav 
tube  and  wires.  He  concluded  bv  saving  that  irradi- 
ation may  be  accepted  as  a benefit  in  toxic  goitre. 

Dr.  Alan  Brown:  “Effect  of  Vitamins  and  the 
Inorganic  Elements  on  the  Growth  and  Resistance 
to  Disease  in  Children1’  In  order  to  thrive  children 
should  have  24  ounces  of  milk  dailv  to  meQt  their 
calcium  requirements.  Children  must  have  phos- 
phorus. iron  and  copper.  The  iron  is  supplied  in 
egg  yolk,  sninach  and  green  veg°tables.  Copper  and 
iron  have  much  better  effpo.t  if  combined  with  a 
small  amount  of  copopr  sulphate.  The  diet  must 
also  b^  made  to  provide  sufficient  vitamins.  He 
shrwed  a chart  of  children  fed  on  a cei-eal  which 
combined  all  of  those  elements  and  all  of  these  chil- 
dren uniformly  thrived. 

Dr.  Millard  Smith,  of  Boston:  “Spontaneous  Ver- 
sus Artificial  Regulation  of  Constitution  for  the 
Control  and  Prevention  of  Disease.”  The  funda- 
mental controlling  fo^cep  h5v<>  not  been  defined- 
this  subject  is  so  complex  that,  the  beginner  can  onlv 
correlate  some  symptoms.  For  instance,  atroobic 
arthritis  is  more  comir^n  in  Ann  Arbor  than  it  is 
in  Bosfon,  but  why  the  autonomic  nervous  system 
does  not  control  is  because  many  things  affect  the 
autoromic  nervous  system  and  it  reacts  vigorously 
to  tuberculous'  infection  The  constitutional  duali- 
ties which  determine  aBergv  and  hvrergv  are  far 
mo-e  complicated  than  anvthnig  else.  One  stage 
succeeds  tv.p  other.  If  we  bad  no  nhvsiological  rp- 
ccMon  epei'p  would  h°  ue  disease  Disease  is  a r°- 
suif  ef  tba  reaction  arid  these  types  of  reaction  "»•' 
mcemnatihlp  and  cannot  exist  in  the  same  no~c0n 
a4-  the  s^me  time  Wo  sneak  of  clearing  no  focal  in- 
fection. but  that  is  "oailv  almost  imnocsible.  because 
bv  the  time  a focal  infection  is  called  to  our  atten- 


tion, other  processes  have  developed  in  inaccessible 
locations.  Nature  cures  these  conditions  by  altering 
physiologic  reactions.  The  more  natural  our  meth- 
ods the  more  successful  they  will  be.  Water  balance 
appears  to  be  intimately  associated  with  these  con- 
ditions. The  use  of  specific  protein  therapy  in- 
travenously is  of  great  value  some  times. 

Dr.  William  B.  Wherry,  of  Cincinnati:  “Role  of 
De-sensitization  in  Recovery  from  Bacterial  Infec- 
tions.” Bacteria  must  have  food  in  order  to  thrive 
and  multiply.  If  an  animal  possesses  ferment  unable 
to  digest  the  toxins,  that  animal  is  immune.  In  sen- 
sitized animals  the  ability  to  split  toxins  is  groatly 
enhanced  and  reactions  ar  esevere.  Rabbits  recov- 
ering from  pneumonia  are  hypersensitive.  What  we 
must  do  is  to  find  methods  of  desensitization.  When 
we  administer  small  doses  of  specific  antigen  we 
find  the  particular  organism  to  which  they  are 
sensitive.  Desensitization  woi’ks  wonders  when  the 
specific  cause  can  be  located.  Our  hope  lies  in  pro- 
duction cf  desensitizing  serum. 

Dr.  William  B.  Cassell,  of  Boston,  gave  the  John 
Phillips  Memorial  Prize  Oration,  on  “The  Etiology 
cf  Pernicious  Anemia  and  Related  Macrocytic  An- 
emias.” All  cases  of  pernicious  anemia  and  related 
anemias  respond  to  liver  extract  which  supplies  a 
lack  in  pernicious  anemia,  sprue  and  ti’opical  an- 
emias. With  the  use  of  liver  extract  fly  re  is  a large 
overgrowth  of  megaloblasts,  and  this  is  accompanied 
by  an  increase  in  the  reticulated  cells'.  This  occurs 
in  pernicious  anemia,  sprue,  celiac  disease  and  the 
Addisonian  anemias.  They  all  respond  to  soluble 
fractions  of  liver  in  alcohol.  In  these  anemias 
thei-e  is  always  a lack  of  hydrochloric  acid.  This 
occurs'  however  in  other  conditions,  but  this  was  not 
known  at  first.  Supplying  ample  amounts  of  hy- 
drochloric acid  did  net  benefit  these  patients,  but 
given  ample  amounts  of  liver  within  ten  days  they 
found  an  increase  in  the  reticulocytes.  They  took 
some  of  these  patents  and  treated  them  on  differ- 
ent diets.  They  tried  200  grams  of  beef  steak  for 
ten  days  with  no  reticulocyte  response.  Then  they 
had  a normal  individua1  chew  this  beefsteak,  swal- 
low it  and  then  regurgitate  it  after  thirty  minutes. 
Then  this  partially  digested  beefsteak  that  had 
been  in  the  stomach  of  a normal  individual  for 
thirty  minutes  was  fed  to  the  pernicious  anemia  pa- 
tients through  a stomach  tube,  and  in  every  case  it 
gave  a normal  increase  in  the  reticuloc,vt°s.  This 
was'  tried  on  a number  rf  cases  and  gave  a nor- 
mal response  in  every  case.  Then  they  tried  in- 
jecting histamine  and  th°n  siphoned  off  tbe 
gastric  juice:  they  fed  these  patients  meat  in  the 
morning  and  gave  them  the  normal  gastric  juice 
in  the  afternoon,  and  in  only  one  na+ient  did  thev 
get  a reticulocyte  response.  Then  they  decided  that 
it  was  the  interaction  between  the  gastric  juice  and 
raw  beef.  Next  thev  tried  pepsin  of  pig.  hvdro- 
chloric  acid  and  beef  and  it  produced  no  effect  what- 
ever. Next  they  tried  heated  gastric  juice  and  it 
had  no  effect.  By  giving  gastric  juice  and  meat  to- 
gether they  obtained  reticulocyte  increase.  Then 
thev  made  experiments  to  make  spr°  no  saMva  was 
mixed  with  the  gastric  juic°  and  stiB  the  gastrt- 
juice  gave  the  proper  response.  Another  exneri- 
ment  was  made  in  which  thev  passed  a tube  with  an 
arrangement  to  plug  the  duodenum  to  eliminate  th~ 
nrvsibilitv  of  duodenal  secretions  and  st.Bl  *ho  gas- 
trie  mice  gave  the  proper  response.  Thev  tried  in- 
cubating gastric  juice  with  casein.  wVat  cereal  end 
got  no  response  but  bv  using  the  be«f  muscV  thev 
seCi]ved  the  reeuiar  response  N^xt  thev  tried  nu- 
elponvoteinc;  and  th°se  gave  negative  results'.  Veast 
a rut  gastric  juice  gave  no  rQsnonse.  TJver  extract 
a-iven  intramuscularly  gives  better  results  than  bv 
mouth  None  of  these  observations  we'-e  mad°  on 
werm-type  anemias.  Only  one  person  in  ten  thou- 


APRIL,  1933 


133 


sand  carrying  worms  develops  anemia  in  Finland, 
so  do  not  bexieve  worms  have  much  to  do  except  in 
precipitating  the  anemia  m people  who  have  anemic 
tendencies.  The  relationship  of  anemia  to  tape  worm 
is  somewnat  like  hookworm. 

Dr.  Ernest  Falconer,  of  San  Francisco:  “Treat- 
ment of  Polycythemia  Vera.  ’ He  considers  tnat 
oleeding  is  a distinct  help,  and  that  by  bleeding  we 
can  geu  along  with  muen  smaller  doses  of  phenyl- 
hydrazine. 

Dr.  K.  K.  Nygaard,  of  Rochester,  Minn.:  “Plate- 
lets and  Platelet  Volume  in  Blood  Dyscrasias.” 
Platelets  act  mdrpendently  of  other  cells;  they  are 
a cytoplastic  substance  and  are  important  in  rela- 
tion to  coagulation  but  only  one  factor.  Small 
platelets  predominate  in  thrombocytopenia  after 
splenectomy.  Elevation  of  platelet  level  is  greater 
alter  splenectomy  than  after  trauma. 

Dr.  Roger  S.  Morris,  of  Cincinnati:  “Observa- 
tions on  Addisin  in  Diseases  of  the  Blood.”  Addi- 
sin  is  a name  he  gives  to  concentrated  gastric  juice. 
The  gastric  juice  is  concentrated  in  vacuum  and  the 
hydrochloric  acid  is  neutralized  after  concentration 
of  potassium  hydroxide  and  sodium  salts.  It  must 
be  kept  below  37  degrees'  centigrade.  He  considers 
one  .arge  dose  much  Detter  than  several  small  doses. 
Addisin  is  not  suitable  for  intravenous  injection.  It 
is  a benefit  in  producing  normal  maturation  of  red 
cells  and  helps  aid  agranulocytic  angina  and  other 
blood  dyscrasias. 

Dr.  Stanley  Cobb,  of  Boston:  “Anatomy  and 
Physiology  of  the  Cerebral  Circulation.’  Many 
textbooks  teach  that  the  arteries  in  the  brain  are  end 
arteries  and  do  not  anastamose,  and  that  there  is  no 
collateral  circulation;  this  idea  is  a fallacy.  He  had 
experiments  to  show  that  the  arteries  in  the  brain 
anastamose  and  that  collateral  cii-culation  is  well 
established,  and  the  brain  has  a richer  blood  sup- 
ply than  almost  any  other  part  of  the  body. 

Dr.  E.  Cowles  Andrus::  “Clinical  and  Experi- 
mental Observations  upon  the  Heart  in  Hyperthy- 
roidism.” Had  studies  of  200  cases  of  myocardial 
insufficiency  due  to  hyperthyroidism.  The  disease 
is  more  marked  in  the  nodular  type  of  goitre.  There 
is'  an  increase  in  the  heart  load;  output  of  heart 
per  beat  is  increased,  also  blood  volume  is  increased. 
Postoperative  storms  after  thyroidectomy  occur  in 
18  to  24  hours',  due  to  an  overdose  of  thyroxin. 

Dr.  Henry  Rawle  Geyelin,  of  New  York:  “Influ- 
ence of  Diets  High  in  Fat  upon  the  Insulin  Treat- 
ed Cases  of  Diabetes.”  He  showed  charts  of  a num- 
ber of  diabetics  and  showed  how  they  are  able  to 
increase  carbohydrates.  One  patient  who  was  able 
to  take  8 grams  of  carbohydrates  for  each  unit  of 
inslin,  when  put  on  a high  fat  diet  was  able  to  in- 
crease the  amount  of  carbohydrates.  One  boy  who 
could  only  take  one  gram  of  carbohydrates  per  unit 
of  insulin  was  put  on  a high  fat  diet  and  was  soon 
able  to  take  6%  grams  per  unit,  and  another  pa- 
tient on  a high  fat  diet  for  a year  was  able  to 
take  22  grams  per  unit.  With  the  high  fat  diet  we 
can  increase  the  ability  to  utilize  carbohydrates. 

Dr.  Joseph  H.  Barach,  of  Pittsburg:  “Lower  Fat 
Diet  in  Diabetes.”  Undernutrition  leads  always  to 
death.  Before  we  had  insulin  those  given  a high  fat 
diet  all  had  acetone  and  diacetic  acid;  now  these 
are  not  a factor.  With  a low  fat  diet  the  appetite 
is  much  better,  foods  are  better  tolerated,  diarrheas' 
arc  relieved  and  carbohydrates  burn  in  the  absence 
of  fat. 

Dr.  Lea  A.  Riely,  Oklahoma  City:  “Complications 
of  Diabetes.”  There  are  one  million  diabetics  in  the 
United  States  and  complications  are  not  as  serious 
now  as  in  the  past.  Diabetics  are  much  better  sur- 
gical risks  now  than  formerly.  Insulin  sometimes 
works  havoc  in  coronary  thrombosis,  by  reducing 
the  glycogen  in  the  already  starved  Iwart  muscle. 
“Once  a diabetic,  always  a diabetic.”  If  we  could 


control  arteriosclerosis  and  prevent  diabetic  gan- 
grene we  would  have  gone  far.  The  complications'  of 
diabetes  touch  all  of  the  specialties. 

Dr.  Horton  Gasparis,  Nashville,  Tenn.:  “Gastro- 
intestinal Allergy  in  Children.”  Vomiting  is  some- 
times an  indication  of  allergy.  In  many  cases  colic 
is  also  an  indication  of  allergy.  It  is  sometimes  dif- 
ficult to  find  the  food  which  causes  the  disturbance. 
We  must  not  call  everything  allergy  but  should  keep 
it  in  mind. 

Dr.  C.  H .Best,  Toronto:  “Carbohydrate  and  Fat 
Metabolism.”  Dextrins  are  absorbed  more  readily 
than  other  sugars,  and  for  quick  absorption  give 
dextrin  alone.  A rise  in  the  blood  sugar  stimulates 
the  centers  in  the  brain  which  liberate  insulin.  There 
is  no  method  of  measuring  the  insulin  content  of 
the  blood.  One  of  the  beneficial  effects  of  a high 
carbohydrate  diet  is  the  accumulation  of  glycogen. 
Infection  lowers  the  amount  of  insulin  in  the  pan- 
creas. Fatty  acids  are  decreased  by  insulin  admin- 
istration. The  inter-relation  of  phosphates  and  car- 
bohydrates was  investigated.  Depancreatized  dogs 
can  be  kept  in  good  health  by  the  use  of  insulin  and 
fed  on  raw  pancreas.  Lecithin  will  prevent  the  de- 
velopment of  fatty  liver  in  depancreatized  dogs. 
Cholein  will  prevent  fat  accumulation  and  by  add- 
ing cholesterol  they  develop  fatty  livers.  These  can 
be  again  made  normal  by  adding  cholein. 

Dr.  Ernest  Gellhorn,  Chicago:  “Effect  of  Hor- 
mones on  Cellular  Permeability.”  The  hormones  in 
the  blood  act  on  the  tissues  of  the  body  in  a spe- 
cific manner.  Stimulation  by  hormones  increases 
permeability  of  the  cells.  Adrenalin  first  diminish- 
es permeability  but  after  the  second  dose  it  increas- 
es it.  Thyroxin  (1-50,000)  increases  permeability. 
Cholein  increases  permeability  in  low  concentration 
and  diminishes  it  in  high;  it  works  just  the  oppo- 
site of  adrenalin.  Insulin,  adrenalin  and  thyroxin 
increase  permeability  in  high  concentration  but  not 
in  low.  Cholein  acts  as  an  antagonist  of  adrenalin. 

Dr.  Frank  A.  Hartman,  Buffalo,  N.  Y.:  “Studies 
on  the  Function  and  Clinical  Use  of  Cortin.”  The 
function  of  cortin  is  not  exactly  known  and  one  of 
the  first  symptoms  of  Addison’s  is  asthenia.  All 
Ihe  symptoms  either  muscular  or  circulatory  go 
back  to  the  same  cause  and  cortin  overcomes  these 
symptoms.  He  stated  that  cortin  is  the  best  test  we 
have  in  the  diagnosis  of  Addison’s  disease. 

Dr.  J.  B.  Collip,  Montreal:  “Physiology  of  the 
Anterior  Pituitary  and  Relationship  of  Pituitary  to 
Placental  Hormones.  ’ Has  been  experimenting  with 
anterior  pituitary  and  placental  hormones  and  has 
isolated  a hormone  from  the  placenta  which  he 
called  A.  P.  L.  meaning  anterior  pituitary  like. 
With  this  hormone  from  the  placenta  he  was  able 
to  keep  hypophysectonized  guinea  pigs  from  devel- 
oping symptoms  of  anterior  pituitary  dysfunction. 

Dr.  A.  D.  Campbell,  Montreal:  “Therapeutic  Use 
of  Placental  Hormones.”  He  was  able  to  show  re- 
sults from  these  placental  hormones  which  were  an- 
alogous to  the  hormone  of  the  anterior  pituitary. 

Dr.  Oscar  Riddle,  Cold  Spring  Harbor,  N.  Y.: 
“Differentiating  the  Functions  of  the  Anterior  Pit- 
uifary  Hormones.”  The  anterior  lobe  hormones 
have  not  been  recognized,  neither  have  any  of  the 
hormones  been  isolated  in  absolutely  pure  form.  He 
has  a gonad-stimulating  hormone  which  he  has  got- 
ten in  almost  pure  form,  and  a lactation  hormone 
which  is  well  worked  cut  at  present.  Prolactin  is 
the  name  he  gives  this  lactation  hormone,  and  with 
this  hormone  he  is  able  to  cause  swelling  of  the 
milk  ducts  of  the  mammary  glands  within  five  days. 
Most  of  the  anterior  pituitary  extracts  used  today 
are  but  combinations  of  several  hormones  and  the 
growth  hormone  works  in  every  case.  With  the  pro- 
lactin he  is  able  to  produce  milk  in  castrated  males 
in  from  3 to  5 days. 

Dr.  Reginald  Fitz,  Boston:  “Pulmonary  Tubercu- 
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losis  in  General  Practice.”  Some  miliary  cases  do 
got  Avell.  He  stated  that  tuberculosis  on  the  whole 
nizc,  and  tuberculosis  is  an  important  factor  among 
medical  students.  He  cited  a case  of  a student  who 
had  an  acute  pulmonary  hemorrhage  following  a 
game  of  tennis  and  after  a few  months  in  bed  he 
got  well.  He  stated  that  tuberculosis  on  the  whole 
nas  not  been  handled  well,  that  the  general  man 
must  be  able  to  recognize  it  early;  that  the  great- 
est hope  lies  in  the  early  recognition  of  the  disease 
and  as  soon  as  it  is  found  the  patient  should  be  got- 
ten to  proper  help. 

Dr.  Chas.  H.  Cocke,  Asheville,  N.  C.:  ‘‘Conserv- 
atism the  Keynote  in  the  Treatment  of  Tuberculo- 
sis.” The  big  lactor  is  the  host  and  the  invader. 
Apparently  similar  cases  are  not  similar.  It  is  very 
difj.ic.ult  to  treat  tuberculosis  but  not  very  difficult 
to  treat  the  patient.  Rest  is  most  important;  rest 
the  patient;  rest  the  lung,  rest  the  lesion.  Patients 
do  well  under  a change;  change  to  a satisfactory  cli- 
mate is  best,  but  rather  care  without  climate  than 
climate  without  care.  He  quoted  Lawrason  Brown 
as  saying  that  it  is  more  important  what  a patient 
does  tnan  where  he  does  it.  He  slated  that  com- 
pression methods  are  good  in  selected  cases,  but 
study  the  pa  ient  first  and  then  put  him  on  what 
seems  to  be  the  most  satisfactory  regime.  Surgery 
must  be  used  conservatively  and  then  after  a care- 
ful study  of  each  case.  It  is  a mistake  to  under- 
take compression  therapy  and  to  allow  the  patient 
to  believe  that  this  alone  will  cure  him,  but  explain 
carefully  that  this  is  only  one  agency  and  that  he 
must  use  every  measure  at  his  command. 

Dr.  Isador  David  Bronfin,  Denver,  Colo. : “Indi- 
cations for  Collapse  Therapy  in  Pulmonary  Tuber- 
culosis.” All  patients  must  be  individualized;  first, 
a period  of  bed  rest  from  4 to  6 months  and  if  he  is 
not  gaining,  then  some  form  of  collapse  therapy, 
phrenicectomy,  pneumothorax  or  thoracoplasty. 
Pneumothorax  may  be  discontinued  after  one  year’s 
quiescence  or  when  proved  negative  by  guinea  pig 
inoculation.  Prenicectomy  is  indicated  in  lower  lobe 
lesions.  They  got  closure  of  cavities  in  only  6 per 
cent  of  the  cases  of  phrenicectomy.  Before  thora- 
coplasty, study  myocardial  tendencies  of  patient  and 
the  general  resistance.  Collapse  therapy  offers 
more  chance  of  recovery  and  a shorter  course  of  the 
disease. 

Dr.  E.  Rist,  Paris,  France : “Collapse  Therapy  of 
Bronchiectasis.’  This  was  first  attempted  in  1903 
by  Riva  Rocci  and  only  93  cases  had  been  gathered 
in  1928.  Bronchiectasis  remains  harmless  as  long  as 
the  infection  is  limited  to  aerobic  organisms,  but 
sooner  or  later  the  anaerobic  or  spirochetal  organ- 
ism invades  the  field  and  then  the  condition  becomes 
serious.  The  failures  of  surgery  are  more  often 
caused  by  adhesions  than  any  one  thing;  in  90  cases 
of  bronchiectasis  no  surgical  effort  was  made  on  31 
as  they  were  too  far  advanced,  and  were  poor  sur- 
gical I'isks.  Pneumothorax  was  given  to  59  and  of 
these  13  cases  were  cured  and  7 were  relieved  and 
with  continued  pneumothorax  they  were  comfort- 
able. Early  cases  respond  well  to  pneumothorax, 
but  there  are  many  failures  and  always  will  be 
failures.  The  second  method  is  phrenic  evulsion;  4 
cases  were  cured  and  in  these  cured  cases  the  bron- 
chus showed  dilatation  when  injected  with  Lipiodol. 

Dr.  Edward  W.  Archibald,  Montreal:  “Reflections 
Concerning  the  Treatment  of  Chronic  Purulent 
Bronchiectasis.”  We  are  prore  to  think  of  bron- 
chiectasis as  an  entity,  that  this  term  is  purely  de- 
scriptive and  gives  us  no  idea  of  the  pathology. 
There  is  the  complicated  and  the  uncomplicated;  in 
the  uncomplicated  fhe  lesser  forms  of  treatment  are 
in  place;  the  parenchymatous  or  complicated  type 
is  the  type  that  comes  to  a surgeon.  In  these  cases 
a lobe  of  lung  resembles  a sponge.  These  patients 


are  usually  very  sick,  and  compression  therapy  is 
never  indicated.  Looectomy  was  iirsc  done  by  itob- 
niscn;  out  of  seven  cases  four  died  using  the  mul- 
tiple stage  operation.  Lniientnal  does  it  in  one 
stage  with  a ol)  per  cent  mortality,  itvarts  Gra- 
nam  cauterizes  lesions  leaving  a bronchial  fistula; 
ms  mortality  is  less  than  2u  per  cent.  Arcnibaid 
prefers  the  one  stage  operation.  Sendstone  at  Toron- 
to baa  14  cases  with  only  two  deaths.  Author  re- 
ports nine  cases  with  two  deaths;  one  from  pul- 
monary hemorrhage,  ihe  other  from  flooding  of  the 
otner  lung.  He  says  that  if  he  can  get  away  from 
nooaing  the  other  lung  he  can  make  the  operation 
i airly  safe. 

Dr.  C.  P.  Howard,  Montreal:  “The  Rheumatic 
Lung.”  Rheumatism  sometimes  bites  the  lung;  that 
rheumatic  pleurisy  has  been  spoken  of  by  many 
authors;  next  to  carditis,  ic  is  tne  most  common 
complication  of  rheumatism.  In  this  type  of  pleurisy 
ihere  is  a thin  film  of  serum  on  both  parietal  and 
visceral  layers,  and  Aschoff  bodies  have  b en  found. 
Pneumonia  may  complicate  rheumatic  fever  but  spe- 
cific pneumonia  has  not  been  proven,  by  the  finding 
of  Aschoff  bodies  in  the  lung.  In  498  cases  of  rheu- 
matic lung  nine  cases  of  pneumonia  were  recognized 
but  it  was  not  a typical  pneumonia.  Physical  signs 
are  more  striking  than  the  symptoms.  These  signs 
may  disappear  in  2 to  4 days.  He  showed  a picture 
of  a lung  (postmortem),  the  patient  died  of  what 
was  called  typhoid  pneumnonia  and  they  were  un- 
able to  find  any  pneumococci.  This  lung  was  dif - 
f rent  histologically  and  pathologically  and  was 
called  a rheumatic  pneumonia. 

Dr.  George  Morris  Piersol,  Philadelphia:  “Value 
of  the  Galactose  Test  in  the  Diagnosis  and  Progno- 
sis of  Intrahepatic  Icterus.”  Forty  grams  gave  no 
sugar  in  the  normal  individual.  Women  have  a 
greater  sugar  tolerance  and  a greater  diuretic  re- 
sponse than  men.  After  giving  test  collect  urine 
for  five  hours'.  Various  liver  functions  can  be  great- 
ly disturbed.  However,  normal  individuals  excrete 
no  sugar  but  these  jaundice  cases  both  toxic  and 
catarrhal  excrete  some.  Cannot  rely  on  one  test  but 
must  use  all.  Very  severe  liver  damage  can  exist 
and  the  galactose  test  remain  within  normal  limits. 
Positive  test  indicates  trouble  but  a negative  test 
does  not  rule  it  out. 

Dr.  Wallace  M.  Yater,  Washington,  D.  C. : “Dif- 
ferential Diagnosis  of  Diseases  of  the  Liver  and 
Spleen  by  the  Aid  of  Roentgenography  after  In- 
travenous Injection  of  Thorium  Dioxide  Solution.” 
This  metal  is  radioactive  and  is  absorbed  by  the 
reticulc-endo  helial  cells.  Give  this  fluid  every  day 
for  three  days  and  on  the  fourth  day  take  the  pic- 
ture. They  found  reticulo-endothelial  cells  in  the 
normal  liver  and  spleen  gave  a shadow  but  there 
was  no  shadow  shown  by  the  cancer  cells.  He  show- 
ed pictures  of  a liver  in  which  they,had  diagnosed 
primary  cancer  with  metastases,  and  in  another 
case  they  had  diagnosed  cirrhosis  of  the  liver. 
Syphilis  may  be  diagnosed.  Can  differentiate  ob- 
structive and  intrahepatic  jaundice.  Thsi  is  a lab- 
oratory procedure  and  should  in  no  way  replace 
physical  study.  This  was  a review  of  80  cases  and 
in  only  8 cases  was  no  aid  obtained. 

Dr.  Samuel  M.  Alter,  Los  Angeles:  “Some  Clini- 
cal Aspects  of  the  Acid  Base  Balance  of  the  Body.” 
Explanation  of  the  terms  used  in  the  discussion — 
acidosis,  alkalosis,  acidemia,  alkalemia,  acid  reserve, 
alkaline  reserve,  buffer  substances.  He  stated  that 
ketosis  occurs  as  a result  of  insufficient  food.  Pro- 
duction and  failure  to  eliminate  acid  as  in  diabetes, 
nephritis,  anhydremia,  and  malnutrition.  The  treat- 
ment of  ketesis  is  the  treatment  of  the  underlying 
disease;  of  alkalosis'  and  tetany  is  the  treatment  of 
its  cause. 

Dr.  Walter  M.  Simpson : “Radiotherm  Therapy  in 
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Neurosyphilis.”  Can  fever  therapy  benefit  the  after 
effects  of  syphilis?  Radiotherm  heat  can  be-  con- 
trolled and  stopped  at  any  time,  while  with  typhoid, 
malaria,  rat  bite  fever  or  nervinal  when  the  reac- 
tion starts  it  must  run  its  course,  and  the  effects  of 
these  infections  are  sometimes  serious.  It  usually 
lakes  from  40  to  50  minutes  to  raise  the  tempera- 
tuie  to  the  point  desired.  Rectal  temperature  is  the 
most  reliable.  Before  giving  the  treatment  the  pa- 
tient is  given  a light  breakiast  and  either  6 gr.  of 
amytal  or  14  gr.  of  morphine.  Has  treated  over  100 
patients;  each  had  at  least  ten  treatments  and  the 
results  are  very  encouraging. 

Sir  Andrew  MacPahil,  Montreal,  gave  the  ad- 
dress of  Convocation  on  the  “Source  of  Modern  Med- 
icine.” In  1085  King  Charles  II.  died  and  that 
date  marks  the  difference  between  the  new  and  the 
o.d.  Up  to  that  time  Aristotle,  Thomas  and  Galen 
were  the  authorities.  The  perils'  of  freedom  were 
not  as  great  as  the  perils  of  slavery;  a man  may 
say  anything  he  likes,  even  in  Medicine  and  there 
will  be  plenty  to  set  him  right.  When  the  King  was 
first  taken  sick,  he  was  bled;  they  then  called  13 
doctors  and  bled  him  again;  the  next  day  they  gave 
him  a mixture  of  40  drugs  and  the  day  following 
they  gave  him  a mixture  of  50  more  and  that  day 
he  died.  There  lived  near  the  king’s  palace  a young 
doctor  named  Thomas'  Sydenham  who  practiced 
medicine  in  a different  way.  He  taught  that  most 
forms  of  disease  depended  on  their  character  and 
that  fever  was  a naiural  remedy  and  should  not  be 
curbed.  He  advocated  the  study  of  the  actual  pro- 
cess of  the  disease,  and  that  nature  is  the  mother 
of  medicine.  His  description  of  chorea  has  never 
been  improved  upon.  Sydenham  wrote  that  what- 
ever skill  God  had  given  him  must  be  used  in  help- 
ing the  sick  until  he  died.  He  graduated  from  med- 
icine. Sydenham  went  to  Edinburgh  and  he  also 
40  years.  He  knew  Latin,  Greek  and  the  Bible. 
Brown  recognized  him  as  the  prince  of  modern  med- 
icine. Sydenham  went  to  Edinburg  and  he  also 
helped  to  establish  the  Edinburgh  school.  When  he 
first  went  to  study  medicine  they  told  him  he  must 
study  Botany  and  he  said  “No.  I know  an  old  wom- 
an in  Coventry  gardens  who  knows  more  botany 
than  any  of  you  and  she  is  no  doctor.”  Then  they 
told  him  to  study  Anatomy  and  he  said  “No,  I 
know  a butcher  who  can  cut  a joint  better  than 
any  of  you  and  he  is  no  doctor.  Take  me  to  the 
side  of  the  patient  and  let  me  study  the  patient  and 
the  disease.”  From  this  school  in  Edinburgh  came 
four  men  to  Monti-eal  who  established  McGill,  and 
four  others  to  Philadelphia  who  established  what  is 
now  the  Medical  Department  of  the  University  of 
Pennsylvania.  These  were  the  first  schools  in  this 
country,  which  stressed  the  study  of  the  patient. 
Then  Wm.  Osier  graduated  from  McGill  and  went 
to  Philadelphia  and  later  to  Baltimore;  then  back 
to  Oxford  and  in  that  w*ay  that  stream  of  medicine 
returned  to  its  original  source.  He  stated  that  one 
thing  that  sets  medical  men  apart  from  all  others 
is  that  they  have  dissected  a human  body.  He  said 
that  now  we  take  a medical  student  and  make  of 
him  physiologist  and  an  anatomist,  a chemist,  a 
pathologist  and  a botanist,  and  that  he  has  to  learn 
so  much  that  there  is  no  chance  to  make  of  him  a 
physician.  The  only  thing  you  can  do  with  him  is  to 
make  of  him  a teacher.  He  stated  that  Sydenham 
never  had  a hospital  appointment,  never  walked 
the  hospital  wards,  because  there  were  no  wards 
and  if  he  came  to  United  States  or  Canada  to- 
day to  practice  medicine  he  would  be  put  in  jail, 
and  if  he  attempted  to  write  a medical  examina- 
tion for  a license  to  practice  he  would  be  thrown  in 
an  insane  asylum.  He  stated  that  Sydenham  said 
that  any  patient  who  lived  long  enough  would  get 
well,  and  you  would  best  cherish  yourself  by  keop- 


ing  to  bed.  He  questioned  whether  Sydenham’s 
practice  had  any  lesson  for  us.  Are  we  again  get- 
ting too  far  away  from  the  patient?  He  stated  that 
with  the  electrocardiograph  it  was  a question 
whether  the  variation  in  the  tracing  was  caused  by 
the  movement  of  the  heart  or  a nearby  radio  or 
vacuum  cleaner.  Fame  enough  has  come  to  Thomas 
Sydenham.  He  once  said,  “I  would  rather  help  men 
lhan  be  praised  by  them.” 

Dr.  F.  M.  Pottenger,  in  the  President’s  Address, 
stated  that  the  greatest  advances  in  medicine  today 
are  in  the  prevention  of  disease.  Physiologic  medi- 
cine is  more  difficult  than  anatomic  medicine.  Psy- 
chic reactions  are  more  important  than  physical 
changes.  Heredity  plays  an  important  part,  to  attain 
old  age  the  body  must  meet  these  changes.  The  re- 
lationship between  medicine  and  the  public  was  es- 
tablished before  health  departments  were  developed 
or  before  technocracy  was  ever  heard  about.  The 
aims  of  medical  men  are  not  understood  by  business 
men,  that  if  business  men  would  take  the  stand  that 
medicine  does  many  of  the  problems  we  face  today 
would  be  solved.  Medical  men  vie  with  each  other 
for  staff  positions  on  charity  hospitals  where  they 
can  give  away  their  services'.  There  is  no  fixed 
standard  of  who  can  pay  and  who  cannot.  In  the 
United  States  79  per  cent  of  the  people  have  in- 
comes of  less  than  $2,000  and  21  per  cent  have  in- 
comes over  $2,000.  This  can  be  interpreted  that  80 
per  cent  of  the  people  at  the  presest  time  cannot 
pay  for  the  necessities  of  life  and  should  call  for 
an  economic  change.  While  the  population  has  prof- 
ited by  medical  discoveries,  medicine  has  not  pros- 
per'd in  proportion.  We  are  saving  lives  and  en- 
abling people  to  live  to  an  old  age,  but  have  no  work 
for  them  to  do.  Thus  longevity  may  be  a curse  in- 
stead of  a blessing.  Doubling  the  number  of  peo- 
ple between  the  ages  of  60  and  70  with  nothing  for 
them  to  do  is  only  increasing  the  economic  prob- 
lem. He  discussed  these  problems  and  said  a solu- 
tion must  be  found  for  them,  that  he  had  none  to 
offer  but  that  we  should  all  begin  to  think  about 
them. 

Dr.  Charles  A.  Elliott,  Chicago:  “Management  of 
Edema.”  Richard  Bright  observed  that  blood  letting 
for  edema  aggravated  it  by  producing  blood  pro- 
tein. Restriction  of  water  do^s  not  effectively  in- 
duce edema  in  presence  of  failing  circulation.  Ede- 
ma is  helped  by  rest  and  heart  stimulants'.  Serum 
protein  must  bo  kept  up  by  one  gram  per  kilo  of 
body  weight  per  day.  When  serum  proteins  are  de- 
pleted the  edema  appears  as  a purely  compensatory 
process.  The  diet  must  supply  sufficient  pi-otein. 
The  acid  base  equilibrium  is  delicately  maintained. 
Withdrawing  of  base  or  adding  of  acid  affects  wa- 
ter balance.  Diet  must  meet  nutritional  require- 
ments of  patienL  Foods  should  be  selected  that  are 
low  in  potassium  and  high  in  sodium.  Salyrgin  has 
been  used  successfully.  Salt  restriction  is  a big 
help.  Dehydration  must  be  avoided.  This  can  be 
avoided  by  increasing  the  amount  of  salt. 

Dr.  R.  G.  Hoskins.  Boston:  “Schizophrenia  from 
the  Physiological  Point  of  View.”  There  are  one 
million  and  a half  of  schizophrenics  in  this  country. 
Their  cost  to  the  country  in  taking  care  of  them  is 
SI, 000, 000  per  day.  Schizophrenics  are  dreamers 
and  when  they  awake  the  dream  seems  real.  He 
states  that  in  dreams  we  are  all  schizophrenics  but 
usua’ly  thry  only  indicate  a reduced  oxygen  supply 
to  the  brain.  The  disease  has  a predelection  for  pa- 
tients with  tainted  heredity.  If  cne  of  a pair  of 
identical  twins  develops  schizophrenia  the  other  will 
also,  but  in  ordinary  twins  there  is  no  such  rela- 
tion. They  have  normal  blood  counts,  average  red 
blood  count  4,967,000.  Motor  functions  are  normal. 
No  indications  of  metabolic  intoxication.  They  ar^ 
usually  slightly  underweight  and  are  very  unstable 
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persons.  Metabolism  in  wakeful  schizophrenics  cor- 
responds to  tnat  of  a sleeping  individual,  perhaps 
dream  state  is  more  nearly  correct.  In  iooking  over 
inaex  of  medical  articles  you  find  only  23  articles 
in  one  year  on  schizophrenia,  while  there  are  tnou- 
sanas  on  tuberculosis.  Yet  there  are  thousanas  of 
sufferers  from  schizophrenia  and  it  is  both  a pre- 
ventable and  curable  disease. 

Dr.  Wilder  Pentield,  Montreal:  ‘Evidence  for  a 
Cerebral  Vascular  Mechanism  in  Epilepsy.”  He  re- 
moved a hone  nap  from  the  skull  under  local  an- 
esthesia over  the  area  involved  and  by  means  of  a 
larauic.  current  produced  an  epileptic  seizure,  tins 
was  done  by  first  figuring  out  and  then  trying  out 
the  area  and  having  the  patient  describe  his  feel- 
ings. He  had  motion  pictures  showing  the  opera- 
tion and  also  showing  the  brain  during  the  seizure, 
fhey  showed  how  blood  vessels  became  engorged 
and  then  after  the  attack  the  brain  fell  away  from 
tne  dura.  Ey  ligating  the  arteries  in  the  sensitive 
area  he  was  able  to  produce  an  apparent  cure  in 
six  cases,  in  another  case  where  he  was  able  to 
iind  the  scar,  excision  of  tne  scar  proved  beneficial. 

Dr.  Thomas  P.  Sprunt,  Baltimore:  ‘ Relationship 
of  tne  Autonomic  .Nervous  System  to  General 
Medicine.”  He  described  the  sympathetic  or  thoraco- 
lumbar plexus,  the  parasympathetic  or  the  cran- 
iocervical. Gastric  ulcer  causes  a simple  reflex, 
increases  gastric  juice  and  peristalsis.  Appendix 
may  do  the  same  thing.  Reflexes  from  viscera  to 
skin  and  from  skin  to  viscera.  Pottenger  claims 
flushing  of  face,  pain  in  shoulder  girdle  are  auto- 
nomic reflexes  in  early  tuberculosis.  Fever  is  be- 
lieved to  be  a protective  mechanism  and  the  auto- 
nomic nervous  system  plays  a role  in  causing  fever. 
Fever  cannot  be  experimentally  produced  in  sympa- 
thectomized  animals.  Sympathectomized  cats  died 
of  sunstroke  when  put  out  on  the  lawn  on  a hot  day, 
and  others  died  from  cold  when  put  in  a cold  room. 
Patients  feel  cold  when  fever  is  high.  When  we 
consider  the  influence  of  fever  on  autonomic  nerves, 
our  conclusions  may  be  inaccurate  for  the  toxin 
may  have  more  effect  than  the  fever.  From  the 
ciencephalon  under  an  area  that  could  be  covered 
with  a finger  nail  arise  all  the  vegetative  primi- 
tive urges,  to  which  man  has  added  a cortex  of  in- 
hibitions. When  psychic  phenomena  effects  enter 
the  body  do  functional  vegetative  disturbances  lead 
to  organic  disease?  The  author  believes  they  do. 
Psychic  disturbances  excite  the  entire  organism 
and  when  there  is  an  organic  defect  these  are  ex- 
aggera  ed.  No  one  should  undertake  to  treat  psychic 
disturbances  without  a full  knowledge  of  the  gen- 
eral condition. 

Dr.  Alfred  Stengel,  Philadelphia:  “The  Internist 
as  His  Own  Psychiatrist.”  The  psychiatrists  often 
approach  their  problems  without  sufficient  knowl- 
edge of  internal  medicine.  The  term  psychiatry  is 
used  in  this  paper  to  refer  to  all  nervous  and  men- 
tal backgrounds.  Internal  medicine  is  too  much  dom- 
inated by  medical  pathology.  To  name  a disease  is 
not  the  end  of  diagnostic  labors.  Fatigue  is  the 
most  frequent  cause  of  disease,  but  unless  the  orig- 
inal cause  is  corrected  local  treatment  will  only 
give  relief  and  the  condition  will  show  up  in  an- 
other form.  A keen  psychiatric  point  of  view  is 
necessary  to  the  clinician.  With  this  understanding 
the  practitioner  will  recognize  much  earlier  the  pa- 
tients that  should  see  a specialist.  Post  typhoidal 
psychoses  are  the  depressive  type.  Post  pneumonia 
and  long  drawn  out  infections  are  often  followed  by 
psychoses  are  often  l'egarded  as  wholly  mental  and 
organic,  and  can  be  cleared  up  readily.  Cardiac 
psychoses  are  often  regarded  as  wholly  mental  and 
the  real  cause  overlooked.  Cerebral  arteriosclero- 
sis is  often  overlooked.  The  clinician  should  mani- 
fest more  interest  in  the  psychiatric  point  of  view 


and  the  psychiatrist  should  be  fully  grounded  in 
general  medicine. 

Dr.  George  L.  Waldbott,  Detroit:  “Treatment  of 
Cnr\.nic  Intractable  Asthma  with  Pollen  extracts." 
Chronic  asthma  often  starts  with  a pollen  sensitiza- 
tion and  then  continues.  He  treats  these  cases  with 
poi.en  extracts  and  considers  the  pollen  factor  as  the 
greatest  factor  in  the  treatment  of  asthmatics. 

Dr.  Walter  Freeman,  Washington,  D.  C. : “A 
S-udy  of  the  Correlations  Between  Physical  Aspects 
oi  tne  Body  and  Disease  Susceptibility.”  The  more 
closely  two  people  resemble  each  other,  the  more 
likely  they  are  to  sulfer  the  same  conuition.  Sus- 
ceptibility depends  on  physical,  chemical  and  psy- 
chological conditions.  He  considers  the  chemical 
side  tne  most  important.  He  called  tail  slim  indi- 
viduals the  asthenic  type;  and  the  athletic  type  as 
the  medium;  the  eshizoid  as  the  dreamy  type;  the 
paranoid  as  the  sullen  type  and  the  cycloid  as  the 
jolly  back  slapper.  He  stated  that  they  had  lots  of 
these  in  Washington.  The  tuberculous  individual  is 
usually  the  asthenic  type.  He  consiuers  the  person- 
ality of  the  patient  as  more  highly  correlated  with 
cisease  susceptibility  than  the  build  and  suggests 
that  patient  should  be  studied  as  a w'hole. 

Dr.  John  H.  Musser,  New  Orleans:  “Protein  Na- 
ture of  Subacute  Bacterial  Endocarditis.’  Endo- 
carditis is  more  common  in  New  Orleans  than  in 
Philadelphia,  but  it  was  not  recognized  at  all  until 
a few  decades  ago.  The  disease  is  either  increasing 
or  it  is  more  often  recognized.  The  course  extends 
from  a month  to  slightly  over  a year.  Many  of 
these  cases  would  have  been  called  heart  disease 
but  for  a positive  blood  culture.  The  white  count 
runs  up  from  10,000  to  60,000.  Anemia  is  charac- 
teristic with  3,000,000  to  3,500,000  reds,  strepto- 
coccus, pneumococcus,  staphylococcus  (aiibus  and 
aureus),  streptococcus  viridans.  The  different  or- 
ganisms all  seem  to  cause  the  same  clinical  picture. 
Positive  blood  culture  will  help  clear  up  some  doubt- 
ful cases.  Nephritis  is  a common  complication. 
There  is  petechial  tenderness,  clubbing  of  linger 
nails  and  a large  spleen;  the  valves  arc  involved. 
No  conclusions  can  be  drawn  as  to  the  apparent  in- 
crease of  the  disease. 

Dr.  George  E.  Brown,  Rochester:  “Standard  Test 
for  Measuring  Blood  Pressure  Variability;  Its  Sig- 
nificance as  an  Index  of  Prehypertensive  States.  ’ 
A study  of  hypersensitive  vasometer  reactions 
means  hourly  readings'  for  24  hours.  Some  patients 
are  steady  and  some  vary.  Variability  test  was 
shown  which  was  indicative.  The  test  was  simple; 
put  patient’s  hand  in  ice  water  and  in  normal  indi- 
viduals it  will  cause  the  blood  pressure  to  go  up 
from  5 to  10  mm.  In  hypertensive  cases  the  rise 
will  be  from  three  to  four  times  as  great.  In  a series 
of  normal  cases  the  average  rise  was  8.6  systolic 
and  7.2  diastolic.  In  the  hypertensive  cases  the 
average  rise  was'  36  systolic  and  25  diastolic,  or 
four  times  that  of  the  normal  subject.  If  this  ab- 
normality expresses  itself  early  in  life,  what  can  we 
do  about  it?  By  giving  amytal  we  can  overcome 
this  response,  but  wrhen  the  effect  of  the  drug 
wears  off  the  response  returns.  After  sympathec- 
tomy the  response  returns  in  about  three  months. 
S venty-five  per  cent  of  those  who  react  this  way 
have  hypertensive  history.  This  shows  excessive 
wear  and  tear;  it  can  be  inherited  or  acquired. 
These  people  shoul  davoid  excitement  or  temper 
tantrums  or  the  blood  pressure  will  shoot  up. 

Dr.  W.  Paul  Holbrook,  Tucson,  Ariz.:  ‘“Evalua- 
tion of  Various  Types  of  Therapy  in  Chronic  Ar- 
thritis Based  on  Results  in  One  Thousand  Cases.” 
Chronic  arthritis  means  many  things.  His  study 
was  limited  to  atrophic  arthritis,  rheumatic  or 
chronic  infectious.  Does  not  admit  a specific  etio- 
lcgic  agent.  Infection  plays  a significant  role  but 
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not  necessarily  the  predominating  role.  Fatigue  and 
exposure  play  a part.  Allergy  is  also  a factor.  Ap- 
n’ied  theranv  must  be  general  and  not  soecific.  Four 
bnpdred  of  these  1.000  cases  were  full  blown  atro- 
phic arthritis.  Rest,  exercise,  heat,  massage,  medi- 
cine, climate  were  used.  After  two  months  the  400 
wer'-  divided.  One  hundred  had  foci  removed  with  no 
other  treatment,  100  were  transfused,  100  had  vac- 
cine therapy,  and  100  climatic  therapy.  There  was  no 
improvement  in  a single  case  from  the  removal  of 
foci.  In  the  transfused  100  htere  were  some  spec- 
tacular results  and  in  others  no  help  at  all.  An- 
emia or  fever  not  indication  for  transfusion.  In  the 
vaccine  therapy  they  used  autogenous  organisms, 
injections  were  given  in  both  large  and  small  doses 
both  intravenous  and  subcutaneous  and  the  results 
w~re  not  successful.  No  single  group  receiving  vac- 
cine progressed  better  than  another  group.  The  100 
on  climatic  treatment  received  heliotherapy  and 
the  resuPs  were  net  so  gcod.  Considering  the  four 
groups  no  single  method  of  treatment  gave  encour- 
aging results.  He  considers  that  th^se  cases  should 
te  treated  constitutionally  and  individually.  No  sin- 
g’e  method  holds  much  hope,  but  should  be  used  as 
they  seem  to  fit  the  case. 

Dr.  William  Reid.  Boston:  “Research  in  Electro- 
cardiography.” This  work  had  been  done  in  the  En- 
gineering Department  of  Boston  Tech.  We  need 
better  and  more  accurate  apparatus  for  electro- 
cardiography. Present  apparatus  is  not  sufficient- 
ly sensitive  and  it  cannot  pass  sufficiently  high  fre- 
quency. He  advocates  a different  technic  be  worked 
out,  but  that  until  it  is  completed  the  present  in- 
struirrnt  offers  the  most  satisfactory  technic  that 
we  have  ever  had. 
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ANIONIC  BISMUTH 

New  Mexico  physicians  can  now  obtain  from  the 
State  Bureau  of  Public  Health,  on  orders  completed 
by  the  local  representative  of  the  Reconstruction 
Finance  Corporation  loan,  four  preparations  for  the 
treatment  of  indigent  syphilitics.  These  are  neo- 
arsphenamine,  mercury  benzoate,  bismuth  subsali- 
cylate and  iodobisimitol.  The  last  three  preparations 
are  all  for  intramuscular  injection.  Two  different 
preparations  of  bismuth  are  available.  Many  physi- 
cians still  will  prefer  the  subsalicylate  preparation  as 
causing  less  pain  to  the  patient.  The  advantage  of 
the  iodobismitol  appears  to  be  in  the  greater  penetra- 
tive powers  of  anionic  bismuth.  A discussion  of  this 
subject  is  found  in  a recent  issue  of  California  and 
Western  Medicine.1  The  writers  suggest  that  the 


varying  therapeutic  usefulness  of  bismuth  in  neuro- 
syphilis may  depend  upon  the  fact  that  all  bismuth 
compounds  under  certain  conditions  furnish  anionic 
bismuth  to  a greater  or  less  degree.  Iodobismitol 
yields  an  electronegative  bismuth  ion  and  these  auth- 
ors have  shown  that  the  bismuth  appears  rapidly  in 
the  cerebrospinal  fluid.  To  this  they  attribute  their 
success  in  treating  neurosyphilis  with  this  prepara- 
tion. They  recommend  iodobismitol  also  for  early 
cases  with  the  expectation  that  by  its  use  the  develop- 
ment of  neurosyphilis  will  be  prevented. 

ROCKY  MOUNTAIN  SPOTTED  FEVER 

Dr.  R.  R.  Parker  writes  from  the  Rocky  Moun- 
tain Spotted  Fever  Laboratory  at  Hamilton,  Mon- 
tana, to  say  that  vaccine  is  available,  that  it  is  rec- 
ommended for  prophylaxis  but  not  for  therapeusis. 
It  may,  however,  be  used  prophylactically  soon  after 
the  bite  of  a tick  and  in  such  cases  may  result  in  a 
considerable  amelioration  of  symptoms  and  a short- 
ening of  the  course  of  infection.  This  is  probably 
the  only  use  to  which  the  vaccine  will  be  put  in 
southwestern  states,  where  the  disease  is  compara- 
tively rare. 

BOTULISM 

Dr.  Ivan  C.  Hall,  of  the  University  of  Colorado, 
is  doing  good  public  service  by  calling  attention  to 
the  comparative  frequency  of  botulism  in  the  Rocky 
Mountain  area.  In  his  latest  contribution'  he  records 
five  outbreaks  in  Colorado,  one  in  Nebraska,  and  one 
in  Wyoming,  occurring  between  1929  and  1932.  In 
the  whole  of  the  United  States  he  finds  only  three 
other  outbreaks  recorded  in  the  same  period.  Dr. 
Hall  emphasizes  the  importance  of  using  large  doses 
of  antitoxin.  "So  far  as  our  present  information 
goes,”  he  writes,  "there  is  nothing  to  indicate  that 
botulinus  antitoxin  has  any  therapeutic  value  what- 
ever in  the  doses  ordinarily  given.”  He  recommends 
the  intravenous  administration,  as  early  as  possible, 
of  doses  of  100,000  to  200,000  units.  The  high  cost 
of  such  treatment  might,  he  suggests,  be  somewhat 
reduced  by  using  type  A antitoxin  only,  since  no  out- 
break of  type  B botulism  has  ever  been  recorded  in 
the  Rocky  Mountain  region. 

REFERENCES 

1.  MehrUns,  H.  G. ; and  Pouppirt,  P.  S.:  Bismuth 
in  neurosyphilis.  Calif.  & W.  Med.  38:78,  1933. 

2.  Hall,  I.  C.:  Further  outbreaks  of  botulism  in 
the  Rocky  Mountain  region.  Am.  J.  of  Hygiene, 
17:235,  1933. 

LOCATION  DESIRED 
Eastern  Urologist-Dermatologist  seeks  associa- 
tion with  group  or  individual  in  the  Southwest. 
Willing  to  make  investment.  Box  P,  Southwestern 
Medicine,  Phoenix,  Arizona. 
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FIFTY-FIRST  ANNUAL  MEETING 


ROSWELL 
May  18-19-20,  1933 


OFFICERS 

President : 

F.  D.  Vickers - - - Deming 

President-Elect : 

H.  A.  Ingalls Roswell 

Vice-President : 

C.  F.  Milligan Clayton 

Secretary-Treasurer : 

L.  B.  Cohenour  ------  Albuquerque 

Councilors : 

C.  B.  Elliott Raton 

R.  0.  Brown  --------  Santa  Fe 

Carl  Mulky  -------  Albuquerque 

Chas.  W.  Gerber Las  Cruces 

W.  T.  Joyner  - --  --  --  - Roswell 

H.  A.  Miller C’ovis 

Board  of  Managers,  Southwestern  Medicine : 

A.  B.  Stewart - Raton 

P.  G.  Cornish,  Jr.  - - - - - Albuquerque 
Delegate  to  A.  M.  A.: 

H.  A.  Miller Clovis 


Committees 

Reception: 

Dr.  G.  W.  Griswold,  President;  Dr.  C.  F.  Bee- 
son, Secretary,  and  members  of  the  Chaves 
County  Medical  Society. 

Program: 

Dr.  H.  A.  Ingalls,  Chairman;  Dr.  R.  L.  Brad- 
ley, Dr.  W.  T.  Joyner. 

Entertaiment : 

Dr.  Lionel  W.  Johnson,  Chairman;  Dr.  W.  N. 
Worthington,  Dr.  R.  D.  Haire,  Dr.  E.  K. 
Whsthafer. 

A rrangements : 

Dr.  W.  W.  Phillips,  Chairman;  Dr.  J.  E.  Mc- 
Clane,  Dr.  J.  P.  Williams, 

ANNOUNCEMENTS 

Registration  headquarters  will  b~  in  the  Elks 
Club.  Every  member,  visitor  and  guest  is  asked  to 
register  promptly  upon  arrival. 

ScPntific  and  business  sessions  will  be  held  in  the 
lodge  room  of  the  Elks’  Club  (second  floor)  all  day 


Thursday,  and  Friday  and  Saturday  afternoons;  at 
the  Yucca  Theatre  Friday  and  Saturday  mornings. 

General  discussions  limited  to  three  minutes.  No 
one  shall  speak  more  than  once  on  the  same  subject. 

Papers  read  before  the  scientific  sessions  shall  be- 
come the  property  of  the  Society,  and  shall  be  de- 
posited with  the  secretary  for  publication  in  the 
official  organ  of  the  society,  “Southwestern  Medi- 
cine.” 

Bring  your  wives.  The  Ladies’  Auxiliary  of  the 
Chaves'  County  Medical  Society  are  prepared  to  en- 
tertain the  wives  of  visiting  physicians.  Headquar- 
ters will  be  at  the  Nickson  Hotel.  Every  visiting- 
lady  should  register  promptly  on  arrival. 

Smoker  at  the  Country  Club,  Thursday  evening 
at  8:00  o’clock. 

Dinner  Dance  at  the  Country  Club,  Friday  even- 
ing at  7:30  o’clock. 

Noon  day  luncheons  at  the  Nickson  Hotel,  Thurs- 
day, Friday,  and  Saturday. 

Privileges  of  the  eighteen  hole  golf  course  of  the 
Roswell  Country  Club  will  be  open  to  all  members 
and  visitors. 

Free  transport atioin  will  be  furnished  by  mem- 
bers of  the  Chaves  County  Medical  Society  to  the 
Carlsbad  Cavern,  Sunday,  May  21st.  Cars  will  leave 
the  Nickson  Hotel  at  6:30  A.  M.,  and  return  about 
6:00  P.  M.  All  members  and  visitors  desiring  to 
visit  the  Cavern  should  register  not  later  than 
noon  Saturday,  May  20th. 

PROGRAM 

May  18-19-20,  1933. 

ELKS  CLUB 

THURSDAY,  MAY  18,  1933 
Opening  Session 

8:00  A.  M.  Meeting  of  Council, 

Assembly  Room  Elks’  Olub. 

8:30  A.  M.  Meeting  Flouse  of  Delegates, 

Assembly  Room  Elks’  Club. 

Scientific  Session 

10:00  A.  M. 


Invocation 

Rev.  H.  C.  Henderson Roswell 

Address  of  Welcome 

Mayor  H.  B.  Smyrl Roswell 

Reply  to  Address  of  Welcome 

Dr.  M.  K.  Wylder  -----  Albuquerque 
Introduction  of  President. 

President’s  Address 
Dr.  H.  A.  Ingalls 


Rr,  swell 
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Dr.  S.  D.  Swope  ------  El  Paso,  Texas 

“Neurasthenia.” 

Discussion  opened  by 

Dr.  R.  E.  McBride,  Las  Cruces,  N.  M. 

Dr.  James  Vance El  Paso,  Texas 

“Some  Observations  on  Cesarean  Section.” 
Discussion  opened  by 

Dr.  H.  V.  Fall,  Roswell,  ,N.  M. 

TWELVE  O’CLOCK  LUNCHEON, 
NICKSON  HOTEL 

Address  by  Colonel  J.  D.  Atwood,  Roswell,  N.  M. 

Afternoon  Sess'on 

1 :30  o’cIock 

Dr.  M.  Reese  Guttman  - - - Chicago,  Illinois 

“Recent  Advances  in  the  Therapy  of  Malignant 
Tumors  about  the  Head  and  Neck.” 

Discussion  opened  by 

Dr.  G.  W.  Griswold,  Roswell,  N.  M. 

Dr.  Bedford  Shelmire Dallas,  Texas 

“The  Etiology  and  Treatment  of  Eczema.” 
Discussion  opened  by 

Dr.  M.  B.  Culpepper,  Carlsbad,  N.  M. 

Dr.  J.  W.  Cathcart  -----  -El  Paso,  Texas 
“Carcinoma  of  the  Breast.” 

Discussion  opened  by 

Dr.  J.  R.  Van  Atta,  Albuquerque  N.  M. 

Dr.  C.  L.  Stealy  - - - - San  Diego.  California 

. ..“Endocrinology  and  Its  Value  to  the  Clinician.” 
Discussion  opened  by 

Dr.  John  W.  Stofer,  Gallup,  N.  M. 

Dr.  L.  0.  Dutton  ------  El  Paso,  Texas 

“Bacteriophage  Treatment  of  Infectious  Diseases 
with  Sp-’cial  Reference  to  Staphylococcus  Septi- 
cemia.” 

Discussion  opened  by 

Dr.  R.  0.  Brown,  Santa  Fe,  N.  M. 

Thursday  Evening 

SMOKER— Country  Club,  8:00  P.  M. 

FRIDAY,  MAY  19TH 
Morning  Session — Yucca  Theatre 

9:00  A.  M. 

Dr.  J.  W.  Hendrick  -----  Amarillo,  Texas 
“Exopthalmic  Goiter,  Causation  and  Manage- 
ment.” 

Illustrated  with  lantern  slides. 

Discussion  opened  by 

Dr.  Wm.  H.  Woolston,  Albuquerque,  N.  M. 

Dr.  Earl  D.  McBride,  F.A.C.S.  - - - - 

Oklahoma  City,  Okla. 
“Surgical  Care  of  Arthritic  Joints.” 

Illustrated  with  moving  pictures. 

Discussion  opened  by 

Dr.  W.  L.  Brown,  El  Paso,  Texas. 

Dr.  Ray  M.  Balyeat  - - Oklahoma  City,  Okla. 

“Allergic  Diseases,  Diagnosis  and  Treatment.” 
Illustrafed  with  lantern  slides. 

Discussion  opened  by 

Dr.  L.  O.  Dutton,  El  Paso,  Texas. 

Dr.  A.  W.  Mulhauf  -----  El  Paso,  Texas 
“The  Uvver  Obstructive  Uropathy  and  the  Prob- 
lems It  Presents.” 

Illustrated  with  lantern  slides. 

Discussion  opened  by 

Dr.  E.  K.  Westhafer.  Roswell,  N.  M. 

TWELVE  O’CLOCK  LUNCHEON, 
NICKSON  HOTEL 
Afternoon  Session — Elks’  Club 
1:00  o’clock 

Meeting  of  House  of  Delegates. 

Elections  of  Officers. 

Scientific  Session 
1:30  O’clcok 

Dr.  Curt  Von  Wedel  - - Oklahoma  City,  Okla. 
‘“The  Care  of  the  More  Common  Deformities  and 
Injuries  of  the  Hand,  with  Particular  Reference 
to  Burns  and  Automobile  Accidents.” 


• Discussion  opened  by 

Dr.  H.  A.  Miller,  Clovis,  N.  M. 

Dr.  Frank  C.  Goodwin  - - - - El  Paso,  Texas 

“Open  Reduction  of  Compound  Fractures  of  Long 
Bones.” 

Discussion  opened  by 

Dr.  M.  F.  Smith,  Raton,  N.  M. 

Dr.  J.  P.  Lemmon Amarillo,  Texas 

“Vomiting  in  Infancy." 

Discussion  opened  by 

Dr.  M.  K.  Wylder,  Albuquerque,  N.  M. 

Dr.  Robert  B.  Homan  - - - - El  Paso,  Texas 

“Tuberculosis  in  Children.” 

Discussion  opened  by 

Dr.  C.  F.  Milligan,  Clayton,  N.  M. 

Friday  Evening 

DINNER  DANCE— Country  Club— 7::30  P.  M. 

SATURDAY,  MAY  20TH 
Morning  Session — Yucca  Theatre 

9:00  A.  M. 

Dr.  C.  F.  Dixon,  Mayo  Clinic  - Rochester,  Minn. 
“Carcinoma  of  the  Rectum.” 

Illustrated  with  lantern  slides  and  moving  pic- 
tures. 

Discussion  opened  by 

Dr.  P.  G.  Cornish,  Jr.,  Albuquerque,  N.  M. 
Dr.  W.  Warner  Watkins  - - Phoenix,  Arizona 

“The  Natural  History  of  Gastric  Ulcer.” 

Ulus’ rated  with  lantern  slides. 

Discussion  opened  by 

Dr.  F.  H.  Crail,  Las  Vegas,  N.  M. 

Dr.  John  T.  Moore  -----  Houston,  Texas 
“The  Choice  of  Treatment  of  Fibroids  of  the 
Uterus.” 

Illustrated  with  lantern  slides. 

Discussion  opened  by 

Dr.  J.  W.  Hannett,  Albuquerque,  N.  M. 
TWELVE  O’CLOCK  LUNCHEON, 
NICKSON  HOTEL 
Afternoon  Session — Elks’  Club 
1:30  P.  M. 

Dr.  P.  T.  Bohan  - - - Kansas  City,  Missouri 

“TVie  Use  of  Dmcgs  in  the  Treatment  of  Heart 
Failure.” 

Discussion  opened  by 

Dr.  W.  C.  Buchly,  Roswdl,  N.  M. 

General  Session 
Report  of  House  of  Delegates. 

Report  of  Committee  on  Resolutions. 

New  Business. 

Good  of  the  Profession. 

Sunday,  May  21st,  at  6:30  A.  M.  cars  will  leave 
for  the  Carlsbad  Cavern  from  the  Nickson  Hotel. 


MEDICAL  LEGISLATION  IN  ARIZONA 
The  accomplishments  in  public  health  and  medical 
legislation,  brought  about  in  Arizona  during  the  past 
six  months,  have  been  very  definite.  It  is  an  excel- 
lent illustration  of  what  united  effort  can  do,  even 
against  odds. 

The  battle  was  first  organized  against  the  initiat- 
ed measure  which  would  have  given  chiropractors 
the  legal  right  to  practice  medicine  and  surgery,  and 
would  have  established  this  as  a constituional  pro- 
vision. This  fight  was  conducted  mainly  by  the 
Welfare  Committee  of  the  Maricopa  County  Medi- 
cal Society,  headed  by  Dr.  Orville  H.  Brown,  Chair- 
man. The  Welfare  Committee  of  the  State  Associ- 
ation delegated  to  them  the  details  of  the  organized 
fight.  The  opposition  to  this  initiated  measure  was 
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on  the  basis  of  public  health  protection,  and  the  co-‘ 
operation  of  physicians,  dentists,  nurses,  druggists, 
social  welfare  organizations,  parent-teacher  organi- 
zations and  all  interested  in  protecting  the  health  of 
the  public  was  sought  and  obtained  in  large  meas- 
ure. An  Arizona  Health  League  was  organized,  with 
A.  C.  Taylor  as  president,  Forrest  Doucette  as  ex- 
ecutive secretary,  and  many  lay  members.  This  fight 
was  overwhelmingly  successful,  the  measure  being 
defeated  by  more  than  two  to  one  vote. 

When  the  Eleventh  Arizona  Legislature  convened 
the  first  week  in  January,  the  Welfare  Committee  of 
the  State  Association  went  into  action  under  the  di- 
rection of  Dr.  George  Truman  of  Mesa,  whose  activ- 
ity gained  force  when  he  was  appointed  Superin- 
tendent of  Public  Health  bv  Governor  Moeur.  On 
his  committee  were  Dr.  Howell  Randolph  of  Phoe- 
nix, Dr.  N.  C.  Bledsoe  of  Tucson,  Dr.  John  E.  Ba- 
con of  Miami,  with  Dr.  Clarence  Gunter  and  Dr. 
D.  F.  Harbridge  as  ex-officio  members.  Working  in 
direct  cooperation  with  them  was  the  Maricopa 
County  Society’s  Welfare  Committee,  now  headed  by 
Dr.  J.  D.  Hamer.  The  State  Association  Committee 
had  three  important  bills  drawn  and  ready  to  intro- 
duce. The  Basic  Science  Bill,  a new  Medical  Prac- 
tice Act  and  a new  bill  codifying  the  public  health 
laws  of  the  state,  with  certain  essential  changes. 

Onlv  one  of  these  was  passed  and  that  was  the 
Basic  Science  Bill,  which  will  become  a law  on  July 
first,  unless  stopped  by  initiative  petitions.  The 
Committee  did  not  think  it  good  policy  to  introduce 
the  other  two  bills,  after  studving  the  calendar  of 
the  legislature,  for  fear  that  all  might  be  lost  by 
endeavoring  to  secure  too  much  at  one  bite. 

The  main  advocate  of  the  public  health  legislation 
was  Representative  Frank  Beer  of  Maricopa  County, 
though  there  were  several  staunch  friends  in  both 
houses.  Great  credi*:  is  due  to  Mr.  Beer  for  his  per- 
sistent advocacy  of  public  health  protection  and  his 
strategy  in  securing  the  passage  of  the  Basic  Science 
bill.  Drs.  Gunter,  Truman,  Hamer  and  Randolph 
were  constantly  on  call  or  in  attendance,  especially 
Drs.  Truman  and  Hamer,  chairmen  of  their  respec- 
tive committees. 

One  of  the  surprises  coming  out  of  the  final  legis- 
lative day  was  the  passage  of  the  Naturopathic  Bill, 
giving  these  cultists  all  the  privileges  which  the 
chiropractors  sought  in  their  initiated  measure.  To 
Governor  Moeur  is  due  the  thanks  of  the  people  of 
Arizona  in  seeing  the  viciousness  of  this  act  and  giv- 
ing it  his  veto. 


EL  PASO  COUNTY  MEDICAL 
SOCIETY 

January  23,  1933 

(Reported  by  Dr.  Leslie  M.  Smith,  Secretary.) 

E]  Paso  County  Medical  Society  met  January  23, 
at  8 p.  m.,  at  Hotel  Hussmann,  Dr.  J.  A.  Pickett 
presiding. 

Fractures  of  the  Patella. — -DR.  F.  C.  GOODWIN. 
Are  most  frequently  by  direct  force  and  are  gen- 
erally transverse  and  comminuted.  They  should 
usually  be  opened  and  bone  fragments  approximat- 
ed and  wired  together  for  the  best  result.  If  not 
well  approximated  there  is  likely  to  be  a refrac- 
ture. 

Dr.  E.  J.  Cummins,  in  discussing  the  paper,  stat- 
ed that  he  did  not  think  all  cases  of  fracture  of 
the  patella  should  be  operated;  sometimes  the  func- 
tional result  is  obtained  without  perfect  approxi- 
mation. 

Mesenteric  Thrombosis.  DR.  J.  H.  GAMBRELL 
reported  a case  presenting  symptoms  of  intestinal  ob- 
struction, with  severe  cramps  and  vomiting.  On  op- 
eration the  peritoneal  cavity  was  found  filled  with 
bloody  fluid.  The  intestines  were  enormously  dis- 
tended. A 36-inch  section  of  jejunum  and  ileum 
was  very  dark  but  with  no  bands  of  adhesions.  This 
section  was  resected.  Section  of  the  mesentery  was 
also  turning  dark  and  V-shaped  excision  of  this 
was  done.  This  patient  recovered,  whereas  the 
mortality  in  such  cases  is  usually  very  high. 

This  paper  was  discussed  by  Drs.  F.  P.  Miller, 
R.  L.  Ramey,  G.  Worley,  H.  T.  Safford,  and  Mott 
Rawlings. 

Perinephritic  Abscess.  DR.  W.  R.  JAMIESON. 
Perinephritic  suppuration  occurs  in  three  forms:  (1) 
epinephritis  (capsule)  ; (2)  perinephritis  (faity 

tissue  outside  of  kidney),  and  (3)  paranephritis 
(suppuration  of  the  fatty  substance  between  Gero- 
ta’s  fascia  and  psoas  muscle).  It  is  sometimes  found 
at  autopsy  that  perinephritis  occurs  without  sup- 
puration. There  are  three  methods  of  infection,  by 
lymphatics,  blo'd  stream,  and  direct  extension  of 
a similar  process  in  the  kidney  itself.  The  causal 
organisms  are  the  staphylococcus,  streptococcus, 
bacillus  coli  and  gonococcus.  Bilateral  infection  is 
rare.  Dr.  Jamieson  reported  two  cases  of  perine- 
phritic abscess. 

The  cases  were  discussed  by  Drs.  Mott  Rawlings, 
W.  R.  Curtis,  A.  W.  Multhauf  and  Paul  Rigney. 

Dr.  Reuben  Rodarte  was  elected  to  membership  in 
the  Society. 

The  Secretary  stated  that  there  was  a balance 
in  the  treasury  and  that  either  some  money  could 
be  spent  to  develop  the  library  or  the  dues  could  be 
reduced  by  two  or  three  dollars.  Dr.  Mott  Rawlings 
stated  that  for  about  $14  per  month,  a room  could 
be  obtained  suitable  for  a library.  Drs.  Rawlings 
and  Goodwin  were  appointed  to  investigate  the  mat- 
ter of  reestablishing  the  library. 

Dr.  Pickett  appointed  Drs.  Paul  Gallagher,  E.  A. 
Duncan  and  Paul  McChesney,  as  Committee  on  Pub- 
lic Health  and  Legislation. 

Adjournment  at  10:20  p.  m. 


APRIL,  1933 
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February  13,  1933 


(Reported  by  Dr.  Leslie  M.  Smith,  Secretary.) 

El  Paso  County  Medical  Society  met  at  Hotel 
Hussmann,  February  13,  at  8 p.  m.,  Dr.  J.  J.  Gor- 
man, Vice-president,  presiding. 

The  Secretary,  Dr.  Leslie  M.  Smith,  read  a letter 
from  Dr.  Asa  Brunson  inviting  members  of  the  So- 
ciety to  a meeting  of  business  men  on  February  16, 
for  the  purpose  of  discussion  of  his  tuberculosis 
treatment.  The  letter  was  ordered  tabled  by  vote 
of  the  Society. 

A letter  was  read  from  Dr.  Holman  Taylor,  Sec- 
retary of  the  State  Association,  stating  that  the 
Chiropractic.  Bill  had  been  introduced  in  the  House 
of  Representatives  and  had  been  referred  to  the 
Committee  on  Livestock  and  Stockraising,  of  which 
our  Representative,  Mr.  H.  M.  Hankamer,  is  a 
member.  He  stated  that  Mr.  Hankamer  was  appar- 
ently unfavorable  to  the  Bill  and  asked  that  the  El 
Paso  County  Society  express'  their  appreciation  to 
Mr.  Hankamer  and  encourage  him  to  work  actively 
against  the  measure. 

Dr.  Stevens  moved  that  the  letter  be  referred  to 
the  Legislative  Committee. 

Dr.  Laws  moved  that  the  Society  send  a night 
letter  to  Mr.  Hankamer  expressing  appreciation  of 
his  stand.  This  was  seconded  and  carried  and  the 
Secretary  was  ordered  to  send  such  night  letter. 

Dr.  Cathcart  introduced  Dr.  Stuart  Pritchard  of 
the  W.  K.  Kellogg  Foundation.  Dr.  Pritchard  told 
of  methods  of  preventive  medicine  which  are  being 
carried  out  in  Detroit  and  vicinity  by  cooperation  of 
physicians  and  the  W.  K.  Kellogg  Foundation.  His 
talk  was  illustrated  by  lantern  slides. 

Mr.  D.  0.  Tigbe  of  Mead-Johnson  Company 
showed  motion-picture  studies  of  the  effect  of  vios- 
terol  on  blood  coagulation. 

Dr.  McCamant  stated  that  there  would  be  a meet- 
ing to  discuss  the  feasibility  of  uniting  the  County 
and  City  Health  Departments  and  moved  that  a 
physician  be  named  to  represent  the  County  Society 
at  this  meeting.  Seconded  by  Dr.  Outlaw  and  car- 
ried. Dr.  Gorman  referred  this  to  the  Committee 
on  Public  Health. 

There  being  no  further  business,  the  meeting  ad- 
journed at  9:30  p.  m. 

LESLIE  M.  SMITH,  Sec’y- 


February  27,  1933 

(Reported  by  Dr.  Leslie  M.  Smith,  Secretary.) 

El  Paso  County  Medical  Society  met  February  27, 
1933,  at  Hotel  Hussmann,  at  8 p.  m.,  Dr.  J.  A.  Pick- 
ett presiding. 

A paper  was  read  by  Dr.  E.  J.  CUMMINS  on  “Di- 
agnosis and  Management  of  Diseases  of  the  Biliary 
Tract.”  He  said,  in  part:  Mild  cases  of  both  acute 
and  chronic  cholecystitis  are  frequently  difficult 
to  diagnose.  Occasionally  acute  conditions  in  other 
organs,  such  as  appendicitis,  pancreatitis,  pyelitis, 
perinephric  abscess,  diaphragmatic  pleurisy,  and 
coronary  thrombosis,  will  require  differentiation. 


MALNUTRITION 

— especially  in  children  who  dislike  milk 


While  malnutrition  in  children  may  be  due  to  premature 
birth,  to  some  constitutional  debility  or  the  develop- 
ment of  some  serious  disease,  the  great  majority  of  cases  are 
due  to  improper  or  faulty  diet. 

Insufficient  milk  is  by  far  the  most  serious  failing  in  children's 
diets.  This  is  due,  no  doubt,  to  the  fact  that  so  many  young- 
sters dislike  milk  and  refuse  to  drink  it.  More  and  more  phy- 
sicians are  meeting  this  problem  by  prescribing  Cocomalt  — 
which  is  as  alluring  as  chocolate  soda  to  children. 

Prepared  as  directed,  Cocomalt  adds  110  extra  calories  to 
a cup  or  glass  of  milk— increasing  the  protein  content  45%, 
the  carbohydrate  content  184%,  the  mineral  content  (cal- 
cium and  phosphorus)  48%.  It  is  rich  in  Vitamin  D,  con- 
taining no  less  than  30  Steenbock  (300  ADMA)  units  of  Vita- 
min D per  ounce — the  amount  used  to  make  one  cup  or  glass. 

This  rich  Vitamin  D content,  combined  with  the  extra  cal- 
cium and  phosphorus  which  Cocomalt  provides,  aids  sub- 
stantially in  the  development  of  strong  bones 
and  teeth. 

Cocomalt  comes  in  powder  form  only — at 
grocers  and  drug  stores— in  J4"lb.  and  1-lb. 
cans.  Also  in  5-lb.  cans  for  hospital  use,  at  a 
special  price.  R.  B.  Davis  Co.,  Hoboken,  N.  J. 

Free  to  Physicians 

Send  your  name  and  address  for  a trial-size  can  of 
Cocomalt,  free. 


Coco  malt  is  a scientific  food  concentrate  of  sucrose,  skim  milk,  selected 
cocoa,  barley  malt  extract,  flavoring  and  added  Sunshine  Vitamin  L>. 

ADDS  10%  MORE  FOOD-ENERGY  NOURISHMENT  TO  MILK 

( Prepared  according  to  label  directions  ) 

R.  B.  DAVIS  CO.,  Dept  Bx-4,  Hoboken,  N.  J. 
Please  send  me  a trial-size  can  of  Cocomalt,  free. 

Dr 

Address  

City State 


Cocomalt  is  ac- 
cepted by  the 
Committee  on 
Foods  of  the 
American  Med- 
ical Association 


142 


SOUTHWESTERN  MEDICINE 


Acute  attacks  will  usually  subside  under  medical 
treatment.  Most  first  attacks  and  mild  cases  should 
be  treated  medically.  Cases  which  do  not  respond 
to  medical  treatment  should  be  treated  surgically 
where  no  contra-indication  exists.  Cholecystotomy 
still  has  an  important  place  in  the  surgical  treat- 
ment, but  cholesystectomy  is  the  operation  of  choice 
in  most  cases.  The  gallbladder  should  not  be  re- 
moved until  cne  is  certain  that  the  common  duct  is 
open.  The  common  duct  should  be  opened  when 
stones  are  felt  within  it,  when  the  gallbladder  con- 
tains stones  and  is  contracted,  when  the  common 
duct  is  dilated,  when  the  patient  is  jaundiced,  and 
when  head  of  the  pancreas  is  thickened.  Gallblad- 
der surgery  in  the  three  hospitals  in  El  Paso  car- 
ried a mortality  of  slightly  over  7 per  cent  during 
the  past  five  years,  and  should  not  be  considered 
lightly. 

DISCUSSION 

Dr.  J.  J.  Gorman : Cases  do  better  if  foci  of  in- 
fection are  attended  to.  In  atonic  stomach  it  is  not 
always  easy  to  drain  the  gallbladder  medically.  In 
general  use,  the  dye  given  intravenously  is  of  most 
value  in  diagnosis.  Gastro-intestinal  conditions  must 
be  treated  as  well  as  the  gallbladder.  Frequent 
feedings  of  small  amounts  are  conducive  to  the  best 
drainage.  It  is  important  to  keep  down  the  weight 
of  patients  with  a tendency  to  obesity. 

Dr.  Paul  Rigney:  The  mortality  from  gallbladder 
operations  can  be  reduced  by  operating  in  the  elec- 
tive stage.  There  is  much  less  hemorrhage  when 
the  electric  scalpel  is  used. 

Dr.  L.  0.  Dutton:  It  has  been  shown  that  there 
are  so  many  sources  of  bacteria  in  the  gallbladder 
drainage  that  their  presence  should  not  be  relied  up- 
on too  much  in  diagnosis. 

Dr.  G.  Werley:  The  mortality  in  gallbladder  cas- 
es is  made  higher  by  the  frequent  coexistence  of 
cardiac  conditions.  The  heai’t  should  always  be  ex- 
amined; symptoms  of  gallstones  and  coronary  trou- 
ble ai'e  often  similar.  Cases  with  dyspnea  are  more 
likely  to  be  coronary.  Pain  is  mostly  above  the  nip- 
ple line  in  coronary  disease. 

Dr.  R.  L.  Ramey:  Subphrenic  abscess,  perine- 
phritic  abscess  and  ruptured  duodenal  ulcer  often 
simulate  gallstones. 

Dr.  S.  D.  Swope  spoke  of  the  nervous  symptoms 
occurring  in  gallbladder  cases. 

Dr.  J.  Mott  Rawlings  stated  that  the  amount  of 
dye  secretion  (Graham  test)  -is  a guide  to  operation. 

Dr.  J.  W.  Laws  recited  cases  illustrating  the  dif- 
ficulty of  diagnosis. 

Dr.  R.  Homan  stated  that  diaphragmatic  pleurisy 
may  closely  simulate  gallstone  attacks. 

Dr.  George  Turner:  The  diagnosis  of  gallbladder 


conditions  is  not  easy,  either  clinically  or  roentgen- 
ologically.  Acute  stomach  disorders  due  to  allergy 
occur  with  symptoms  suggesting  gallbladder  dis- 
ease. When  there  is  difficulty  in  filling  the  gall- 
bladder with  dye,  a glass  of  milk  will  sometimes  be 
of  assistance. 

Dr.  Cummins  (closing)  : We  must  not  think  that 
every  pain  in  the  upper  abdomen  is  angina  pectoris 
— quite  often  a gallbladder  operation  gives  relief 
from  supposed  cases  of  angina. 


Dr.  J.  L.  Murphy  reported  a case  of  extensive 
gangrene  of  the  skin  five  days  after  appendectomy, 
beginning  about  the  operative  wound.  The  gan- 
grenous area  was  excised  with  a high-frequency 
knife.  There  was  a slight  recurrence  in  one  or  two 
locations  at  the  border  of  the  excision.  This  recur- 
rence responded  to  cauterization. 

Dr.  Leslie  M.  Smith  recalled  a case  of  gangrene 
of  the  skin  which  developed  without  previous  trau- 
ma, following  ingestion  of  large  amounts  of  hypnot- 
ics. 

The  Secretary  read  a letter  from  Dr.  Flickwir, 
Chairman  of  Newspaper  Publicity  Committee  of  the 
State  Medical  Association,  stating  that  he  had  for- 
warded thirteen  newspaper  releases  on  the  subject 
of  Cancer  which  he  would  like  us  to  have  published, 
if  possible,  in  the  local  newspapers. 

Dr.  Ralph  Homan  stated  that  newspapers  are  not 
usually  inclined  to  publish  matetr  of  this  kind  for 
the  physicians. 

Dr.  Pickett  referred  the  matter  to  the  Public 
Health  Committee. 

A copy  of  a letter  which  the  State  Secretary  had 
written  to  Mr.  Hankamer  was  read  and  also  a letter 
from  Mr.  Hankamer  to  the  El  Paso  County  Society 
expressing  appreciation  of  the  telegram  sent  him 
and  assuring  us  that  he  would  keep  in  mind  the  re- 
quest we  made  to  work  actively  against  the  Chiro- 
practic Bill. 

Dr.  J.  W.  Laws  stated  that  at  Dr.  Taylor’s  re- 
quest he  had  written  to  another  State  Representa- 
tive at  Alpine  regarding  this  Bill. 

Dr.  J.  A.  Rawlings  called  the  attention  of  the  So- 
ciety to  the  vitamin  milk  which  is  being  produced 
by  Price’s  Dairy.  Dr.  Rawlings  also  spoke  of  the 
success  he  is  having  in  whooping-cough  with  the  use 
of  suprarenal  extract. 

The  Society  adjourned  at  10  p.  m. 

LESLIE  M.  SMITH,  Secretary. 


March  13,  1933. 

El  Paso  County  Medical  Society  met  March  13, 
1933,  at  Hotel  Hussmann.  The  meeting  was  called 
to  order  at  8 p.  m.,  by  Dr.  J.  A.  Pickett,  president. 


POSTGRADUATE  COURSE  LABORATORY  COURSE 


For  Graduates  in  Medicine  For  Nurses  and  Graduates  of  High  School 

CLASSES  LIMITED  TO  SIX 

Eye,  Ear,  Nose  and  Throat  X-Ray,  Basal  Metabolism,  Electro-cardiography 

A house  doctor  is  appointed  July  1st  and  Jan.  1st.  and  Physical  Therapy 

150  clinical  patients  daily  provide  material  for  classes.  Positions  with  attractive  salaries  in 
hospitals  and  with  group  doctors  await  qualified  Technicians 

For  particulars  regarding  either  course  write 

CHICAGO  EYE,  EAR,  NOSE  AND  THROAT  HOSPITAL,  231  West  Washington  Street,  Chicago,  Illinois 
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A paper  on  Treatment  of  Nonspecific  Chronic 
Arthritis  was'  presented  by  DR.  CHESTER  AWE. 
Chronic  nonspecific  arthritis  ranks  with  tuberculo- 
sis as  a cause  of  chronic  invalidism.  The  patient 
with  the  atrophic  type  is  of  the  slender  enterop- 
totic  type  with  poor  digestive  mechanism  and  sub- 
ject to  chronic  fatigue.  The  causative  organism  is 
usually  a streptococcus.  There  may  be  an  allergic 
factor  to  account  for  some  of  the  symptoms  of  this 
group.  In  the  hypertrophic  type  the  onset  is  usually 
after  40.  The  patient  is  likely  to  be  stocky  and 
overweight.  Diet  and  metabolic  influences  seem  to 
be  at  fault  in  these  cases.  Rest,  heat,  massage,  ty- 
phoid vaccine  intravenously  and  a low-calorie  basic 
diet  to  suit  the  individual  are  the  important  points 
in  treatment.  An  attempt  should  be  made  to  clear 
up  foci  of  infection.  The  intestinal  tract  is  an  im- 
portant source  of  infection. 

DISCUSSION 

Dr.  F.  C.  Goodwin:  We  should  have  a standard 
nomenclature  applying  to  types  of  arthritis.  Prog- 
nosis differs  in  different  types'.  The  ordinary  acute 
infectious  arthritis  has  a great  deal  better  progno- 
sis than  the  atrophic  type.  Although  the  medical 
man  is  the  one  to  decide  upon  the  importance  of 
various  factors,  such  as  focal  infection  and  allergy 
in  arthritis,  the  deformities  resulting  are  problems 
for  the  orthopedic  surgeon.  Complete  synovectomy 
is  the  only  satisfactory  treatment  for  chronic  joint 
effusion.  Hypertrophic  arthritis  is  a disease  of  old 
age  and  is  caused  by  toxic  absorption  from  the  in- 
testinal tract  rather  than  foci  of  infection.  These 
patients  are  constipated.  Usually  the  best  treat- 
ment is  a reconstructive  operation. 

Dr.  George  Turner:  The  place  to  begin  in  arthri- 
tis is  to  look  for  focal  infection.  In  some  cases  no 
foci  can  be  found.  Most  of  these  cases  are  consti- 
pated. They  may  be  allergic  or  toxic  in  origin.  Vac- 
cine therapy  does  not  get  rid  of  the  organisms  in 
the  colon.  Its  purpose  should  be  to  gradually  de- 
sensitize against  these  organisms. 

Dr.  L.  0.  Dutton:  We  cannot  bind  ourselves  to  a 
definite  etiology  for  arthritis  at  the  present  time. 
I believe  that  the  role  of  bacteria  in  these  cases  is 
one  of  sensitization.  It  is  hard  to  establish  definite 
doses  of  vaccines;  the  dosage  must  be  worked  out 
for  each  case.  Sometimes  when  treating  urticaria, 
a coexistent  arthritis  disappears.  In  cases  of  arthri- 
tis with  an  allergic  family  history,  tests  should  be 
made  for  various  allergic  reactions. 

Dr.  J.  J.  Gorman:  When  vaccines  are  made  from 
stool  organisms  in  arthritis,  we  get  the  best  results 
when  the  organism  grown  is  a streptococcus  hemo- 
lyticus,  or  a staphylococcus  albus.  Courses  of  vac- 
cine therapy  should  be  repeated  with  rest  periods 
between. 

Dr.  J.  Mott  Rawlings:  The  hemolytic  streptococ- 
cus is  the  most  usual  organism  grown  from  these 
cases.  The  best  results  are  obtained  with  fresh 
autogenous  vaccines.  The  care  of  the  patient’s  di- 
gestion and  general  physical  state  are  important. 

Dr.  W.  W.  Waite:  Many  of  these  cases  of  chronic 
arthritis  occur  in  individuals  of  a particular  type 


of  constitution.  They  are  usually  of  slow  develop- 
ment and  have  a low  basal  metabolism.  We  prob- 
ably give  laxatives  too  much.  At  Hot  Springs  they 
claim  to  get  benefit  from  a low  protein  diet.  Some 
cases  of  arthritis  indicate  a breakdown  of  a poorly 
developed  constitution  and  are  not  curable. 

Dr.  G.  Werley  recited  a case  of  chronic  arthritis 
which  began  in  1913  and  had  tried  practically  all 
recommended  forms  of  therapy  with  little  benefit. 
Vitamin  B in  the  form  of  yeast  seemed  to  be  of 
some  benefit.  The  relief  of  pain  is  important  in 
these  cases,  as  pain  lowers  the  resistance.  Aspirin 
is  the  best  drug  for  this  purpose.  A suitable  diet  is 
one  which  is  not  too  bountiful  and  in  which  all  al- 
lergins  are  eliminated. 

The  Secretary  read  a letter  from  Dr.  Charles 
Reese,  State  Epidemiologist,  requesting  physicians 
to  cooperate  with  their  city  and  county  health  of- 
ficers in  the  reporting  of  communicable  diseases. 

There  being  no  further  business,  adjournment 
took  place  at  10  p.  m. 


March  27,  1933. 

El  Paso  County  Medical  Society  met  at  8 o’clock 
at  Hotel  Hussmann,  Dr.  J.  A.  Pickett  presiding. 

On  motion  of  Dr.  T.  J.  McCamant,  Mrs.  Lois  Huf- 
faker  was  given  the  courtesy  of  the  floor.  Mrs. 
Huf faker  reported  on  the  Conference  on  Child 
Health  and  Protection,  held  at  Austin.  She  stated 
that  there  would  be  district  conferences  to  follow 
up  this  larger  meeting.  The  plan  is  to  correlate  all 
child-welfare  work. 


new/ 

DUNKLER  URINE  TEST  KIT 


6 TESTS 

D u n k 1 e r Urine 
Tests  in  Compact 
Case,  including  re- 
agents for  Sugar 
(Qual.),  Albumin 
(Qual.),  Albumin 
(Quant.),  Acetone, 
Bacterial  Infec- 
tion, and  Chronic 
Interstitial  Ne- 
phritis 
with 
Testo- 
meter, 
only 


SC  .00 


All  Tests  Completed  In 
One-Half  To  Eight  Minutes 


This  is  a scientific,  tested  product  that  will 
save  the  practitioner  valuable  time  and 
money  with  greater  accuracy  in  his  urinary 
analysis.  These  new  reagents  require  No 
Boiling,  Corrosive  Acids  or  the  use  of  a 
Microscope.  It  is  a rapid,  exact,  easy  and 
scientific  method  for  the  examination  of 
urine.  The  simplicity  of  the  procedure  and 
the  reliability  of  the  reactions  will  astound 
you.  The  products  will  not  deteriorate  with 
age  or  climatic  changes.  The  cost  per  test 
is  about  one-half  cent. 


A.  S.  ALOE  CO. 

932  S.  Hill  St.  LOS  ANGELES,  CAL. 
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Dr.  R.  B.  Homan  stated  that  the  physicians 
should  cooperate  in  any  such  campaign  for  the  edu- 
cation of  the  public.  He  moved  that  the  Society  co- 
operate and  offer  its  services  to  Mrs.  Huffaker  and 
that  the  President  appoint  the  necessary  commit- 
tees for  such  cooperation.  This  motion  was  second- 
ed and  carried. 

Dr.  Mott  Rawlings  stated  that  there  is  a wide 
movement  over  the  country  at  present  for  child  wel- 
fare, the  purpose  being  to  educate  the  public  re- 
garding all  phases  of  the  care  of  children. 

By  means  of  lantern  slides  Dr.  L.  0.  Dutton  ex- 
plained the  development  of  bacteriophage  therapy. 
He  reported  a number  of  cases  of  staphylococcus 
septicemia  in  which  the  staphylococcus  bacterio- 
phage was  of  value.  Without  the  bacteriophage  such 
cases  are  usually  fatal. 

Dr.  Dutton’s  paper  was  discussed  by  Drs.  Leslie 
Smith,  F.  C.  Goodwin,  F.  P.  Miller,  Mott  Rawlings, 
J.  A.  Rawlings,  W.  R.  Curtis,  A.  W.  Multhauf,  J. 
W.  Cathcart,  W.  E.  Vandevere,  and,  in  closing,  Dr. 
Dutton. 

Dr.  W.  E.  Vandevere  reported  the  case  of  a girl 
from  whos"  esophagus  he  removed  an  open  safety- 
pin. 

The  application  of  Dr.  Walter  H.  Stevenson  for 
membership  was  read  and  referred  to  the  Board  of 
Censors. 

The  Secretary  read  a letter  from  Dr.  Holman 
Tayior  relative  to  the  iproposed  Bill  exempting 
Christian  Scientists  from  the  Medical  Practice  Act, 
along  with  a copy  of  a wire  sent  to  Senator  Reagan 
requesting  his  vote  against  this  Bill.  A letter  was 
also  read  from  Dr.  Taylor  asking  that  the  Society 
contact  our  Representatives  in  the  Legislature  and 
Senate  and  request  that  they  work  against  the  pro- 
posed Bill  to  limit  physicians’  fees. 

Dr.  Mott  Rawlings  moved  that  the  Society  send 
telegrams  to  our  Representatives  and  Senator  Rea- 
gan in  accordance  with  Dr.  Taylor’s  request.  This 
motion  was  seconded  and  carried  and  Drs.  Miller 
and  McCamant  were  appointed  to  send  the  mes- 
sages. 

Dr.  J.  W.  Laws  explained  the  objects  of  the  El 
Paso  Tuberculosis  Society. 

The  meeting  adjourned  at  9:45  p.  m. 


FALSE  RUMORS  CONCERNING  VIOSTEROL 
DENIED  BY  DR.  STEENBOCK 

') 

A STATEMENT  BY 
MEAD  JOHNSON  & COMPANY 

Ever  since  viosterol  was  offered  to  the  medical 
profession  abqut  4 years  ago,  it  has  been  attacked 
by  various  persons.  Some  of  these  attacks  no  doubt 
wfre  sincerely  motivated,  but  others  were  seized 
upon  and  exaggerated  by  interests  who  had  no  vios- 
terol to  sell. 

Recently  a new  form  of  anti-viosterol  propaganda 
has  been  reported  by  physicians  all  over  the  coun- 
try. It  is  circulated  by  word  of  mouth — never  in 
writing — and  the  apparent  purpose  is  to  influence 


physicians  to  prescribe  vitamin  D agencies  other 
than  viosterol. 

Physicians  are  being  told,  for  example,  that  Dr. 
Hari-y  Steenbock  has  “condemned”  viosterol,  that 
the  Wisconsin  Alumni  Research  Foundation  “would 
withdraw  viosterol  from  the  market  in  90  days,” 
etc.,  etc. 

In  answer  to  these  malicious  untruths,  Dr.  Harry 
Steenbock  makes  the  following  statement: 

“Viosterol  in  ifs  various  forms  has  to  date  been 
found  fully  as  valuable  in  medical  practice  as  was 
anticipated  at  the  time  that  it  was  first  introduced 
to  the  American  markets.  Up  to  the  present  time 
thrre  have  been  no  reports  of  any  untoward  effects 
from  its  administration,  although  originally  it  was 
anticipated  from  the  results  of  animal  experiments 
that  some  cases  of  intoxication  might  result  from  its 
use  in  human  medicine.  ...  I see  no  necessity  for 
reversing  my  original  opinion  as  to  its  outstanding 
merits  in  any  way  whatsoever.  Any  statement  to 
the  contrary  can  be  definitely  labeled  as  false.” 
(Signed)  H.  Steenbock. 

Physicians  can  draw  their  own  conclusions  and 
form  their  own  opinions  of  any  house  that  resorts 
to  sharp  practices  by  allowing  its  representatives  to 
spread  unfounded  whispering  campaigns  against  a 
valuable  therapeutic  agent  that  has  endured  four 
years  of  the  most  searching  experimental  investiga- 
tion and  clinical  use  not  only  in  rickets  but  also  for 
controlling  calcium-phosphorus  metabolism  general- 
ly. 


A new  magnifying  instrument,  originally  design- 
ed to  make  reading  easier  for  persons  with  poor 
eyesight  but  which  has  been  found  to  have  a wide 
range  of  usefulness  for  scientists,  students,  watch- 
makers, artists,  engravers,  printers,  proof-readers, 
stamp  and  coin  collectors  and  others  has  just  been 
placed  on  the  market.  It  is  said  to  be  adapted  to 
workers  in  many  industries  who  need  a magnifier 
for  fine  work  or  wherever  critical  examination  is 
necessary. 

The  instrument,  known  as  the  Clerevu  Table  Mag- 
nifier, has  a 6-inch  magnifying  lens  of  finest  clear 
white  optical  glass,  accurately  ground  and  highly 
polished.  The  lens  is  attached  to  an  adjustable 
swinging  arm;  the  whole  solidly  mounted  on  a 
me^al  base  and  attractively  finished  in  black  and 
silver. 

One  can  place  an  average  size  book  under  the 
Clerevu  magnifier  and  easily  read  a full  page  at  a 
time  without  moving  either  the  book  or  the  glass. 
The  pages  can  be  turned  freely  without  disturbing 
the  adjustment  in  any  way. 

Among  the  advantages  claimed  for  the  Clerevu 
Magnifier  are  that  it  gives  a wide,  flat,  clear  mag- 
nified field,  free  from  the  usual  distortion  and  chro- 
matic colors.  The  lens  permits  the  use  of  both  eyes, 
thus  avoiding  the  eyestrain  which  is  caused  by  the 
use  of  one  eye  only  with  the  ordinary  magnifying 
glass. 

The  device  is  marketed  by  the  Clerevu  Instrument 
Corporation,  48  West  48th  Street,  New  York  City. 


Will  her  baby’s  milk  be  chosen 
in  the  backyard  clinic? 


\\  THEN  you  advise  Evaporated 
” " Milk  for  infant  feeding,  is 
the  mother's  choice  of  brand  and 
quality  based  upon  your  knowledge, 
or  does  the  prescription  come  from 
the  backyard  clinic? 

You  know  that  some  brands  of 
Evaporated  Milk  measure  up  to 
your  high  standards  of  quality, 
while  other  brands  do  not.  But 
the  mother  doesn’t  know  which 
milk  meets  your  requirements,  and 
she  may  use  just  any  brand  the 
neighbors  recommend.  That  is 
why  she  needs  your  advice  in  choos- 


ing the  brand  she  should  buy. 

The  physicia  n will  find  thequali ty 
he  demands  for  infant  feeding  in  all 
of  the  Evaporated  Milks  produced 
by  The  Borden  Company.  Careful 
selection  of  raw  milk  a id  rigid  safe- 
guards  throughout  the  process  of 
manufacture  guarantee  the  quality, 
purity,  and  freshness  of  every 

i3ordm/i 

E VA  P O R AT  E D 
MILK 


Borden  brand  . . . Borden's  Evapor- 
ated Milk  . . . Pearl . . . Maricopa 
. . . Oregon  ...  St.  Charles  . . . 
Silver  Cow 

Write  for  simple,  compact  infant 
feeding  formulary  and  scientific 
literature.  Address  The  Borden 
Company,  Dept.  470,  3 50  Madi- 
son Avenue,  New  York,  N.  Y. 

Borden’s  Evaporated  Milk 
was  the  first  evaporated  milk 
for  infant  feeding  to  receive 
the  Seal  of  Acceptance  from 
the  American  Medical  As- 
sociation  Committee  on 
Foods. 


Your  Own  Laboratory 

would  have  equipment  and  personnel  to  give 
yon  complete  and  rapid  service  including 

Pathology,  Serology,  Bacteriology 
Blood  Chemistry,  Clinical  Microscopy 
Autogenous  Vaccines 

X-Ray  Diagnosis 
Radiotherapy 

— but  such  facilities  and  equipment  are  not 
within  the  range  of  every  physician 


ALL  THESE  SERVICES  ARE 
AVAILABLE,  at  your  command 


5 5 5 

Call,  telephone,  or  mail 

Pathological  Laboratory 

Suite  507  Professional  Building 
Phoenix,  Arizona 


W.  Warner  Watkins,  M.  D. 
C.  N.  Boynton,  M.  A. 


Harlan  P.  Mills,  M.  D. 
W.  J.  Horspool,  Bus.  Mgr. 
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Dc  Normal  Adults 
Require  Vitamin  D? 


“THE  QUESTION  is  now  being  frequently  asked  of  me  whether  adults 
should  take  a source  of  vitamin  D as  a safeguard  to  physiologic  well- 
being. The  only  answer  in  the  light  of  the  available  evidence  is  that  there 
is  little  room  for  doubt  that  an  additional  source  of  the  vitamin,  especial- 
ly during  the  colder  months  of  the  year,  affords  a safeguard  to  health.” 

— E.  V.  McCollum,  International  Clinics,  June,  1932 


I 


pregnancy,  and  dental  caries.  McCollum  stresses 
the  adult’s  need  for  vitamin  D in  pregnancy 
and  as  a dental  prophylactic.  “If  our  studies,” 
he  adds,  “and  those  of  Mrs.  Mellanby  are  as 
sound  as  we  believe  they  are,  they  will  afford 
evidence  that  in  temperate  regions  people  of  all 
ages  should  take  some  source  of  vitamin  D.” 

Mead’s  Viosterol  as  a source  of  vitamin  D com- 
bines high  potency  with  small  dosage,  thus 
obviating  chances  of  gastric  upset.  Packed  to 
prevent  deterioration  and  rancidity,  it  is  an 
economical  source  of  the  vitamin. 


MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  Pioneers  in  Vitamin  Research 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons 


LT  must  be  borne  in  mind  that 
throughout  life  the  skeletal  tissues  are 
subject  to  absorption  and  apposition. 
To  quote  Marriott,  “Teeth  and  bones 
are  not  fixed,  inert  supporting  tissues,  like  the 
structural  iron  of  a skyscraper,  but  very  live 
body  tissues  which  can  be  maintained  properly 
only  when  the  nutritional  needs  are  adequately 
met.”  These  needs  are  an  adequate  supply  of  cal- 
cium, phosphorus,  and  vitamin  D.  Viosterol  is 
capable  of  controlling  calcium-phosphorus  utiliza- 
tion in  adults  in  such  conditions  as  tuberculosis, 
osteomalacia,  postoperative  tetany,  osteoporosis, 


Pollen  Extracts 

Pollen  Allergen  Solutions 

SQUIBB 


New.  stable  solutions  of  greatly  increased  potency,  stand- 
ardized in  terms  of  the  Protein  Nitrogen  Unit  defined  by 
Cooke  and  Stull. 

FOR  DIAGNOSIS:  A large  assortment  of  Pollen  Allergen  Solu- 
tions is  available. 

FOR  TREATMENT:  5-cc.  Vials — A large  assortment  of  Pollen 
Extracts  is  provided  of  uniform  potency.  10,000  protein  nitrogen 
units  per  cc.  (equal  approximately  to  13,333  Noon  pollen  units). 

The  3-Vial  Package  (grasses  combined;  ragweeds  combined)  for 
convenience  and  economy  (39,000  protein  nitrogen  units,  52,000 
Noon  pollen  units). 

Enough  material  for  15  doses  plus  a generous  excess.  Permits  un- 
limited flexibility  of  dosage.  No  dilution  or  mixing  required. 

The  15-Dose  Treatment  Set  (grasses  combined;  ragweeds  com- 
bined ) supplies  a total  of  16,000  protein  nitrogen  units  as  defined 
by  Cooke  and  Stull  (equal  to  22,717  Noon  pollen  units) . Five  addi- 
tional ampuls  of  dose  15  increase  the  total  protein  nitrogen  units 
to  41,000  (equal  to  56,000  Noon  pollen  units). 

For  literature  giving  complete  information,  compact  and  simplified 
dosage  schedules  and  pollen  distribution,  mail  the  coupon  below. 


ER:  Squibb  & Sons,  New  York 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


E.  R.  Squibb  & Sons, 
Professional  Service  Department, 
3205  Squibb  Building,  New  York 


Please  send  me  literature  on  the  prophy- 
laxis and  treatment  of  hay  fever. 

Name  


Street 


City- 


State 
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N.  C.  BLEDSOE,  M.  D. 
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(Read  before  the  Forty-Second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 

I wish  to  thank  the  doctors  for  the  high  honor 
conferred  upon  me  by  electing  me  President  of  the 
Arizona  Medical  Association.  It  is  a signal  honor 
and  one  fraught  with  manifold  duties  and  greater 
responsibilities.  In  entering  office,  I promise  to  up- 
hold the  dignity  of  our  honored  profession  and  dis- 
charge the  duties  of  my  office  to  the  best  of  my 
ability. 

We  are  confronted  today  with  an  economic  con- 
which  we  have  but  little  control;  nevertheless,  it  is 
which  we  have  but  little  control;  neverhteless,  it  is 
our  solemn  duty  to  uphold  the  traditions  of  medi- 
cine, safeguarding  the  public  from  the  pitfalls  that 
are  being  dug  by  unscrupulous  commercial  societies 
or  organizations,  corporations,  foundations,  or  what 
not.  In  common  with  all  others,  the  medical  pro- 
fession suffers  from  the  depression.  Long  before  the 
financial  crash  of  1929,  the  doctors  were  feeling  the 
pinch  of  new  conditions  and  new  developments  in 
the  medical  world.  There  was  already  a surplus  of 
doctors  and  a poor  distribution,  in  that  rural  com- 
munities were  being  deserted  for  the  cities,  and  the 
specialized  fields  were  crowded  by  poorly  equipped 
men;  selectors  but  not  specialists. 

The  family  doctor,  long  enthroned  in  the  hearts  of 
his  patients  as  a medical,  spiritual,  and  social  ad- 
viser, was  being  supplanted  by  organized  clinics  or 
groups.  These  conditions  resulted  in  the  formation 
of  a committee  to  study  and  report  on  the  situation 
and  especially  on  the  cost  of  medical  care.  The 
final  result  of  its  work  merits  the  study  of  all  of 
us. 


While  the  committee  was  at  work,  the  financial 
crash  came,  wrecking  all  classes  of  business,  and  find- 
ing the  medical  profession  deeper  in  the  mire  than 
ever.  The  submerged  doctor  looked  to  the  commit- 
tee’s final  report  for  bread,  and  received  a stone  in- 
stead. 

Our  medical  profession,  like  our  government,  has 
for  its  basis  the  individual.  The  plain  every-day  doc- 
tor is  the  unit  of  the  medical  profession,  as  the  plain 
every-day  citizen  is  the  unit  of  the  government. 
Organization  is  to  promote  the  welfare,  provide  for 
the  common  defense  for  the  citizen,  on  the  one  hand, 
and  do  the  same  for  the  doctor  on  the  other.  If  the 
family  doctor  has  failed  or  is  to  be  supplanted  by 
group  medicine,  as  the  majority  report  implies,  then 
our  society  will  be  wrecked  as  a democratic  institu- 
tion and  the  ideal  of  its  founders  will  have  been  lost. 

The  great  success  of  the  American  Medical  Asso- 
ciation has  been  due  to  the  unselfish  devotion  of  its 
members  to  high  ideals,  not  to  the  greed  of  money 
and  fame.  Its  strength  lay  in  the  loyalty  of  the  aver- 
age member.  Its  achievements  have  not  been  marred 
by  favoritism,  class  legislation,  or  bureaucracy,  or 
dominated  by  government,  foundation,  or  corpora- 
tion. Commercialized  medicine  will  utterly  destroy 
the  fine  spirit  which  has  dominated  the  medical  pro- 
fession and  will  place  us  on  a level  with  a mere  busi- 
ness organization. 

Whenever  any  system  tends  to  discredit  the 
awards  of  competitive  medicine  or  to  stifle  the  initi- 
al ive  in  men,  it  is  nefarious.  There  never  was  a time 
when  clear  thinking,  carefully  thought  out  plans  of 
action,  organization  of  procedure,  were  more  need- 
ed than  they  are  today.  The  medical  profession  sees 
ahead  and  is  deeply  interested  in  preventing  any  sys- 
tem being  adopted  which  would  stifle  the  advance- 
men'  of  scientific  knowledge  and  the  development 
of  progressive  medicine. 

Lincoln  laid  down  the  principle  that,  "In  all  that 
’’he  people  can  individually  do  as  well  for  themselves. 
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government  ought  not  to  interfere.”  This  funda- 
mental axiom  is  as  applicable  to  us  as  it  is  to  the  in- 
dividual citizen.  All  major  legislation  in  the  last 
decade  or  two  has  tended  toward  socialization.  If 
this  is  true,  and  I believe  it  is,  isn’t  it  time  that  we 
quit  damning  regulations  and  systems,  and  hunt  out 
the  basic  cause  for  such  action?  After  finding  it, 
suggest  the  remedy.  A recent  writer  in  a financial 
journal  aptly  put  the  matter,  "If  at  any  time  gov- 
ernment regulation  of  any  class  of  business  becomes 
socially  desirable,  it  is  to  the  interest  of  that  business 
or  profession  concerned  to  take  the  initiative  them- 
selves, so  far  as  possible,  and  to  cooperate  in  formu- 
lating terms.” 

The  great  difficulty  in  solving  economic  problems 
is  well  illustrated  in  the  many  and  varied  attempts 
to  aid  the  American  farmer.  Not  a single  plan  has 
been  successful.  Not  less  difficult  is  the  problem  of 
the  doctors.  The  farmer,  like  the  latter,  is  individ- 
ualistic in  his  activities  and  in  his  attempt  to  make 
a living,  and  any  attempt  to  coerce  him  into  a unit- 
ed line  of  action  has  been  a failure. 

The  practice  of  medicine  has  always  been  indi- 
vidualistic and  has  never  had  any  need  for  any  agent 
or  intermediary  to  bring  doctor  and  patient  togeth- 
er, as  some  of  the  systems  advocate.  It  has  always 
been  the  inalienable  right  of  a person  to  select  his 
own  physician,  which  is  essential  to  the  best  inter- 
ests of  both.  These  new  systems  defeat  this  very  act. 
Contract  bargaining,  solicitations,  under  bidding,  are 
the  factors  which  will  disrupt  and  disorganize  our 
profession.  During  the  past  week  a Chicago  news- 
paper carried  the  following  item:  "The  Chicago 
Medical  Society  expelled  seven  of  its  members  on  ac- 
count of  their  associating  themselves  with  the  Unit- 
ed Medical  Service,  Inc. 

"Among  those  expelled  were: 

'T.  Former  president  of  Northwest  Branch  Chi- 
cago Medical  Society;  Councillor  of  the  society  and 
Professor  of  Diseases  of  the  Heart,  Chicago  Medical 
School.  President  Norwegian-American  Hospital 
Staff. 

"2.  A Professor  of  Materia  Medica,  Therapeu- 
tics and  Toxicology,  of  Chicago  College  of  Medicine. 

"3.  Professor  of  Radiology  of  the  Chicago  Medi- 
cal School;  former  Councillor  of  the  Chicago  Roent- 
gen Society;  Member  of  the  American  Roentgen  So- 
ciety; and  Radiological  Society  of  North  America. 

"4.  A member  of  the  Department  of  Medicine  of 
the  faculty  of  Northwestern  University  Medical 
School;  attending  physician  at  Mandel  Clinic  of  the 
Michael  Reese  Hospital. 


”5.  A member  of  the  Lying-In  and  Norwegian- 
American  Hospital  and  Northwestern  Clinic. 

”6.  Instructor  in  Proctology  of  the  Chicago  Med- 
ical School.” 

These  men  applied  to  the  Circuit  Court  for  an  in- 
junction to  restrain  the  Chicago  Medical  Society 
from  taking  action.  The  court  ruled  that  it  had  no 
jurisdiction. 

These  men  are  not  quacks  and,  much  as  we  re- 
gret that  they  are  compelled,  by  conditions  we  know 
not  of,  to  resort  to  this  means  of  livelihood,  we  must 
not  condemn  them  unheard.  We  must  take  into 
consideration  the  economic  distress  under  which  they 
are  living,  remembering  that  self  preservation  is  the 
first  law  of  nature.  This  subject  must  be  consid- 
ered from  every  angle  before  final  judgment  is 
passed. 

In  some  of  the  industrial  centers,  doctors  of  med- 
icine have  been  found  in  the  bread  line.  Already  a 
movement  has  been  started  in  Chicago  to  form  a 
new  organization  known  as  a Cook  County  Medical 
Society,  with  45  0 members  signing. 

One  far-reaching  result  of  the  Chicago  Medical 
Society’s  action,  will  be  discord  and  division  in  our 
own  ranks.  "A  house  divided  against  itself  cannot 
stand.”  While  we  can  find  very  little  help  from  the 
constitution  of  the  American  Medical  Association  or 
the  State  Constitution,  still  it  behooves  us  to  take 
up  the  matter  severally  in  our  county  societies  and 
work  out  a solution. 

There  are  conditions  in  each  locality  which  will 
need  special  consideration.  These  should  be  studied 
by  local  men  and  a comprehensive  logical  solution 
offered  which  will  meet  the  demands  of  the  public 
as  well  as  the  profession.  Of  the  142,000  physicians 
in  the  United  States,  66%  per  cent,  or  94,666,  re- 
ceive less  than  $5,000  per  year.  If  we  sit  idly  by 
and  allow  outsiders  to  formulate  our  plans,  dictate 
our  policies,  we  are  lost.  No  doubt  some  plan  will 
present  itself  to  solve  our  problems,  but  the  develop- 
ment will  be  the  result  of  trial,  not  of  theory.  Cau- 
tious trials  must  be  made  of  various  plans,  but  their 
direction  and  control  should  remain  in  the  hands  of 
the  medical  profession.  Results  should  be  checked 
carefully  to  see  that  the  greatest  good  to  the  pro- 
fession and  the  public  follow.  Changing  conditions 
make  it  imperative  that  any  plan  adopted  must  be 
flexible. 

I have  no  ready-made  plan  for  this  complex  prob- 
lem which  confronts  us,  but  I do  have  faith  in  the 
ability  of  our  own  members  to  solve  it.  We  should 
be  ready  at  all  times  to  receive  suggestions  from  out- 
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siders;  we  are  in  difficulty  but  may  still  "render 
unto  Caesar  the  things  that  are  Caesar’s.”  Regard- 
less of  what  form  future  experiments  in  medical  ser- 
vice may  take,  no  successful  solution  of  the  problem 
of  providing  adequate,  scientific  medical  care  at  a 
reasonable  cost,  can  be  obtained  without  the  leader- 
ship and  advice  of  the  organized  medical  profession. 


The  Medical  Profession’s  Relation  To 
The  Industrial  Commission 

J.  NEY  MILES,  Chairman, 

The  Industrial  Commission  of  Arizona 
Phoenix,  Arizona. 


(Read  before  thr  Forty-second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933). 

It  is  indeed  a pleasure  to  me  to  be  asked  to  come 
before  you  gentlemen  today  representing  what  I 
think  to  be  one  of  the  oustanding  departments  of 
the  State,  the  Arizona  Industrial  Commission. 

I cannot  but  feel  that  my  talk  to  you  is  apt  to 
appear  just  a little  premature — in  fact  I know  that 
it  is — due  to  my  actual  experience  in  the  Industrial 
Commission,  as  you  realize  that  Mr.  Holmes,  Mr. 
Keener,  and  I did  not  go  into  office  until  March  8, 
slightly  over  one  month  ago.  This  month  has  been 
taken  up  almost  entirely  in  running  an  employment 
agency,  due  to  the  great  amount  of  publicity  given 
the  old  Industrial  Commissioners  through  the  press, 
everyone  getting  the  idea  that  we  would  change  the 
entire  personnel  immediately,  which,  of  course,  was 
absolutely  impossible. 

I would  like  at  this  time  to  take  just  a moment, 
in  fairness  to  Mr.  Simms,  Mr.  Hartman,  Mr.  Hun- 
ter, and  Mr.  Clingan,  to  try  in  my  crude  way  to 
tell  you  men  how  much  the  people  of  the  State  of 
Arizona  really  owe  these  men  for  what  they  did  do. 
They  have  devoted  their  entire  time  to  building  up 
an  institution  which  had  its  conception  in  192  5, 
here  in  the  baby  State  of  Arizona,  to  what  is  now 
the  fourth  largest  Industrial  Commission  in  the 
United  States.  This,  to  my  notion,  was  a wonderful 
achievement.  They  naturally  encountered  numer- 
ous obstacles,  which  they  have  proved  that  they 
have  mastered. 

As  I said  in  the  beginning,  I feel  complimented  to 
be  asked  to  come  before  you  gentlemen,  represent- 
ing what  I consider  one  of  the  outstanding  depart- 
ments of  the  State — outstanding,  first  of  all,  be- 


cause it  is  a blessing  to  the  injured  workmen  and 
their  dependents;  second,  because  it  is  a real  insur- 
ance business  and  compelled  to  run  on  its  merits, 
and  not  on  state  appropriation.  Many  people  have 
the  wrong  conception  of  the  Industrial  Commission, 
thinking  it  to  be  a state  institution  and  paid  for  en- 
tirely by  the  tax-payers  of  the  state,  which,  of 
course,  is  not  the  case.  If  we  do  not  make  it  pay, 
it  is  just  too  bad. 

All  of  you  no  doubt  know  and  realize  that  acci- 
dent insurance  companies  all  over  the  United  States 
are  going  broke  every  day,  so  I can  see  no  reason  why 
ours  out  here  on  the  desert  in  Arizona  cannot  do 
the  same  thing,  which,  of  course,  we  do  not  want 
to  happen.  I do  not  want  to  lead  you  to  believe  that 
the  Arizona  Commission  is  in  the  least  close  to  the 
danger  point,  as  I assure  you  our  securities  have 
never  been  touched.  They  amount  to  more  than 
$3,600,000,  and  that  is  just  the  way  we  want  to 
keep  them,  at  the  same  time  giving  the  workmen  the 
highest  type  of  medical  and  hospital  attention. 

The  Commission  feels  that  it  should,  in  the  inter- 
est of  the  injured  workmen  of  Arizona,  attract  to 
our  practice  the  best  skill  in  Arizona,  and  I feel  that 
in  the  past  we  have  gotten  it.  But  the  time  has  now 
arrived,  due  to  the  depression,  when  we  all  have  to 
make  some  kind  of  a sacrifice.  All  commodities  are 
lower,  wages  are  lower.  In  fact,  everything  is  lower 
except  the  medical  cost  for  the  Industrial  Commis- 
sion of  Arizona,  which  has  not  been  reduced  due  to 
the  depression;  in  fact,  it  has  been  going  higher  and 
higher.  Being,  in  the  past,  not  over  20  per  cent  it 
is  now  in  excess  of  3 0 per  cent  of  premium  receipts. 
The  cost  of  medical  care  is  increasing  tremendously, 
and,  in  addition  to  that,  there  is  the  large  cost  of 
administration  which  during  the  past  years,  has  been 
borne  by  big  industries  of  the  State  at  a considerable 
advantage  to  all  other  industries. 

The  large  mines  are  now  shut  down,  wages  are 
reduced,  and  premiums  are  predicated  entirely  on 
wages.  Due  to  all  of  this,  the  rates  in  Arizona  for 
compensation  insurance  are  too  low.  They  must  be 
raised.  The  question  is:  How  much?  Here  is  where 
you  men  can  help.  As  I have  told  you  about  the 
actual  lack  of  experience  I have  had  with  industrial 
insurance,  it  will  be  necessary  for  me  to  turn  to 
figures. 

From  the  inception  of  the  State  Fund  to  the  close 
of  the  year  193  0,  20  per  cent  of  all  earned  prem- 
ium was  allocated  to  the  Accident  Benefit  Fund  for 
the  payment  of  medical  and  hospital  expense.  In 
the  early  part  of  193  0,  the  Commission  secured  the 
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services  of  Professor  A.  H.  Mowbray,  one  of  the 
leading  actuaries  in  the  United  States,  to  study  the 
reserves  of  the  Industrial  Commission  and  to  pass 
upon  their  adequacy.  He  found  that  the  Medical 
and  Hospital  Reserve  showed  a deficit  in  excess  of 
$43,000.00.  The  Commission  then  allocated  2 5 per 
cent  to  the  Medical  Fund,  instead  of  the  20  per  cent 
lormerly  contributed,  and,  although  statistics  for 
the  year  1932  are  not  yet  completed,  they  indicate 
that  this  amount  will  not  be  sufficient  and  may 
necessitate  the  setting  aside  of  as  high  as  30  per  cent 
for  medical  losses.  This  is,  of  course,  entirely  out 
of  line  and  over  50  per  cent  above  what  the  medi- 
cal factor  should  be. 

Since  our  records  for  1932  are  not  yet  complete, 
for  the  years  from  192  5 to  1931,  inclusive,  I sub- 
mit the  following: 

Of  6468  injury  cases  carried  by  private  insur- 
ance companies  as  well  as  the  State  Fund,  on  which 
the  payment  of  compensation  was  less  than  $5  0.00, 
$30.86  was  paid  for  medical  care.  Of  3728  cases 
where  compensation  payments  were  between  $5  0.00 
and  $100,00,  $49.90  was  paid  for  medical  atten- 
tion. Of  2045  cases  where  compensation  payments 
were  between  $100.00  and  $200.00,  $82.67  was  paid 
for  the  medical  care.  Of  760  cases  where  compen- 
sation ranged  from  $200.00  to  $300.00,  $122.77 
was  the  cost  of  the  medical  care.  Of  5 63  cases 
where  compensation  averaged  from  $300.00  to 
$500.00,  medical  cost  averaged  $175.07.  Of  430 
cases  where  compensation  averaged  from  $5  00.00  to 
$1000.00,  the  medical  cost  averaged  $234.24.  Of 
the  5 06  cases  where  compensation  averaged  over 
$1000.00,  the  medical  care  averaged  $526.49. 

In  closing,  l assure  you  that  it  has  been  a privil- 
ege to  appear  before  you  at  this  time.  It  is  our  de- 
sire to  cooperate  with  members  of  the  medical  pro- 
fession at  all  times. 


INDUSTRIAL  SURGERY  IN 
ARIZONA 

R.  F.  PALMER,  M.  D. 

Medical  Referee 
Arizona  Industrial  Commission 
Phoenix,  Arizona 

(Read  before  thr  Forty-second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 

During  the  past  twenty  years  or  more,  all  of  the 
states  of  the  Union,  excepting  four,  have  enacted 
more  or  less  satisfactory  laws  dealing  with  work- 


men’s compensation  and  with  the  medical  and  hos- 
pital care  of  employees  injured  in  the  course  of  in- 
dustrial employment.  Concordant  with  these  laws 
and  regulations  there  have  been  developed,  in  a 
greater  or  less  degree  of  perfection,  the  specialties 
of  industrial  medicine  and  industrial  surgery. 

Compared  with  Eastern  states,  industrial  surgery 
in  Arizona  was  practised  at  a rather  early  date  and 
it  has  a back-ground  in  the  contract  practice  of  the 
early  mining  camps  and  similar  industries  where,  be- 
cause of  the  scarcity  of  lay  population  and  local  phy- 
sicians, the  companies  found  it  necessary  or  exped- 
ient to  employ  company  surgeons  on  some  type  of 
a contract  basis.  More  especially  after  the  enact- 
ment of  our  employers’  liability  law,  in  1911,  did 
employers  of  labor  find  it  necessary,  for  their  own 
protection,  to  provide  adequate  medical  and  hospital 
facilities  for  injured  workmen. 

During  the  past  five  years,  since  the  enactment  of 
our  present  excellent  workmen’s  compensation  law, 
and  its  administration  through  the  Industrial  Com- 
mission, industrial  surgery  has  spread  out  from  the 
original  contract  surgeons,  so  that  medical  men  in 
every  section  of  the  state  where  physicians  are  lo- 
cated and  where  men  and  women  are  employed  in  an 
industry  of  any  kind,  have  come,  more  or  less,  in 
contact  with  so-called  industrial  injuries  and  com- 
pensation cases.  Through  the  experience  thus  gain- 
ed, there  has  been  developed  in  Arizona  a large  group 
of  very  efficient  industrial-minded  surgeons. 

During  these  first  years — with  a new  law,  an  in- 
perienced  Commission,  and  many  of  the  cases  treated 
by  surgeons  inexperienced  in  industrial  relations  as 
well  as  industrial  surgery — it  was  inevitable  that 
many  costly  errors  (if  we  may  call  them  such) 
should  have  been  made.  That  these  errors  should 
have  been  reflected  in  what  has  become,  in  many  in- 
stances, almost  prohibitive  insurance  rates  for  the 
employer,  was  also  inevitable.  Yet,  in  spite  of  this 
and  in  spite  of  the  world  depression — which  has 
curtailed  if  not  stopped  many  of  our  major  indus- 
tries, more  especially  the  mines  employing  a large 
number  of  workmen — a comfortable  State  insurance 
lund  has  been  built  up. 

With  the  experience  of  the  past  five  years  for 
guidance  and  with  an  earnest  desire  to  serve  the 
State  in  practising  economy,  the  present  Industrial 
Commission  is  bending  every  effort  so  to  administer 
the  compensation  law  that,  not  only  may  the  insur- 
ance rates  be  lowered,  but  the  medical  care  of  the  in- 
jured may  be  more  efficient  and  the  compensation 
for  the  workman  may  be  maintained. 
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In  order  to  carry  out  its  program  of  economy  and 
efficiency,  the  Industrial  Commission  earnestly  de- 
sires the  full  cooperation  of  the  medical  profession 
of  the  State.  To  evaluate  this  cooperation,  as  well  as 
to  harmonize  the  relationships  of  the  employer,  the 
employee,  the  attending  surgeon,  the  legal  depart- 
ment and  the  Board  of  Compensation,  a Medical 
Referee  has  been  appointed  with  certain  specified 
duties  which  will  enable  him  to  act  as  a balance 
wheel  for  the  manifold  and  varying  interests. 

First:  He  is  to  examine,  classify  and  follow  up 

all  first  reports  of  employer  and  surgeon.  From  the 
employer  he  will  learn  the  nature  of  the  accident; 
from  the  surgeon  he  will  learn  the  extent  of  the 
injury.  From  these  reports,  if  they  are  accurate  and 
comprehensive,  he  will  know  the  kind  and  amount 
of  treatment  required  and  the  probable  length  and 
extent  of  disability  which  should  result.  Second: 
He  is  to  act,  as  consulting  surgeon  on  all  serious 
cases  where  disability  is  apt  to  be  prolonged  or 
permanent,  and  may  call  for  additional  consultation 
with  other  surgeons  or  specialists  if,  in  his  judgment, 
the  case  demands  it;  or  he  may  transfer  the  case 
to  an  appropriate  specialist  if,  in  his  judgment,  bet- 
ter results  may  thus  be  attained.  Third:  He  is  to 
examine  and  make  an  independent  report  on  all 
cases  sent  to  the  Commission  for  final  adjustment 
of  claims  and,  in  this  connection,  is  to  act  as  Med- 
ical Consultant  to  the  Industrial  Commission  at 
Board  hearings;  and,  fourth:  He  is  to  evaluate  in- 
dustrial surgery  as  practised  throughout  the  state 
and  to  report  to  the  Industrial  Commission  as  to  the 
desire  and  ability  of  the  various  industrial  surgeons 
to  do  efficient,  conscientious  and  cooperative  work 
of  this  kind. 

At  this  point  let  me  add  that  it  is  not  the  desire 
of  the  present  Commission  to  place  the  emoluments 
of  the  industrial  cases  in  the  hands  and  pockets  of  a 
few  favored  surgeons.  Rather,  it  is  their  desire  to 
spread  the  work  out  as  far  as  possible  consistent  with 
efficient,  conscientious  and  cooperative  care  of  the 
injured.  In  many  instances,  there  are  regular  com- 
pany surgeons  to  whom  cases  are  referred  and,  in 
many  instances,  private  insurance  carriers  have  par- 
ticular surgeons  to  whom  they  ask  their  insured  to 
refer  accident  cases.  In  addition  to  these,  however, 
there  are  many  smaller  industries  which  depend  en- 
tirely on  the  Industrial  Commission  for  guidance 
and,  in  these  instances,  it  will  be  the  purpose  of  the 
Commission  to  select  surgeons  who  are  more  or  less 
qualified  for  industrial  work  and  who,  by  their  re- 
ports and  results,  both  in  treatment  and  costs,  show 


their  desire  to  cooperate  with  the  Commission  to  the 
fullest  extent. 

It  is  not  the  present  intention  of  the  Commis- 
sion that  the  Medical  Referee  shall  practise  indus- 
trial surgery  in  competition  with  other  industrial 
surgeons.  It  is  rather  the  purpose  of  the  Commis- 
sion that  the  Medical  Referee  shall  contact  cases 
under  its  jurisdiction  in  consulting  with  attending 
surgeons,  and  shall  advise  it  (the  Commission)  in  all 
things  appertaining  to  the  surgical  care  and  progress 
of  these  cases. 

The  Commission  insists  that  its  injured  workmen 
shall  have  the  best  of  care  and  that  every  possible 
aid  shall  be  used  to  restore  these  men  and  women 
to  anatomical  and  functional  normalcy.  It  wishes 
to  pay  adequate  and  just  surgical  and  hospital  fees; 
but  it  realizes,  too,  that  it  is  a very  easy  thing  for 
the  industrial  surgeon  to  overtreat  many  of  these  pa- 
tients, not  only  to  the  detriment,  at  times,  of  such 
a patient,  but  also  at  an  increased  cost  for  surgical 
care. 

The  Commission  feels  that,  with  a Medical  Ref- 
eree in  consultation,  the  cost  of  this  medical  care 
can  be  materially  reduced  from  what  it  has  been  in 
the  past,  without  in  anyway  lowering  the  standard 
of  industrial  surgery.  In  fact,  it  is  hoped  that  by 
means  of  a Medical  Referee  who  is  not  himself  prac- 
tising industrial  surgery,  except  in  consultation,  the 
standard  of  this  branch  of  medicine  in  the  State  can 
be  very  materially  raised.  Personally,  I feel  that, 
with  the  cooperation  of  the  State  Medical  Society, 
the  various  county  societies  and  the  individual  men 
who  are  practising  industrial  surgery  in  this  state, 
the  Commission  may  rest  assured  that,  from  a medi- 
cal standpoint  at  least,  their  term  of  office  will 
prove  a very  satisfactory  one. 

As  the  first  thought  of  the  conscientious  physi- 
cian is  preventative  medicine,  so  should  the  first 
thought  of  the  industrial  surgeon  be  the  prevention 
of  accident.  We  have  not  yet,  however,  in  spite  of 
all  the  safety  propaganda  and  devices  which  have 
been  introduced,  reached  the  stage  where  the  indi- 
vidual will  not,  as  the  saying  goes,  put  his  foot  in 
it,  and  wind  up  with  a more-or-less  severe  physical 
injury.  My  plea  to  you  who  may  be  called  upon  to 
treat  industrial  injuries  is,  to  give  the  Commission 
your  earnest  cooperation  ( 1 ) by  giving  adequate 
and  careful  first  aid;  (2)  by  making  a thorough 
analysis  of  the  accident  and  a thorough  examination 
of  the  injured;  (3)  by  making  a clear  and  compre- 
hensive report  to  the  Commission;  (4)  by  consult- 
ing freely  with  the  Medical  Referee,  either  in  per- 
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son  or  by  correspondence!  (5)  by  treating  your  pa- 
tient so  as  to  obtain  the  best  possible  physical  and 
functional  recovery  at  the  least  possible  medical 
cost  (consistent  with  efficient  treatment)  and  in 
the  least  possible  time. 

SCHEDULE  OF  FEES 
GENERAL  ITEMS 

1.  First  visit  and  report  in  minor  injuries $10.00 

This  service  shall  include  careful  ex- 
amination and  complete  report,  together 
with  all  treatment  required  in  minor  in- 
juries such  as  abrasions  and  sprains, 
small  wounds  and  contusions,  where  the 
period  of  disability  should  not  extend 
over  a period  of  fifteen  days.  In  a punc- 
tured wound,  a prophylactic  antitetanic 
serum  shall  be  administered  unless  refus- 
ed in  writing  by  the  injured  person.  An 
additional  charge  of  $1.75  may  be  made 
to  cover  the  cost  of  serum. 

2.  First  visit  and  report  on  major  injuries. ...  10.00 

This  service  shall  include  complete  ex- 
amination and  immediate  report  of  the 
injury.  Subsequent  charges  shall  be  the 
fee  for  specific  injury  sustained  or  as 
may  be  arranged  by  the  Industrial  Com- 
mission through  its  Medical  Referee. 

3.  Physical  examination  and  written  opinion  10.00 

This  service  shall  include  complete  his- 
tory and  progress  of  the  case,  together 
with  a report  on  the  physical  examina- 
tion and  a written  opinion  as  to  the  prog- 
nosis and  treatment,  estimation  of  disa- 
bility. 

These  examinations  shall  bo  made  only 
on  request  of  the  Industrial  Commission 
through  its  Medical  Referee. 

4.  ConsuPations  10.00 

Consultations  by  Industrial  surgeon  or 
specialists  other  than  the  attending  sur- 
geon will  be  allowed  when  called  for  by 
the  attending  surgeon  in  cases  of  grave 
emergency,  or  when  ordered  by  the.  Com- 
mission through  its  Medical  Referee  on 
the  request  of  the  attending  surgeon,  or 
when  ordered  by  the  Commission  on  ad- 
vice of  its  Medical  Referee.  The  consul- 
tant will  make  independent  written  re- 
port to  the  Commission  as  to  findings  and 
recommendations. 

5.  Post  Mortem  examinations  $15.00  to  25.00 

This  tre  shall  cover  special  or  gener- 
al post  mortem  examinations,  including 
rathclogical  report,  and  when  ordered 
by  the  Commission  through  its  Medical 
Referee. 

6.  Anesthetics: 

Short  minor  anesthesia  in  minor  opera- 
tions, fractures,  dislocations,  etc,.  5.00 

Local  or  regional  anesthesia  by  injection  5.00 
General  anesthesia  for  major  operations  10.00 
Spinal  anesthesia  10.00 

The  above  fees  apply  to  the  use  of 
ether.  Where  it  is  desirable  or  neces- 
sary to  use  gas  or  other  anesthetic,  no 
additional  charge  shall  be  made  except 
for  cost  of  the  material. 

7.  The  following  general  fees  will  apply 


where  applicable: 

Office  visits  and  dressing  1.50 

House  visits  2.50 


Hospital  visits  (not  more  than  one  daily)  2.00 


Night  visits  (between  9:00  p.  m.  and  7:00 


a.  m.)  4.00 

Mileage  starting  city  limits,  per  mile  one 

way  .75 


SPECIAL  ITEMS 


The  following  schedule  of  fees  for  specific  opera- 
tions shall  include  the  usual  after  care  and  assist- 
ance and,  except  where  grave  emergency  is  shown, 
shall  be  performed  only  on  approval  of  the  Medical 
Referee,  and  order  by  the  Industrial  Commission: 

1.  General  Surgery: 

Any  operation  involving  laparotomy  (ex- 
cept hernia)  100.00 

Traumatic  Hernia  100.00 

Operation  for  repair  of  severed 

nerves  50.00  to  100.00 

Trephining  or  resection  of  skull 75.00  to  100.00 

Ligation  or  resection  of  important 

major  blood  vessels  50.00  to  100.00 

Laminectomy,  to  include  casts  100.00 

Transfusion  of  blood  15.00 

(donor  may  receive  $20.00) 

Application  of  plaster  cast  to  the  body, 

body  splints  complete  and  removal 35.00 

Tendoplasty  15.00  to  75.00 

Repair  of  ruptured  urethra 50.00 

Nephrectomy,  nephrotomy  or  nephropexy. -.100. 00 
Cystoscopy  and  catheterization  of  ureters  ...  25.00 

2.  Eye  Specialty: 

Removal  of  foreign  body 3.00  to  5.00 

Removal  of  intra-ocular  foreign  body 50.00 

Tenotomy  25.00 

Cataract — single  50.00 

Cataract — double  75.00 

Iridectomy  75.00 

Enucleation  of  eyeball  50.00 

Pterygium  25.06' 

Extirpation  of  tear  sac  operation. ...35. 00  to  50.00 
Refraction,  complete  (when  ordered  by  the 

Industrial  Commission)  10.00 

3.  Amputations  and  resections: 

Finger  or  toe  . 10.00 

Arm  or  forearm  50.00 

Shoulder  75.00 

Leg  50.00 

Thigh  75.00 

Hip  100.00 

In  case  of  more  than  one  amputation  of  the  same 
members,  the  fee  shall  be  the  major  one  plus  an  ad- 
cM  icnal  30  per  cent;  if  of  separate  members,  an  ad- 
ditional 50  per  cent  will  bo  allowed. 

4.  Fractures'  and  dislocations: 


In  the  following  schedule  of  fees  for  specific  frac- 
tures and  dislocations,  the  fee  is  in  addition  to  the 
first  visit  and  i-eport  fee,  and  applies  to  cases  of  or- 
dinary severity.  Where  the  fracture  is  compound, 
unusually  comminuted  or  displaced,  or  where  open 
operation  may  be  required,  additional  fee  may  be  al- 
lowed by  the  Commission  after  consultation  and  on 
advice  of  the  Medical  Referee. 


Fractures: 

Finger  $ 5.00 

Toe  5.00 

Metacarpal  10.00 

Metatarsal  10.00 

Os  calcis  or  astragalus  50.00 

Nose  10.00 

Maxilla  25.00 

Clavicle  or  scapula  25.00 

Sternum  20.00 

Fractured  ribs  10.00  to  25.00 

Radius  or  ulna  15.00 

Both  bones  shaft,  of  forearm 35.00 

Tibia  25.00 

Fibula  10.00 

Tibia  and  Fibula  35.00 
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Elbow  35.00 

Humerus  50.00 

Pa  el! a 25.00 

SkuE,  spine,  or  pelvis  50.00 

Femur  - 75.00 

Dislocation  requiring  reductions: 

Jaw  5.00 

Finger  or  toe  _ 5.00 

Wrist  or  ankle  10.00 

Elbow  or  shoulder  15.00 

Knee  15.00 

Hip  35.00 

5.  Laboratory  examinations  and  reports  thereon : 

Complement  fixation  blood  test  2.50 

Blood  count,  leukocytes  2.00 

Blood  count,  differential  3.00 

Urine  examination,  ordinary  1.00 

Urine  examination,  with  microscopic  2.00 

Sputum  or  feces  2.00 


6.  The  fol'owing  schedule  of  fees  on  all  diagnostic 
x-ray  examinations  shall  include  all  necessary  films' 
taken  at  the  time  of  the  original  injury,  bo"h  before 
and  after  manipulation,  where  reduction  is  being 
performed.  Subsequent  examinations  or  diagnostic 
x-ravs  for  other  purposes  such  as  gastro -intestinal, 
gallbladder,  etc.,  sba’l,  except  where  grave  emer- 
gency is  shown,  be  taken  only  on  order  of  the  Indus- 
trial Commission  through  order  of  its  Medical  Ref- 


eree. 

Finger,  toe,  hand,  wrist,  forearm,  e’bow, 

arm,  foot,  ankle,  leg  5.00 

Shoulder,  hip,  knee,  femur,  sacro-iliac,  coc- 
cyx, pelvis,  chest  6.00 


Anatomical  division  of  the  spine,  head  for 
sinus,  or  fracture,  mastoids,  urinary 
tract,  or  localization  of  foreign  bodies  10.00 

RULE  XXIV. 

A Medica1  Referee  shMl  be  appointed  bv  the  In- 
dustrial Commission  and  shall  perform  the  follow- 
ing duties  and  functions : 

1.  He  shall  examine,  classify  and  file  all  surgeon  s 

accident  treatment  and  progress  reports. 

2.  He  shall  contact,  in  personal  consultation  or  by 

corresporC’enoe  with  the  attending  surgeon, 
all  cases  requiring  special  consideration  and 
shall  make  recommendations  to  the  Commission 
thereon. 

3.  He  shall  examine  and  report  on  all  cases  referred 

to  the  Industrial  Commission  for  compensation 
and  make  recomra'-ndations  thereon. 

4.  He  shall  act  as  medical  consultant  to  the  Indus- 

trial Commission  on  all  things  pertaining  to  the 
Industrial  cases  in  the  Sta^e. 

5.  He  shall,  in  general,  act  as  a balance  wheel  be- 

tween the  Industrial  Commission  and  insurance 
carrier,  the  injured  workman  and  the  Indus- 
trial Surgeon. 

rule  xxv. 

On  and  after  May  1,  1933,  all  "surgeon’s  reports 
and  all  correspondenc  relative  to  the  treatment  and 
rrogress  of  and  all  final  reports  and  bills  on  Indus- 
’ "ini  cases  -hall  be  mailed  with  a carbon  copy  to  the 
Medical  Referee.  Industrial  Commission  of  Arizona, 
607  Professional  Building,  Phoenix,  Arizona. 


PUBLIC  HEALTH  AND  MEDICAL 
COOPERATION 

FORREST  E.  DOUCETTE 
Executive  Secretary 
Arizona  State  Board  of  Health 

(Read  before  fhe  Forty-Second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 

Public  health  concerns  itself  chiefly  with  the  pre- 
vention of  diseases,  the  work  being  essential  to  the 
well  being  of  the  individual  and  subsequently  the 
entire  population.  It  is  more  or  less  a specialized 
branch  of  the  medical  world  and  it  has  long  been  rec- 
ognized that  the  success  of  any  public  health  pro- 
gram, and  of  the  organization  itself,  depends  pri- 
marily upon  the  good  will  and  cooperation  of  the 
medical  fraternity.  This  department  should  be  con- 
sidered the  clearing  house  for  all  health  matters  with- 
in our  state,  and  therefore  we  must  have  the  full  co- 
operation of  the  medical  profession  in  order  to  make 
our  work  effective. 

When  there  is  a public  health  organization  work- 
ing closely  with  the  medical  profession,  many  bene- 
fits accrue  to  both  organizations — without  this  co- 
operation much  time  and  energy  is  wasted  and  both 
organizations,  as  well  as  the  public,  suffer.  Today, 
intelligently  administered  public  health  agencies 
strive  to  keep  patients  in  the  hands  of  the  private 
physician  whenever  possible.  This  policy  permits  a 
lowering  of  government  costs,  and  aids  in  preserv- 
ing the  institution  of  private  medicine.  Coopera- 
tion, not  opposition,  is  becoming  the  maxim  of  the 
day. 

The  doctrine  of  cooperation  has  been  preached  for 
vears.  There  is  nothing  new  about  it  whatever. 
What  is  new  is  the  beginning  of  its  widespread  ap- 
plication in  business,  in  industry,  and  now,  in  med- 
icine. Illustrating  this  is  the  changing  relationship 
between  private  practitioners  and  public  health  work- 
ers. Doctors  in  the  nast  have  believed  that  amicable, 
beneficial  relations  with  state-operated  health  agen- 
cies were  out  of  the  question.  These  bureaus,  as 
they  viewed  them,  were  thoroughlv  inimical  to  the 
private  physician,  tended  to  wean  his  patients  awav. 
and  would  always  remain  at  loggerheads  with  him 
Happilv,  this  illusion  is  fading;  with  the  result  that 
in  certain  sections  of  our  countrv  the  public  and  pri- 
vate factions  in  medicine  are  working  together  as 
never  before.  Benefits  resulting  from  this  new  un- 
derstanding can  scarcely  be  computed. 
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A splendid  example  of  what  can  be  accomplished 
by  the  cooperation  of  the  medical  profession,  in  the 
face  of  an  emergency  endangering  the  public  health 
and  welfare  of  a state,  is  found  in  the  results  ob- 
tained in  the  recent  state  election  through  the  work 
of  the  Arizona  Health  League  in  defeating  initiative 
petition  number  305.  (Chiropractor  measure.)  In 
this  case  a situation  presented  itself  which  called  for 
a united  front  on  the  part  of  the  medical  fraternity, 
and,  to  the  great  surprise  of  a few  within  the  pro- 
fession, this  unity  developed  to  the  extent  that,  in 
the  face  of  apparently  overwhelming  odds,  the  pe- 
tition was  defeated  by  a vote  of  approximately  two 
to  one.  The  cooperation  in  this  instance  was  great- 
er than  tvas  expected,  for  out  of  the  total  member- 
ship of  the  State  Medical  Association  at  the  time, 
more  than  69  per  cent  contributed  towards  financ- 
ing the  campaign.  This  compares  most  favorably 
with  the  fact  that  out  of  a total  of  496  members  of 
the  profession  solicited  throughout  the  entire  state, 
3 8 per  cent  responded. 

The  extent  of  this  campaign,  in  which  you  were 
all  vitally  interested,  can  be  judged  from  the  fol- 
lowing facts:  Of  the  248  contributors  towards  fi- 
nancing the  campaign,  231  were  members  of  the 
medical  profession,  the  total  cost  of  the  campaign 
amounting  to  $2,019.69,  average  cost  per  contrib- 
utor of  about  $8.00.  For  this  expenditure  and  co- 
operation, the  measure  was  defeated. 

Out  of  slightly  more  than  119,000  votes  cast  for 
Governor  at  the  election,  86,066  voted  on  the  meas- 
ure; 5 6,424  voting  NO  (against),  29,642  voting 
YES  (in  favor).  This  left  32,934  who  failed  to 
vote  either  for  or  against  the  measure. 

While  it  is  true  that  there  were  only  29,642  votes 
out  of  the  86,066  voting  on  the  petition  who  were 
willing  to  express  themselves  in  favor  of  the  meas- 
ure, we  are  left  somewhat  in  the  dark  as  to  the  atti- 
tude of  the  32,934  who  failed  to  express  themselves 
one  way  or  the  other.  Thus  it  is  plain  that  there  is 
great  need  in  this  state  for  an  extensive  program  of 
public  health  and  health  education  which  would, 
while  making  the  population  health  conscious,  im- 
press upon  them  the  great  need  for  scientific  med- 
icine as  opposed  to  irregular  practitioners  of  the  heal- 
ing art.  Such  a campaign  would  undoubtedly  have 
the  desired  effect  upon  the  32,934  voters  who  fail- 
ed to  vote  for  or  against  petition  No.  304-30  5. 

Arizona  is  unfortunately  situated  in  its  relation- 
ship to  public-health  progress,  several  factors  con- 
tributing towards  this  condition.  We  are  so  situat- 
ed as  to  have  three  principal  transcontinental  high- 


ways crossing  our  state  from  east  to  west,  bring- 
ing the  ever-present  danger  of  foreign  infections 
and  epidemics.  We  are  further  exposed  on  our 
southern  border;  and  the  state’s  reputation  as  a 
health  center,  with  balmy  days  in  the  south  during 
the  winter,  brings  to  us  annually  a type  of  tour- 
ist, health-seeker,  hitch-hiker,  or  "what  have  you,” 
which  places  an  extra  burden  upon  the  permanent 
residents  of  this  state. 

One  of  the  greatest  problems  facing  any  health 
administration  is  the  high  incidence  of  tubercu- 
losis, with  the  resulting  exposure  of  those  not  in- 
fected. Possibly  the  only  way  the  state  department 
of  health  can  control  the  spread  of  tuberculosis  is  by 
education  and  a strict  enforcement  of  the  laws  per- 
taining to  health  and  sanitation  in  this  state,  in 
which  we  solicit  your  whole-hearted  cooperation. 

In  order  to  gain  a more  accurate  idea  of  the  preva- 
lence of  tuberculosis  arising  in  the  state,  and  caus- 
ing death,  we  are  adding  a line  to  the  standard  cer- 
tificate showing  the  length  of  residence  in  the 
state  before  death.  This  insertion,  with  the  dura- 
tion of  the  disease  report  required  on  all  certifi- 
cates, will  furnish  us  with  statistics  on  the  incidence 
of  native  tuberculosis. 

In  order  to  systematize  the  rules  and  regulations 
of  the  State  Board  of  Health,  and  to  extend  their 
application,  there  will  be  a complete  revision  at  the 
earliest  possible  date. 

Due  to  the  curtailment  in  the  appropriations 
granted  the  State  Department  of  Health,  numer- 
ous activities  of  the  department  cannot  be  ex- 
panded. However,  it  is  the  intention  of  the  De- 
partment of  Health  to  carry  on  the  splendid  pro- 
gram of  the  former  superintendent  in  regard  to  full- 
time county  health  units. 

Tn  addition,  the  State  Department  of  Health  will 
endeavor: 

( 1 ) To  modernize  sanitary  rules  and  regula- 
tions and  quarantine  laws  of  the  State  of  Arizona; 

(2)  To  carry  on  a state-wide  educational  cam- 
paign acquainting  the  people  of  Arziona  with  the 
causes,  nursing  care  of,  and  avoidances  of  the  more 
common  diseases  of  childhood  and  adult  life; 

(3)  To  secure  a more  complete  report  on  the 
vital  statistics  of  the  State  of  Arizona; 

(4)  To  inaugurate  a system  of  weekly  reports 
from  practising  physicians  within  Arizona  as  a 
check-up  on  the  daily  reports  of  contagious  diseas- 
es made  by  them  to  the  local  health  officer; 

(5)  To  secure  a more  adequate  report  of  venereal 
diseases  occurring  in  the  State  of  Arizona; 
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(6)  To  secure  a more  rigid  enforcement  of  the 
various  laws  on  the  statute  books  pertaining  to  pub- 
lic health  and  pure  food  in  Arizona. 

Obviously,  such  an  extensive  program  as  this  re- 
quires the  hearty  cooperation  of  all  those  interested 
in  public  health  matters  in  Arizona,  and  the  State 
Department  of  Health  therefore  solicits  your  full 
and  united  support  in  making  this  program  a suc- 
cess. 


THE  DIAGNOSIS  AND  TREAT- 
MENT OF  CARCINOMA  OF 
THE  BREAST 

ALBERT  SOILAND,  M.  D. 

Los  Angeles 

(Read  before  the  Forty-Second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 

The  clinical  diagnosis  of  carcinoma  of  the  breast 
can  be  made  in  approximately  71  per  cent  of  the 
usual  type  of  patients  who  come  to  the  office  or 
clinic  of  the  average  well-trained  clinician.  By  the 
usual  type  of  patient  is  meant  those  with  objective 
and  subjective  symptoms,  principally  the  former, 
who  come  to  the  doctor  exhibiting  a well-defined 
mass  with  or  without  palpable  metastatic  nodes. 
Our  experience  has  been  that  the  proportion  of  pa- 
tients who  come  with  earlier  lesions  are  relatively 
few  in  number  and  in  them  a clinical  diagnosis  is, 
of  course,  impossible  without  microscopical  study  of 
tissue  sections.  However,  the  question  of  cut  sec- 
tions from  tissue  obtained  below  normal  skin  and 
surface  areas  is  a moot  one;  yet  progressive  medicine 
demands  positive  diagnostic  proof  before  end  re- 
sults of  treatment  can  be  statistically  tabulated. 

STATISTICS 

Concerning  cancer  statistics,  Dr.  Harold  B.  Wood 
says,  in  part,  (American  Journal  of  Surgery,  Octo- 
ber, 1932): 

The  increase  of  cancer  has  been  both  asserted  and 
denied.  The  only  just  investigation  of  this  subject, 
I believ',  can  be  made  of  the  only  statistical  group 
which  contains  a single  organ,  the  breast,  and  should 
include  adjusted  rates  of  only  the  oft-termed  can- 
cer age.  The  state  and  federal  tabulated  records’  of 
cancer  of  th''  breast  can  be  used  for  such  study,  as 
they  contain  carcinoma  and  sarcoma  of  only  the 
breast,  and  no  other  organs  are  involved. 

The  number  of  deaths  from  cancer  of  the  breast 
is  increasing  twice  as  fast  as  the  population  of 
Pennsylvania.  During  1927,  the  age  groups  40  to 
59  contained  47  pcr  cent  of  the  deaths  from  can- 


cer of  the  breast,  and  45  to  64  years  contained  51 
per  cent.  The  federal  statistics  show  the  death  rate 
from  cancer  of  the  breast  increased  in  the  40-49 
ag-  group,  from  26.8  in  1910,  to  32.7  in  1920,  per 
100,000  women  of  that  age  igroup;  in  the  50-55  year 
group,  the  decennial  increase  was  from  40.4  to 
55.55;  and  in  the  60-69  year  group,  the  death- 
rate  increase  in  ten  years  was  from  61.0  to  65.0. 
Specific  figures  if  obtained  by  similar  methods 
would  definitely  indicate  the  actual  trend  in  a death 
rate,  but  crude  death  rates,  especially  when  ap- 
plied to  groups  of  diseases  or  of  organs,  indicate 
very  littF  of  value.  We  know  definitely,  therefore, 
that  cancer  of  the  breast  shows’  an  increasing  death 
rate  in  Pennsylvania. 

Let  us  then  be  more  careful  of  our  statistics; 
compare  comparable  factors;  give  definitions  which 
define;  report  figures  which  correctly  confirm,  deny 
or  explain  conditions.  Let  us  determine  as  far  as 
possible  the  cause  of  the  differences  of  figures  or 
rates  of  similar  conditions;  be  not  too  critical  of 
another  person’s  records  which  are  correctly  shown, 
but  explain  the  conditions  under  which  our  records 
were  obtained  and  what  locality  or  condition  they 
represent.  We  should  publish  statistics  which  oth- 
ers may  understand  and  employ;  use  rates  adjust- 
ed to  correctly  interpret  a definite  subject  of  a def- 
initely involved  group  of  persons;  omit  compari- 
sons of  groups  which  are  irregularly  influenced 
by  various  factors  which  cannot  be  eliminated  and 
which  are  detrimental  to  the  study  in  hand;  and 
constantly  endeavor  to  improve  our  records  in  com- 
pleteness and  accuracy. 

I:  is  suggested  that  those  interested  read  Dr. 
Wood’s  article  in  toto,  as  it  is  highly  instructive. 
Our  own  experience  with  cancer  statistics  is  dis- 
heartening, largely  because  of  the  migratory  char- 
acter of  a very  large  number  of  our  patients  who 
spend  a relatively  short  time  in  California  and  in 
whom  follow-up  reports  are  well-nigh  impossible  to 
obtain.  Now  that  the  profession  is  becoming 
more  cancer-minded  and  that  public  education  is  go- 
ing on  apace,  it  is  not  unreasonable  to  expect  a 
more  orderly  arrangement  of  both  cancer  diagno- 
sis and  treatment,  in  the  immediate  future. 

EXAMINATION 

To  examine  a breast  properly,  it  is  necessary  to 
have  the  patient  si’ ting  or  standing  in  a good  light 
and  uncovered  to  the  waist.  The  first  objective  is 
a careful  inspection  of  the  exposed  anatomy,  com- 
paring the  breasts  from  every  viewpoint.  Note  care- 
fully any  difference  in  the  nipples;  if  one  only  is 
depressed  or  inverted  it  should  arouse  suspicion. 
Not  infrequently  both  nipples  may  be  inverted, 
which  is  usually  a congenital  condition  and  with- 
out clinical  significance.  Watch  out  particularly 
for  wrinkles,  lines  of  contraction,  or  dimples  in  the 
breast  itself — they  usually  denote  a node  or  mass  at- 
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tached  to  the  skin  and,  in  the  absence  of  previous 
injury,  most  likely  prove  malignancy.  Inspect  the 
ne  k,  ‘he  supraclavicular  spaces,  and  the  axillae  for 
elevations  or  depressions,  then  palpate  the  breasts, 
firs  in  front  and  then  behind  the  patient,  and  you 
will  note  that  irregularities  in  the  breast  can  be 
more  easily  ascertained.  Repeat  the  palpation  with 
the  patient  supine,  and  in  women  with  fairly  large 
or  pendulous  breasts,  transillumination  will  assist 
materially  in  establishing  character  of  growth.  A 
careful  examination  of  this  type  will  usually  inform 
the  clinician  whether  he  is  dealing  with  a benign 
growth,  a mastitis,  or  with  cancer. 

DIAGNOSIS 

Next  comes  the  question  of  a biopsy.  Cutting  in- 
to a tumor  through  normal  overlying  skin  for  the 
purpose  of  obtaining  a section  is,  at  least  theoretical- 
ly, hazardous,  and  we  are  sure  we  have  seen  direct 
cancer-cell  implantation,  and  also  metastatic  inva- 
sion, from  such  procedure.  Sometimes  the  section 
removed  does  not  reveal  the  true  character  of  the 
pathology  nor  its  extent.  Dr.  James  Ewing  st?tes, 
in  the  January,  193  3,  Bulletin  of  The  American  So- 
ciety for  the  Control  of  Cancer- 

There  are  some  lesions  in  the  breast  in  which  it 
is  difficult  for  any  surgeon  or  pathologist  to  state 
positively  whether  the  condition  is  malignant  or 
benign.  Hrnce,  the  surgeon  must  not  assume  that 
by  obtaining  a microscopic  diagnosis  he  has  secured 
positive  informat:on.  In  such  cases  the  clinical  data, 
age  of  patient,  extent  and  duration  of  the  disease, 
condition  of  lymph  nodes,  and  especially  the  gross 
characters  of  thr  lesicn,  should  be  given  much  im- 
portance in  the  decision.  Under  these  circumstances 
some  surgeons  would  err  on  the  side  of  caution  and 
perform  the  radical  operation.  I believe  it  is  un- 
fair to  the  patient  to  perform  a radical  mastectomy 
unless  the  diagnosis  of  carcinoma  is  positive.  There 
are  many  pree.ancerous  and  suspicious  lesions  in  the 
breast  which  ar  clinica’ly  benign,  while  a true  car- 
cinoma is  nearly  always  obvious  to  a pathologist  of 
adequate  experience.  When  a substantial  doubt  ex- 
ists about  the  nature  of  a microscopic  section  of  a 
breast  tumor,  it  is  generally  not  cancer. 

We  fully  concur  wi  h Dr.  Ewing’s  terse  and  au- 
thoritative remarks. 

In  the  group  of  patients  of  younger  women,  par- 
ticularly where  there  is  no  obvious  cancer  pathology 
apparent,  we  do  not  believe  it  good  practice  to  sug- 
gest surgery.  The  exception  to  this  rule  is  where 
wc  meet  th;  occasional  benign  growth,  of  whatever 
nature,  which  may  involve  the  surface,  and  which 
ror  estheti-',  precautionary,  or  cosmetic  reasons  may 
be  better  removed  by  the  radio  knife  or  cautery  than 
bv  anv  o‘her  form  of  treatment.  When,  however, 
the  mass  or  growth  is  not  protrusive,  is  covered  by 


sound  and  non-attached  skin,  we  prefer  radiation. 
Here  again  we  run  afoul  of  those  who  demand,  and 
perhaps  rightly  so,  a diagnosis  by  biopsy.  Well,  I 
refuse  to  willingly  subject  such  a patient  to  the  test. 
In  the  New  York  Memorial  Hospital  some  of  the 
clinicians  have  become  adept  at  securing  deep-lying 
specimens  by  plunging  a rather  large-caliber  hollow- 
needle  trochar,  and  with  a suction  syringe  attached, 
have  obtained  sufficient  material  to  make  a diag- 
nosis. This  method  is  possibly  safe  when  followed 
immediately  by  an  adequate  operation  if  the  speci- 
men proves  malignancy.  However,  if  the  needle 
does  reach  the  proper  malignant  zone  and  brings  into 
view  normal  cell  tissues  only,  then  it  is  reasonable  to 
assume  that  the  trauma  produced  may  react  unfav- 
orably, or  subject  the  patient  to  the  same  risk  of 
cancer-cell  migration  as  with  an  open  incision  that 
may  be  equally  incompetent  in  securing  conclusive 
findings.  Therefore,  it  appears  to  the  writer  that  all 
microscopic  investigations  must  be  carried  out  on  a 
scale  which  gives  conclusive  findings,  and  all  such 
procedures  require  immediate  and  complete  opera- 
tion in  case  cancer  is  found  and  the  patient  is  to  re- 
ceive the  benefit  to  which  she  is  entitled.  This  brings 
us  to  the  point  we  have  been  gradually  approaching 
during  the  past  decade — the  treatment  of  cancer  of 
the  breast. 

TREATMENT 

We  will  not  attempt  here  to  delve  into  contro- 
versial matters  regarding  surgery — whether  this  one’s 
technic,  or  that  one’s,  is  better.  We  are  convinced 
that  when  operative  action  is  undertaken,  nothing 
but  the  best  and  most  thorough  in  surgery  should 
be  attempted.  I wish,  however,  to  go  into  a little 
detail  with  regard  to  evaluation  of  x-rays  and 
radium  in  breast  cancer,  which  recent  events 
seem  to  warrant.  That  x-rays  and  radium  have 
destructive  action  on  cancer  cells  need  no  long- 
er be  contradicted.  The  work  of  Sluys  of  Bel- 
gium, Coutard  and  Regaud  in  Franc, e Wintz  of 
Germany,  Keynes  and  others  in  England,  besides 
many  Americans  with  whom  you  are  familiar,  is  il- 
luminating. These  authorities,  with  many  others, 
give  results  of  radiation  treatment  in  breast  cancer 
which  merit  at  least  respectful  consideration,  if  not 
unanimous  acclaim.  To  start  with,  we  will  admit 
that,  for  an  isolated  primary  carcinoma  of  the  breast, 
excision  of  the  mass  is  rhe  best  procedure,  but  how 
are  we  to  know?  If  the  aforesaid  primary  carci- 
noma, despite  its  apparent  isolation,  has  already  sent 
out  an  exDedirionarv  force  of  cells  into  the  neigh- 
boring lymphatic  nodes,  the  simple  excision,  as  men- 
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tioned,  may  mean  the  end  of  the  patient.  This  state- 
ment is  not  mere  conjecture,  but  is  based  on  per- 
sonal observation  of  many  just  such  examples,  over 
a period  of  years. 

Realizing  how  absolutely  impossible  it  is  to  know 
when  the  fatal  cell-wandering  begins,  I do  not  hesi- 
tate to  state  that  every  patient  with  a mass  in  the 
breast,  the  cellular  structure  of  which  is  not  known, 
and  when  a microscopical  section  cannot  be  obtained 
without  danger  of  cell  transplantation,  should  have 
the  benefit  of  a sterilizing  process  by  either  x-ray  or 
r dium,  and  that  this  process  should  include  all  pos- 
sible lymphatic  channels  connected  with  the  breast 
involved.  A diagnostic  section  may  then  be  obtain- 
ed with  considerably  less  danger.  However,  to  go 
further,  our  experience  the  past  three  years  leads  us 
to  state  that,  instead  of  a subsequent  mass  removal 
or  a surgical  Holstead,  the  interests  of  the  patient 
are  better  conserved  by  further  radiation  treatment, 
according  to  the  method  of  Keynes  and  Cade  and 
their  followers,  through  the  implantation  of  plat- 
inum radium  needles  according  to  the  following 
technic: 

Under  rigid  surgical  asepsis  the  skin  over  the  tu- 
mor mass  is  mapped  out,  and,  with  a sharp  stilletto 
scalpel,  punctures  are  made  around  the  tumor  and 
spaced  1 /z  cm.  apart.  Through  these  openings  rad- 
ium needles,  of  a length  to  insure  equi-distant  place- 
ments are  inserted  so  that  the  mass  and  outlying 
breast  areas  are  completely  under  adequate  crossfire 
irradiation.  The  size  and  extent  of  the  tumor,  with 
its  parent  breast,  govern  the  number  of  needles  used, 
which  may  vary  from  3 0 to  70.  Next  our  attention 
is  directed  to  the  lymphatic  channels  and  every  path 
Lading  from  the  breast  is  subjected  to  radium  im- 
plantation. The  axillary  space,  the  mid-axillary  line, 
the  supraclavicular  and  infraclavicular  spaces,  and 
the  intercostal  region  down  to  its  terminus,  are  im- 
planted in  the  order  given.  Each  radium  needle  is 
secured  by  suture  to  the  skin  through  its  own  thread- 
ed ligature,  and  the  field  is  then  covered  by  a large 
sterile-gauze  dressing  left  in  place  from  seven  to 
ten  days,  when  the  needles  are  removed. 

We  do  not  claim  that  by  these  means  we  are 
any  nearer  a cure,  nor  that  we  have  reached  the 
final  limit  of  radiation  treatment,  but  it  does  ap- 
pear that  our  immediate  results  are  more  promising 
than  anything  we  have  secured  in  the  past. 

We  are  now  watching  with  keen  interest  the  de- 
velopment of  extremely  short-wave  x-rays  through 
the  new  high-voltage  x-ray  transformer,  in  excess 
of  5 00,000.  This  is  a radical  departure  from  the 


so-called  deep  therapy  machines  in  general  use  at 
the  present  time,  and  we  must  necessarily  await  the 
fu  ure  for  decisive  information. 

DISCUSSION 

DR.  E.  PAYNE  PALMER  (Phoenix)  : Dr.  Soi- 
land  lias  presented  an  excellent  paper,  which  ha 
always  doe;,  b'cause  “he  knows  his  stuff;”  but  the 
last  word  on  cancer  of  the  breast  has  not  yet  been 
spoken  and  will  not  be  until  we  know  the  cause  of 
cancer,  can  take  some  means  to  prevent  it,  and  can 
obtain  more  nearly  perfect  results  from  treatment. 

We  must  continue  to  teach  the  laity  to  seek  an 
examination  as  scon  as  an  abnormality  is  discovered 
in  the  nipple  or  the  breast.  The  physicians  must 
bo  “cancer  minded  ’ and  be  on  the  lookout  for  path- 
ological processes  in  the  nipple  and  b east  that  may 
become,  or  are,  cancer.  The  responsibility  of  the 
case  res  Is  upon  the  shoulders  of  the  physician  who 
first  sees  the  patiint  and  not  upon  the  surgeon  or 
ladiologist  who  has  the  patient  referred  to  him 
months  later. 

If  cancer  of  the  breast  can  be  diagnosed  early,  a 
cure  can  be  effected;  if  before  there  is  axillary 
gland  involvement  you  can  cure  75  per  cent  of  the 
cases,  but  aft  r axillary  gland  involvement,  the 
curability  is  reduced  to  10  per  cent. 

Mistakes  in  the  clinical  diagnosis  are  most  fre- 
quent in  veung  subjects.  I had  one  case  of  cancer 
of  the  breast  in  a woman  19  years  old.  We  must 
be  on  the  lookout  for  cancer  of  the  breast  in  males 
— they  present  the  same  problems  as  in  the  female. 
Ev  ry  tumor  in  the  breast  should  be  considered 
ma  ignant  until  it  is  proved  benign.  N.  Ledberg 
(Lund)  reported  on  sixty-two  examples  of  cystic 
diseases  of  the  breas;  from  1900  to  1930.  As  four 
were  bilateral,  there  were  sixty-six  breasts  involv- 
ed. In  68  p'r  cent,  the  lesions  were  certainly  be- 
nign; in  18  per  cent,  doub.ful;  and  in  14  per  cent, 
cancer. 

One  of  the  earliest  signs  in  cancer  of  the  breast 
is  a shortening  of  the  fibrous  trabeculae,  producing 
a pitting  or  retraction  of  the  skin  over  the  site  of 
the  tumor,  which  can  be  exaggerated  by  pinching 
the  breast  between  the  fingers  and  thumb.  A sulcus 
or  dimpling  cf  the  skin  over  the  tumor  is  particu- 
larly no  iced  when  the  arm  is  raised.  These  symp- 
toms are  never  associated  with  a benign  tumor  un- 
less it  has  become  infected.  Patients  may  have  a 
cancer  in  one  breast  and  a benign  tumor  in  the 
other.  Tho  axillary  glands  should  be  regarded  as 
potentially  malignant  in  every  breast  cancer.  The 
glands  on  the  posterior  wall  of  the  axilla  close  to 
the  subseapular  artery  are  often  the  earliest  and 
only  ones  involved. 

Wh'n  there  is  an  uncertainty  in  the  diagnosis, 
mak  an  exploratory  operation,  remove  the  tumor  in 
its  entirety  and  have  a frozen-section  diagnosis. 
This  method  of  examination  prevents  the  cutting  or 
punching  into  the  tumor  and  removes  the  objection- 
able features  of  a biopsy  as  mentioned  by  Dr. 
Soiland. 
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The  duration  of  the  disease  will  easily  determine 
the  prognosis,  and  the  latter  is  most  important  to 
the  patient. 

As  soon  as  the  diagnosis  of  cancer  of  the  breast 
is  made,  the  case  calls  for  emergency  treatment. 
Watchful  waiting  means  certain  death.  The  longer 
the  time  between  the  recognition  of  the  disease  and 
the  beginning  of  treatment,  the  worse  are  the  end 
results. 

Cancer  of  the  breast  is  one  of  the  most  hopeful 
and  curable  forms  of  cancer  when  diagnosed  early 
and  skillfully  treated.  The  limitations  of  surgrry 
and  radiation  in  the  advanced  stages  of  the  disease 
are  but  little  understood  by  the  mass  of  the  medi- 
cal profession  and  the  laity.  When  operating,  we 
should  use  the  electric  cutting  instruments,  not  the 
cold  knife.  We  should  make  it  a rule  to  operate  and 
radiate  every  case  of  cancer  of  the  breast,  so  long 
as  there  is  a possibility  of  a local  cure.  Do  not 
hesitate  to  perform  the  most  radical  operation,  do 
a wide  exsection  of  the  skin  when  necessary,  relying 
upon  the  Halsted-Thiersch  graft  when  required. 
Properly  performed  operations  and  radiations  should 
result  in  a cure  locally;  and  that  is  all  for  which  a 
surgeon  or  radiologist  must  hold  himself  respon- 
sible. It  is  my  opinion  that  cancer  of  the  breast 
calls  for  every  known  means  to  aid  in  its  cure. 
Both  surgery  and  radiation  should  be  used  when- 
ever it  is  possible  to  improve  the  chances  for  a cure. 
One  should  not  be  replaced  by  the  other;  the  cure 
of  the  disease  is  too  uncertain  and  the  life  of  the 
patient  is  important.  The  surgeon  and  radiologist 
should  work  hand  in  hand  at  all  times  when  deal- 
ing with  cancer  of  the  breast. 


PROBLEMS  AND  MANAGEMENT 
OF  GALLBLADDER  DISEASE. 

A.  P.  KIMBALL,  M.  D. 

Yuma,  Arizona 

(Read  before  the  Forty-Second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 

Although  the  clinical  manifestations  of  disease  of 
the  biliary  tract  are  well  understood  and  the  techni- 
cal steps  in  the  operative  procedures  are  usually  well 
carried  out,  nevertheless,  there  are  certain  problems 
which  confront  us  daily  in  this  department  of  medi- 
cine and  surgery. 

Much  progress  has  been  made  in  recent  years  in 
the  interpretation  of  biliary  function  and  disease. 
This  has  been  arrived  at  by  the  combined  efforts  of 
the  physiologist,  bacteriologist,  pathologist  and  clin- 
ician, and  we  can  look  forwerd  to  greater  progress  in 
the  near  future.  Rowntree,1  Sudler,2  Kodana,3  Gra- 
ham*, and  Cole,^  and  many  others,  have  done  a won- 
derful work  in  unraveling  the  functions  and  physiol- 


ogy of  the  gallbladder  under  normal  and  pathologi- 
cal condi. ions.  Rowntree’s  dye  retention  test,  Sud- 
ler and  Kodana’s  lymphatic  interpretation,  and  Gra- 
ham’s and  Cole’s  work  on  cholecystography  are  the 
most  outstanding  contributions. 

The  close  association  of  the  pancreas,  stomach, 
colon,  duodenum,  and  liver,  to  the  gallbladder,  makes 
us  realize  the  magnitude  of  the  problem  that  con- 
fronts us.  One  problem  confronting  these  investiga- 
tors at  the  present  time  is  the  question  of  whether 
gallbladder  disease  is  primary  in  that  viscus  and 
ducts,  or  in  the  liver.  Most  workers  believe  it  is  in 
the  gallbladder  primarily  and  in  the  liver  secondar- 
ily, but  this  is  yet  only  an  opinion  and  is  not  defi- 
nitely established.  Liver  changes  occur  commonly 
with  gallbladder  disease!  we  find  chronic  inflamma- 
tion of  the  liver  with  most  cases  of  gallbladder  in- 
fection. We  also  find  it  without  disease  of  the  gall- 
bladder, when  operating  for  other  conditions.  Hep-, 
atitis  may  not  only  be  the  result  of  cholecystitis  but 
also  extension  of  infection  of  contiguous  organs,  such 
as  the  duodenum,  pancreas  and  colon.  Most  investi- 
gators believe  that  these  changes  are  the  result  of 
detoxifying  properties  as  it  has  been  generally  known 
for  some  time  that  the  liver  has  a well-marked  capac- 
ity for  detoxifying  chemical  and  bacterial  toxins. 
This  field  of  endeavor  holds  much  for  investigators 
because  of  the  constant  association  of  diseases  of  the 
pancreas  and  biliary  system. 

Cholecystography  is  one  of  the  important  prob- 
lems that  occur  in  the  management  of  cases  of  gall- 
bladder disease.  Time  does  not  permit  me  to  go  into 
the  problem  confronting  the  investigators  in  this 
field  except  to  mention  the  wonderful  work  by  Gra- 
ham and  Cole. 

The  technic  used  by  most  roentgenologists,  and 
especially  by  Kirklin  at  the  Mayo  Clinic,  has  proved 
very  satisfactory.  The  patient  is  instructed  to  eat 
the  usual  amount  of  supper  at  6 p.  m.,  refraining 
from  eating  eggs,  butter,  cream  or  other  fats.  He 
may  take  the  dye  during,  or  immediately  after,  the 
meal ; the  dye  is  dispensed  to  the  patient  in  a single 
dose  of  4 Grn.,  dissolved  in  one  ounce  of  distilled  wa- 
ter and  mixed  with  a glass  of  grape  juice.  Laxatives 
are  forbidden,  but  next  morning  he  is  required  to 
take  a soapsuds  enema  to  cleanse  the  lower  bowel. 
The  breakfast  is  omitted,  though  water,  black  coffee, 
or  tea  is  allowed.  The  first  set  of  roentgenograms  is 
taken  at  8 a.  m.,  with  the  patient  immobilized  in  the 
prone  position.  At  10  a.  m.  the  second  set  of  films 
is  exposed.  The  patient  is  then  instructed  to  eat  as 
desired  at  the  noon  hour,  but  to  include  with  the 
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meal  a glass  of  milk  and  cream,  or  its  equivalent  in 
iats.  At  one  o’clock  the  third  set  of  films  is  taken. 
Kirklin  emphasizes  the  fact  that  a full  meal  with  the 
exclusion  of  fats  renders  the  patient  less  liable  to 
nausea  and  vomiting.  Complete  immobilization  is 
necessary  in  order  that  one  secures  satisfactory  roent- 
genograms. 

A normal  cholecystogram  is  characterized  by  a 
definite,  homogeneous,  regularly  contoured  shadow, 
which  changes  in  size  and  density  at  successive  peri- 
ods. The  dye  is  usually  denser  at  the  sixteen-hour 
period,  though  this  varies  widely  in  different  pa- 
tients. Patients  with  visceroptosis  usually  show  a 
slender,  low  and  median  situated  shadow.  In  broad 
habitus  patients  the  shadow  is  usually  rounded  and 
situated  high  and  laterally. 

The  most  common  abnormality  noted  is  the  failure 
of  the  gallbladder  to  cast  a shadow  in  any  of  the 
serial  roentgenograms.  If  the  technic  has  been  fault- 
less, the  total  lack  of  a shadow  is  a highly  depend- 
able sign  of  disease,  for  it  indicates  either  that  the 
drug  has  failed  to  enter  the  gallbladder,  or  that  the 
latter  has  been  unable  to  concentrate  the  dye-impreg- 
nated bile  sufficiently  to  produce  a shadow. 

Mottling  may  be  caused  by  stones  or  occasionally 
by  intrahepatic  neoplasms.  Stones  with  high  calcium 
content  produce  areas  of  intensified  density,  within 
the  shadow;  whereas,  cholesterin  stones  appear  as 
areas  of  rarefaction. 

Kirklin"  has  recently  shown  that  papillomata, 
adenomata,  or  other  new  growths,  are  manifested  as 
transradiant  areas  within  the  shadow.  Occasionally, 
shadows  of  stones  are  discernible  without  any  shadow 
of  dye,  but  by  cholecystography  a somewhat  larg- 
er percentage  of  stones  can  be  revealed  than  by  for- 
mer methods,  and  the  help  received  from  this  meth- 
od aids  very  much  in  making  the  diagnosis. 

Deformity  of  the  shadow,  if  pronounced,  such  as 
hour-glass  contraction,  angulation  or  marked  distor- 
tion, may  be  due  to  pericholecystic  adhesions.  In 
case  the  size  and  density  of  the  shadow  remain  un- 
changed throughout  the  examination,  the  patient 
should  be  examined  again  without  the  dye,  for  a 
shadow  of  this  character  may  be  produced  solely  by 
a diseased  gallbladder.  Absence  of  shadow  is  not  nec- 
essarily indicative  of  cholecystic  disease.  The  patient 
may  have  failed  to  take  the  drug  as  directed,  or  have 
partaken  freely  of  fats  with  the  evening  meal  or 
subsequently;  or  he  may  have  vomited  the  dye  short- 
ly after  taking  it.  With  reference  to  vomiting,  it  is 
a fact  that,  unless  the  drug  is  vomited  fifteen  to 
thirty  minutes  after  taking  it,  and  also  completely, 
one  may  get  an  excellent  shadow. 


The  greatest  care  should  be  exercised  in  using  this 
means  of  diagnosis,  as  errors  are  numerous,  and  some 
of  these  patients  require  attentive  study  and  con- 
servative judgment. 

Lack  of  absorption  from  the  intestinal  tract  is 
rare  and,  in  these  cases,  shadows  of  the  dye  in  the 
intestinal  tract  may  be  seen.  It  must  be  remembered 
that  rarefied  areas  produced  by  cholesterin  stones  or 
papillomata  may  be  imitated  by  collections  of  gas  in 
the  bowels,  and  shadows  of  dense  gallstones  require 
distinction  from  those  of  calcified  lymph  nodes, 
renal  calculi,  pancreatic  stones,  calcification  in  the 
rib  cartilages  or  transverse  processes,  and  opaque  ma- 
terial in  the  bowel — any  of  which  may  be  exhibited 
within  the  shadow  of  the  gallbladder.  The  localized 
transradiant  or  opaque  areas  produced  by  gallstones 
Und  to  maintain  a constant  form  and  situation  in  all 
films,  whereas  those  due  to  other  causes  are  likely  to 
change  in  one  or  another  respect. 

Although  hour-glass  contractions  or  gross  disfig- 
urements of  the  shadow  may  be  explained  by  finding 
remnants  of  pericholecystitic  disease  at  operation,  it 
is  not  safe  to  assume  that  lesser  irregularities  of  con- 
tour necessarily  represent  adhesions,  for  that  diagno- 
sis will  not  usually  be  sustained  at  operation;  and, 
conversely,  when  adhesions  exist,  the  shadow  is  not 
o ten  definitely  deformed. 

We  are  aware  of  the  fact  that  the  negative  film  is 
more  deceptive  than  the  positive  film,  because  it  has 
been  proved  that  a diseased  gallbladder  may  preserve 
the  ability  to  concentrate  the  dye  and  produce  nor- 
mal contour  and  shadow. 

Graham  and  Cole'  confine  their  reports  to  the  fol- 
lowing: 

1.  Non-visualization  of  the  gallbladder. 

2.  Faint  visualization  of  the  gallbladder. 

3.  Delayed  appearance  of  the  gallbladder  shadow. 

4.  Deformity  of  the  gallbladder. 

a.  Congenital 

b.  Acquired 

1.  Intrinsic 

2.  Extrinsic. 

5.  Cholelithiasis. 

6.  Persistence  of  gallbladder  shadow. 

7.  Excessive  size  of  gallbladder. 

Before  taking  up  the  different  findings  as  reported 
by  Graham  and  Cole,  it  is  well  to  state  that,  regard- 
less of  the  progress  made  with  cholecystography,  it 
is  a grave  mistake  to  recommend  or  discourage  opera- 
tion on  the  basis  of  thj^  test  alone,  without  taking 
into  consideration  the  history,  clinical  signs  and 
symptoms,  and  physical  examination,  of  each  and 
every  patient.  We  should  grant  to  cholecystography 
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that  weight  which  it  deserves  in  the  case  under  ex- 
amination. 

We  should  also  remember  that  there  are  contra- 
indications in  the  use  of  the  dye,  such  as  cardiac  de- 
compensation, acute  liver  infections,  common  duct 
obstruction.  These  cases  should  not  be  given  the  dye 
promiscuously.  Caution  should  be  used  with  patients 
with  hypotension  and  hypertension,  as  severe  reac- 
tions have  been  reported  in  these  patients  following 
the  administration  of  the  dye.  Impending  uremia 
cases  are  also  contra-indicated. 

Non-visualization  is  found  normally  in  pregnant 
women  after  the  fourth  month.  Disease  of  the  liv- 
er, obstruction  of  intrahepatic  duct  system  and  the 
cystic  and  common  duct,  are  all  causes  of  non-vis- 
ualization. All  cases  of  jaundice  will  usually  show 
non-visualization.  Enlarged  liver,  with  the  resultant 
edema  of  the  gallbladder,  is  another  cause. 

Faint  visualization  findings  are  but  a degree  of 
gallbladder  deficiency  and  may  be  accounted  for  by 
the  same  causes  as  non-visualization.  We  also  find 
partial  obstruction  of  the  cystic  and  hepatic  ducts, 
impaired  excretory  capacity  of  the  liver,  and  moder- 
ate grade  of  cholecystitis,  as  other  causes  of  faint 
gallbladder  shadows. 

In  connection  with  faint  shadows,  we  must  not 
lose  sight  of  the  fact  that  intravenous  giving  of  the 
dye,  while  followed  by  more  reactions  than  the  oral 
method,  gives  a more  accurate  shadow;  and  we  may 
find  a faint  shadow  from  the  fact  that  there  was  not 
full  absorption  of  the  dye,  due  to  vomiting,  diar- 
rhea, non-solution  of  the  dye,  or  poor  absorption. 

Delayed  appearance  of  the  gallbladder  shadow  may 
be  caused  by  retardation  of  dye  concentration  by  any 
parenchymatous  condition  of  the  liver,  or  by  slow- 
ing of  absorption,  due  to  duct  pathology. 

Congenital  deformities  of  the  gallbladder  are  man- 
ifested by  aberrations  of  form.  We  may  find  nu- 
merous variations  of  deformity  in  the  course,  posi- 
tion and  the  relations  of  the  neck  to  the  body  of  the 
gallbladder. 

A misshapen  gallbladder,  unless  constantly  pres- 
ent and  persistent  when  rayed  in  such  positions  as 
permit  the  organ  to  shift,  should  make  one  extreme- 
ly cautious  in  ascribing  pathology  to  it.  The  same 
caution  must  be  used  in  a misplaced  gallbladder. 
Long  mobile  gallbladders  in  the  asthenic  patient, 
when  rayed  with  the  patient  in  the  prone  position, 
may  be  folded  and  dislocated  in  a most  deceptive 
fashion  and  seem  to  be  fixed. 

Unusual  shapes  and  suggestion  of  fixation,  if  per- 
sistent, and  especially  if  coupled  with  a certain  faint- 


ness of  shadow,  indicate  the  possibility  of  actual  ac- 
quired deformity.  This  may  be  either  extrinsic  or 
intrinsic  in  origin. 

Intrinsic  deformity  was  first  called  to  our  atten- 
tion by  Wilkie  and  IllingswortE  They  found  that 
the  disease  of  the  gallbladder  was  localized  in  the 
wall,  and  was  followed  by  repair  and  fibrosis,  which 
produced  a permanent  irregularity  of  outline,  with 
preservation  of  normal  or  nearly  normal  functional 
capacity. 

Moore1'  called  attention  to  incisura  of  the  gallblad- 
der body  which  nearly  divides  it  into  two  parts. 

With  reference  to  extrinsic  deformity,  Sherwood 
Moore  tried  to  determine  the  radiological  incidence 
and  nature  of  extrinsic  gallbladder  deformity  and 
fixation,  and  was  unsuccessful,  and  he  therefore 
termed  them  "pericholecystitis.” 

In  looking  over  the  reports  of  the  diagnostic  effi- 
ciency of  cholecystography  at  the  Mayo  Clinic  and 
at  Barnes  Hospital,  we  find  the  following  are  Kirk- 
1 in’s' ' and  Graham’s”  reports:  Kirklin,  in  recent  sum- 
mary of  results  at  the  Mayo  Clinic,  states  that,  dur- 
ing the  last  four  years,  cholecystography  has  become 
progressively  more  accurate  and,  at  the  present  time, 
"a  positive  cholecystographic  report  is  confirmed  in 
approximately  96  per  cent  of  the  cases  in  which  op- 
eration is  done.”  Graham  reports  3109  cholecysto- 
gram  examinations  made  in  Barnes  Hospital  up  to 
September,  1929.  Of  this  series,  5 00  cases  had  been 
operated  upon — 342  on  the  biliary  tract  and  158  on 
other  abdominal  organs  at  which  gallbladder  was  ex- 
amined by  palpation  and  inspection  but  not  remov- 
ed. In  342  operations  on  the  biliary  tract,  the  per- 
centage of  correctness  of  the  cholecystographic  ex- 
amination was  96.49. 

Functional  disturbances  of  the  gallbladder  are  man- 
ifested by  that  old  collection  of  disorders,  called 
"gastric  neurosis,”  "chronic  indigestion,”  and  "dys- 
pepsia.” In  order  to  discuss  the  disturbed  functions 
of  the  gallbladder,  let  us  briefly  review  the  normal 
gallbladder  functions;  storage  of  bile,  concentration 
of  bile,  ability  to  empty  itself,  possible  metabolism 
of  cholesterol,  possible  production  of  substances 
which  are  important  in  the  metabolism  of  the  liver. 

We  know  that  the  gallbladder  stores  and  concen- 
trates bile,  but  as  to  its  ability  to  empty  itself,  only 
recently  Puestow”  has  demonstrated  conclusively 
that  the  sphincter  mechanism  at  the  end  of  the  chole- 
dochus  in  the  duodenal  wall  is  effective  in  regulating 
the  flow  of  bile  into  the  intestines.  The  response  to 
food  was  characteristic.  Smell  of  food  stimulated  the 
slow  flow  of  bile;  there  was  no  flow  of  bile  during 
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lasting  and  the  orifice  of  the  duct  was  usually  clos- 
ed; also,  the  exposed  segment  of  duodenal  mucosa 
remained  mactive  as  far  as  peristaltic  movements  or 
secieaon  were  concerned.  The  observations  are  con- 
siutrea  io  be  a support  of  the  view  that  there  is  a 
ps^cmc  or  rerlex  stimulus  to  the  expulsion  of  bile  m- 
lo  me  intestine,  ihe  bile  was  extruded  in  "brief 
oozes  and  spurts  ' and  appeared  at  times  to  be  influ- 
enced Dy  the  muscular  contraction  of  the  duodenum, 
wmen  oecame  active  alter  food  was  ingested,  as  well 
as  me  respnamry  movements.  Various  kinds  oi  food 
snowed  little  omerence  in  their  influence  on  the 
alow  or  Dile  and  activity  of  the  duodenum,  hues  tow 
also  round  that  removal  of  the  gallbladder,  on  the 
otnu  nand,  resulted  in  a constant  flow  of  bile  in 
aaing  animals,  heeding  had  little  influence  on  the 
now  except  to  increase  the  quantity  to  a slight  de- 
gree. ihe  bile  was  light  m color  and  watery  after 
i<-euing,  in  contrast  to  the  dark  viscid  fluid  observed 
wnen  gallbladder  was  intact. 

mere  is  considerable  evidence  to  indicate  that  the 
gaiioiaoaer  is  connected  in  some  way  with  the  metab- 
onsm  oi  cnolesterol,  but  our  exact  knowledge  is 
oniy  in  the  experimental  stage  as  yet. 

\ arious  changes  in  the  functions  of  the  gallbladder 
aie  produced  by  inflammation.  Cholecystography 
nas,  with  clinical  interpretation,  proved  that  the  ab- 
sorptive activity  and  concentrating  function  of  the 
gallbladder  are  early  disturbed  by  inflammation.  This 
expresses  itself  on  the  film  by  decreased  density  or 
by  absence  of  a shadow  of  the  gallbladder.  It  is  also 
manifested  by  changes  in  size  of  the  gallbladder. 
However,  shadows  of  diseased  gallbladder  have  been 
found  sometimes,  by  cholecystography,  not  to  change 
in  size  when  the  pathological  changes  in  the  wall 
were  moderately  advanced.  This  would  indicate  the 
loss  of  its  distensibility  and  contractility. 

Po.ter  and  Mann1  conducted  some  experiments 
which  indicated  to  them  that  an  inflammation  of  the 
gallbladder  produces  profound  pressure  changes  in 
the  biliary  tract. 

Removal  of  the  gallbladder  is  followed  by  dilata- 
tion of  bile  ducts,  sometimes  to  the  extent  of  almost 
lorming  another  small  gallbladder,  in  case  the  end  of 
the  cystic  duct  is  not  removed. 

The  intimate  relationship  of  the  gallbladder  with 
other  organs  is  of  utmost  importance  in  the  man- 
agement and  diagnosis  of  gallbladder  diseases.  When 
acutely  inflamed,  the  gallbladder  may  become  adher- 
ent ro,  or  even  ulcerate  into,  any  of  the  structures 
contiguous  to  it.  The  neck  of  the  cystic  duct  lies 
on  the  common  bile  duct.  When  a large  stone  is  im- 


pacted in  this  location  obstruction  of  the  common 
duct  may  take  place.  In  about  10  per  cent  of  cases, 
one  finds  the  gallbladder  completely  invested  with 
peritoneum  and  possessing  a mesentery,  and  it  hangs 
treely  from  under  surface  of  liver. 

Another  problem  occasionally  encountered  is  the 
"pouch  of  Hartman”  formed  by  part  or  all  of  the 
neck  becoming  dilated  into  a diverticulum. 

Serious  consideration  must  be  given  to  anomalies  of 
the  blood  vessels  of  the  gallbladder.  We  find  the  cys- 
tic artery  arising  from  the  left  hepatic  or  the  gastro- 
duodenal instead  of  the  right  hepatic  artery,  and  it 
passes  in  front  of  the  hepatic  duct.  Occasionally 
there  is  an  accessory  cystic  artery  arising  from  the 
right  hepatic,  gastroduodenal  or  pancreaticoduodenal 
artery  which  passes  along  the  course  of  the  common 
duct  to  reach  the  neck  of  the  gallbladder. 

Anomalies  of  the  cystic  duct  are  not  uncommon 
and  one  of  them  is  increased  length  and  running  par- 
allel with  the  hepatic  duct,  emptying  into  the  he- 
patic duct  just  above  the  ampulla  of  Vater.  Natur- 
ally, it  would  be  easy  to  mistake  the  cystic  duct  in 
this  location  for  the  common  bile  duct  and  open  it; 
also,  the  hepatic  duct  might  be  opened  in  doing  a 
cholecystectomy. 

Another  anomaly  is  the  common  bile  duct  and  the 
pancreatic  duct  running  parallel  to  each  other  to  two 
separate  and  distinct  openings  in  the  duodenum,  in- 
stead of  the  pancreatic  duct  opening  into  the  com- 
mon bile  duct  7 or  8 mm.  above  the  tip  of  the 
papilla.  Congenital  anomalies  of  the  biliary  tract 
other  than  those  mentioned,  fortunately  are  not  com- 
mon. There  is  an  accessory  right  hepatic  duct,  which 
is  occasionally  seen  emerging  from  the  liver  in  the 
fossae  of  the  gallbladder  and  which  may  take  a vari- 
able course  to  empty  into  the  common  hepatic  duct. 
This  may  be  wounded  and  be  responsible  for  leakage 
of  bile,  following  cholecystectomy,  where  it  was  not 
recognized  at  the  time  of  operation. 

The  proper  management  of  gallbladder  conditions 
necessitates  classifying  jaundice.  McNee’s14  three 
classifications  seem  to  be  better,  in  other  words  he 
classifies  them  according  to  the  symptoms  which  they 
produce,  as  follows: 

1.  Obstructive  Jaundice,  caused  by  occlusion  of 
the  biliary  passages  by  stone,  stricture  or  neoplasm. 
In  this  variety  one  is  helped  in  making  the  diagnosis 
by  the  van  den  Bergh  reaction  which  is  always  di- 
rect. 

2.  Intrahepatic,  toxic  or  infectious  Jaundice,  de- 
pendent on  actual  injury  to  the  hepatic  parenchyma. 
This  group  is  caused  by  cases  of  epidemic  or  catar- 
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rhal  jaundice;  parasitic  or  spirochetal  infection  of  the 
liver,  hepatic  cirrhosis;  yellow  atrophy;  and  jaundice 
due  to  certain  systemic  diseases;  drugs  and  industrial 
poisons.  These  conditions  are  managed  by  medical 
treatment,  except  when  complicated  by  obstructive 
symptoms. 

3.  Hemolytic  Jaundice.  In  this  condition  we  find 
an  abnormally  large  production  of  bilirubin  in  the 
body  and  circulation  and  it  also  shows  an  absence  oi 
bile  pigment  in  the  urine.  We  do  find  an  increase  of 
urobilin  in  the  urine,  also  an  increase  of  bile  coloring 
in  the  stools  with  an  increased  fragility  of  the  ery- 
throcytes of  the  blood,  and  often  splenomegaly. 
This  group  includes  cases  of  congenital  and  familial 
hemolytic  jaundice  in  which  splenectomy  gives  such 
excellent  results. 

The  problem  of  results  obtained  from  surgical  pro- 
cedures in  the  three  types  of  jaundice,  shows  that  re- 
sults can  be  expected  only  if  the  jaundice  is  of  the 
obstructive  type. 

Hartman,'  at  the  Mayo  Clinic,  in  45  0 cases  of 
jaundice  found  that  23  per  cent  were  intrahepatic, 
7 per  cent  were  hemolytic,  and  the  remaining  70  per 
cent  were  of  the  obstructive  type  of  the  hepatic  or 
common  bile  ducts;  2 5 per  cent  of  obstructive  type 
were  carcinoma,  and  one-half  of  these  were  of  pan- 
creatic carcinoma,  and  one-half  gallbladder  and  duct 
carcinoma.  Metastatic  and  general  carcinoma  ac- 
counted for  a total  of  7 per  cent  of  all  cases  of  jaun- 
dice. Benign  lesions  and  stones  were  responsible  for 
about  20  per  cent,  and  stricture  of  the  hepatic  or 
common  bile  duct  for  10  per  cent. 

Time  does  not  permit  me  to  go  into  the  patho- 
logic physiology  of  obstructive  jaundice  except  to 
state  that  we  have  no  precise  means  which  will  give 
us  an  absolute  check  up  on  the  amount  of  damage 
done  to  the  liver  and  kidneys;  yet  we  are  aware  that^ 
the  duration  and  degree  of  jaundice,  the  presence  or 
absence  of  infection,  hemorrhagic  tendencies,  size 
of  the  liver,  and  general  nutrition  of  patients,  coupled 
with  one’s  surgical  judgment  and  the  laboratory  aids, 
give  us  a fair  picture  of  damage  done.  The  future 
holds  much  for  investigators  in  this  field. 

The  surgeon’s  chief  problem  in  these  obstructive- 
jaundice  cases  is  the  indications  for  operative  treat- 
ment. This  field  is  always  difficult,  and  requires  a 
great  deal  of  judgment  and  experience  to  avoid  the 
many  pitfalls  which  await  the  one  who  is  hasty  in  his 
judgment. 

Sir-  Berkeley  Moynihan16  a number  of  years  ago 
made  the  following  statement,  which  applies  at  this 
time,  as  it  did  then:  "No  one  living  is  infallible  in 


the  differencial  diagnosis  of  obstructive  jaundice;  the 
diagnosis  is  always  difficult  and  the  chance  of  a life 
saved  so  important,  that  I advise  operation  in  all 

cases.” 

In  cases  of  prolonged  painless  jaundice,  explora- 
tory operation  should  be  done,  if  one  can  rule  out 
catarrhal  or  epidemic  jaundice  and  if  the  general 
condition  of  the  patient  can  be  strengthened  by 
transfusions  to  withstand  the  procedure. 

A high  percentage  of  malignant  cases  will  present 
colic  and  pain  as  well  as  jaundice.  A large  number 
will  be  found  inoperable  and  it  will  be  necessary  to 
do  a sidetracking  operation  in  order  to  relieve  them. 

One  of  our  chief  problems  in  doing  biliary  surgery 
is  to  avoid  hemorrhage,  and  hepatic  and  renal  insuf- 
ficiency. Blood  transfusions  prior  to  surgical  pro- 
cedure will  greatly  improve  these  patients  and  will 
diminish  the  coagulation  time  of  the  blood.  Calcium 
chloride  .5  Gm.  given  intravenously,  with  100  cc.  of 
normal  salt  solution,  seems  also  to  aid  the  coagula- 
bility of  the  blood. 

Where  one  wishes  to  know  whether  the  jaundice 
is  increasing  or  decreasing,  frequent  determinations 
of  the  "serum  bilirubin”  are  of  great  deal  of  value, 
especially  in  deeply  jaundiced  patients.  By  means  of 
this  test,  with  watchful  waiting,  one  may  convert  a 
serious  surgical  problem  into  a relatively  safe  one. 

Temperature,  deep  jaundice,  and  hemorrhagic  ten- 
dencies are  a contra-indication  to  surgery  of  the  bil- 
iary tract.  One  is  justified,  in  most  cases,  in  pur- 
suing the  watchful  waiting  policy  until  subsidence  of 
the  inflammatory  process.  Forced  fluids,  transfu- 
sion, high-carbohvdrate  diet,  calcium  intravenously, 
rest  and  quiet,  with  ice  locally,  will  aid  these  extreme 
cases  very  much,  until  they  are  able  to  withstand  the 
contemplated  surgery. 

Postoperative  treatment  and  care  of  these  patients 
is  very  important  and  at  times  is  a serious  problem 
of  itself.  Hemorrhage  is  the  most  common  complica- 
tion and  should  be  treated  by  transfusion  of  whole 
blood,  forced  fluids,  and  1000  to  2000  cc.  of  10  per 
cen:  glucose,  as  necessary,  intravenously,  and  surgery 
if  indicated.  As  soon  as  the  patient  is  able  to  take 
food,  start  the  high-carbohydrate  diet  fortified  by 
from  one  to  two  ounces  of  Karo  syrup  daily.  Ade- 
quate drainage  of  infected  cases  is  very  necessary  and 
advisable. 
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In  a paper  which  I read  last  October,  entitled 
"My  Impressions  and  Suggestions  of  Staff  Meeting,” 
I suggested  the  election  of  new  staff  officers  each 
year  because  it  gives  new  interest,  injects  new  blood, 
new  ideas,  new  everything,  into  the  meeting.  At 
that  time,  I did  not  know  the  presidency  of  your 
staff  was  such  a nice  position  to  hold.  As  chairman, 
one  does  not  have  much  hard  work  to  do:  he  has 
an  opportunity  to  be  on  the  inside  workings  of  the 
hospital;  he  can  pick  up  his  own  executive  staff  and 
pick  to  pieces  whomever  he  pleases  or  compliment 
whomever  he  pleases.  Among  the  people  of  the 
community  and  in  the  valley,  I was,  indeed,  rather 
surprised  to  find  the  respect  they  hold  for  the  presi- 
dent of  a hospital  staff  and,  with  a large  staff  mem- 
bership such  as  we  have,  there  are  a good  many  men 
capable  and  well-fitted  for  the  presidency.  Why 
should  not  this  honor  be  passed  around  among  them? 
Furthermore,  I think  we  get  rather  tired  of  seeing 
the  same  men  before  us,  meeting  after  meeting,  re- 
gardless of  their  ability.  I am  sure  you  are  tired  of 
seeing  me  before  you  at  this  hospital,  as  I have 


b~en  on  the  hospital  staff  six  years  and  have  been 
before  you  at  most  of  the  meetings,  trying  to  fulfill 
some  job  or  another.  So,  again  let  me  tell  you  that 
I have  enjoyed  the  chairmanship  and  wish  that  you 
will  support  your  next  chairman  with  the  same,  or 
even  better,  enthusiasm  and  interest  as  that  with 
which  you  have  supported  me. 

I wish  to  present  a few  of  my  impressions  or  ad- 
vancing work  in  the  medical  science  throughout  the 
past  year  or  two. 

In  medicine,  to  my  knowledge,  there  has  been  no 
contribution  during  the  past  year  which  is  compar- 
able to  come  of  the  notable  advances  in  other  years. 
As  for  example,  the  introduction  of  insulin,  the 
synthesis  of  thyroxin,  the  discovery  of  liver  therapy 
in  pernicious  anaemia,  and  so  forth;  and  yet  there 
is  evidence  that  knowledge  is  increasing  rapidly  all 
along  the  line.  The  laboratory  worker  has  been 
exceedingly  active  in  the  effort  to  extend  scientific 
knowledge  beyond  its  present  limits.  Much  of  this 
work  is  not  now  available  or  applicable  to  clinical 
medicine.  The  enthusiastic  clinician  and  the  practi- 
tioner are  ever  alert  to  the  importance  of  careful 
clinical  study  and  are  aiding  in  the  solution  of  the 
multiplicity  of  problems  presented  by  sickness.  The 
prevention  and  cure  of  disease,  the  amelioration  of 
symptoms  after  the  disease  has  occurred,  and  the 
prolongation  of  life,  are  the  goals  of  all  workers  in 
the  field  of  medical  science. 

In  obstetrics  probably  the  most  outstanding  con- 
tribution during  the  preceding  several  years  has  been 
the  discovery,  by  Aschheim  and  Zondek,  of  the  an- 
terior pituitary  hormone  in  the  urine  of  the  preg- 
nant woman,  and  the  utilization  of  this  discovery 
for  the  early  diagnosis  of  pregnancy.  This  subject 
was  ably  and  well  presented  to  us  during  the  past 
year  by  our  obstetrical  staff. 

In  taking  stock  of  our  present-day  surgery,  ac- 
cording to  the  general  trend  of  opinion,  the  two  most 
serious  criticisms  of  surgery  are  that  unnecessary  op- 
erations are  performed  and  that  poor  work  is  done 
because  of  inexperience  or  lack  of  judgment  or  lack 
of  ability.  That  the  evils  are  still  too  prevalent 
can  hardly  be  denied.  They  may  be  traced  to  funda- 
mental difficulties  in  the  selection  of  medical  stu- 
dents and  to  inadequate  training.  The  surgeons  and 
roentgenologists  tell  us  that  a great  many  sources  of 
error  are  still  present  in  the  roentgen  ray  of  abdom- 
inal lesions.  Patterson  emphasizes  that  the  radiology 
reports  are  not  to  be  regarded  as  infallible,  because  of 
fallacies  incident  to  the  x-ray  technic  or  because  of 
interpretation.  Two  conclusions  seem  apparent: 
first,  if  the  roentgen-ray  findings  do  not  support 
the  clinical  signs  and  symptoms,  the  former  should 
be  disregarded;  second,  close  cooperation  between 
the  surgeon  and  roentgenologist  is  desirable.  Surgery 
has  arrived  at  the  end  of  a period  largely  clinical 
and  technical.  It  has  taken  forty  years  to  arrive  at 
this  mastery.  During  this  time,  it  has  accomplished 
a considerabde  work;  it  has  acquired  an  admirable 
sureness  in  its  acts;  it  has  created  its  methods,  stud- 
ied the  morbid  physiology  of  some  disorders,  fixed 
the  nature,  the  pathological  anatomy  and  the  evolu- 
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tion  of  a great  number  of  diseases.  Deaver  stated 
before  he  died  that  the  most  significant  develop- 
ment of  good,  modern  surgery  is  its  comparative 
safety.  Most  recent  advance  has  not  been  in  the 
development  of  new  procedure,  but  in  the  perfect- 
ing of  old  procedures,  in  the  refinement  of  technic 
and  in  lessening  mortality. 

In  reviewing  the  cancer  situation  for  the  past 
year,  I have  found  no  startling  discovery;  in  fact, 
the  literature  s-ems  to  be  less  voluminous  than  in 
other  years.  The  treatment  of  cancer  in  the  human 
being  by  surgery  has  reached  its  limit.  If  patients 
can  be  educated  to  come  in  time,  cancer  in  acces- 
sible regions  can  be  recognized  and  removed  with  a 
large  percentage  of  permanent  cures;  in  some  cases, 
like  the  lip  and  skin,  cures  will  be  obtained  in  100 
per  cent;  in  the  mouth,  80  to  100  per  cent;  in  the 
breast,  70  to  80  per  cent;  in  the  stomach  and  colon, 
in  very  early  cases,  up  to  70  per  cent.  So  far,  radia- 
tion has  accomplished  most  in  cancer  of  the  cervix. 
Cancer  of  the  skin,  mouth  and  cervix  are  prevent- 
able diseases,  because  the  individual  is  always  warn- 
ed by  a local  defect  before  the  area  becomes  cancer. 
At  the  present  time,  the  majority  of  the  profession 
is  most  interested  in  what  can  be  accomplished  with 
radium  when  the  disease  has  passed  the  operable 
stage!  this  makes  it  difficult  to  gain  the  attention 
of  the  public  and  the  profession  to  the  educational 
and  research  sides.  We  have  not  the  slightest  evi- 
dence that  the  present  attempts  at  curing  cancer  by 
surgery  with  the  knife,  cautery,  diathermy,  by  radia- 
tion, intravenous  lead,  or  with  any  other  method 
of  treatment,  promise  any  further  success.  The 
control  of  cancer  rests  on  education  and  research. 
If  the  same  attention  is  given  to  these  two,  with  the 
same  financial  support,  as  is  given  to  the  treatment 
of  cancer  in  the  late  stage,  we  can  expect  tremen- 
dous improvement,  as  much  as  or  even  more  than 
we  have  accomplished  for  tuberculosis.  A review 
of  all  that  is  being  done  in  the  fight  against  cancer 
is  extremely  interesting,  and  you  would  all  be  in- 
terested and  benefited  by  making  such  a study. 

Cranial  trauma,  due  to  the  rapid  means  of  trans- 
portation, has  become  a very  important  part  of  our 
work.  A review  of  the  literature  for  the  past  year 
seems  to  show,  without  much  question,  that  con- 
servative methods  in  the  treatment  of  cranial  in- 
juries are  becoming  generally  adopted.  The  percent 
day  concept  of  head  injury  places  contusion  of  the 
brain  as  the  commonest,  by  far,  of  the  serious  les- 
ions which  follow  cranial  trauma.  The  amount  of 
contusion  may  vary  from  a small  localized  cortical 
area  to  a wide-spread  involvement  producing  patches 
of  softening  and  hemorrhage  throughout  the  brain. 
A cortical  contusion  cannot  be  repaired  by  surgery. 
A torn  brain  cannot  be  resutured.  It  is  realization 
of  the  facts  that  contusion  is  by  far  the  most  fre- 
quent result  of  severe  cranial  trauma  and  that  sur- 
gery cannot  accomplish  anything  to  repair  the  cran- 
ial damage,  that  has  led  to  present-day  theory  of 
non-operative  treatment  of  head  injuries  unless  the 
clinical  evidence  points  unequivocally  to  the  pres- 
ence of  a rapidly  forming  clot,  or  unless  other  meth- 
ods of  controlling  intracranial  pressure  have  failed. 


This  subject  was  discussed  at  length  and  very  sane- 
'v  at  one  of  our  staff  meetings  last  year. 

Much  is  being  written  stressing  the  lessening  of 
personal  relationship  between  the  physician  and  the 
patient.  C.  Jeff  Miller  (Surg.  Gynec.  Obst.)  in  his 
presidential  address  to  the  American  College  of  Sur- 
geons, spoke  of  the  great  need  of  a more  personal 
and  a more  human  relationship  between  the  physi- 
cian and  the  patient.  He  fears  we  may  be  stand- 
ardizing our  hospitals,  medical  schools,  laboratories, 
medical  and  surgical  therapeutics  to  too  great  an 
extent.  He  says:  "For  the  care  of  the  sick  implies 
more  than  the  use  of  the  knife  and  the  treatment  of 
drugs,  the  employment  of  systems  and  therapeutics. 
For  the  practice  of  medicine  implies  more  than  the 
application  of  medical  science.  Call  it  what  you 
will,  there  is  another  aspect  of  the  practice  of  medi- 
cine from  which  you  cannot  get  away.  There  is  a 
relationship  between  the  doctor  and  patient  which 
cannot  be  charted  and  diagramed.  It  awakens  sym- 
pathy and  kindliness  and  pitifulness  on  the  part  of 
one,  and  inevitably  begets  faith  and  hope  and  trust 
in  the  other.  It  is  not  inconsistent  with  accurate 
diagnosis  and  scientific  treatment.  It  is  the  com- 
plement of  them  and  it  is  quite  as  essential  as  they 
are.”  This  address  is  well  worth  reading  and  re- 
viewing. 

Again,  E.  Starr  Judd,  in  his  presidential  address 
to  the  American  Surgical  Association  in  Philadel- 
phia, tells  us  that  unless  the  intimate  personal  re- 
lationship between  the  physician  and  patient  is  main- 
tained, it  will  not  be  possible  to  obtain  for  the  pa- 
tient the  kind  of  service  the  majority  of  American 
citizens  are  entitled  to  and  will  demand.  The  one 
thing  he  is  certain  of  is  that,  whether  caring  for  the 
sick  is  to  be  done  by  private  practice,  group  prac- 
tice, clinics  or  guilds,  it  must  be  continued  on  a 
personal  basis. 

In  regard  to  anesthesia,  we  still  seem  to  be  search- 
ing for  the  perfect  anesthetic.  During  the  past 
years,  there  have  been  gradual  changes  in  the  use 
o i anesthetics.  Chloroform  has  been  very  nearly 
abandoned  and,  while  ether  is  still  the  most  popu- 
lar anesthetic,  there  seems  to  be  a distinct  drift 
away  from  it,  toward  gas  anesthesia  and  regional 
anesthesia  particularly,  including  spinal  anesthesia, 
nitrous  oxide  and  ethylene.  According  to  a ques- 
tionnaire to  the  Fellows  of  the  American  College 
of  Surgeons  in  1930,  I believe,  ether  was  shown  to 
be  the  most  popular.  The  work  and  teachings  of 
McKesson  have  been  a powerful  influence  on  gas 
anesthesia.  The  perfect  gas  so  far  has  not  been  found. 
Spinal  anesthesia  has  enjoyed  a tremendous  vogue 
curing  the  last  few  years  and  is  now  leading  the  in- 
terest in  the  literature  of  anesthesia.  The  death  rate 
is  still  much  to  high,  which  is  merely  a demonstra- 
tion of  what  happens  when  a method  of  such  poten- 
tial danger  is  used  by  numerous  men  who  have  not 
had  the  proper  teaching  or  sufficient  experience  with 
it  to  carry  on  alone.  In  this  country,  the  barbituric- 
acid  derivatives  have  been  tried  extensively  during 
the  last  few  vears  and  for  anesthetic  purposes  with- 
out the  aid  of  the  inhalant  or  local  anesthetics,  I 
believe  I am  correct  in  saying,  have  fallen  short. 
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For‘y-Second  Annual  Meeting,  Tucson, 
April  20,  21  and  22,  1933. 


XUTES  OF  COUNCIL  MEETING 

The  Council  failed  to  secure  a quorum  for  the 
scheduled  meeting  at  9 a.  m.  Thursday,  April  20. 
Informal  discussion  developed  the  need  for  an  even- 
ing meeting  of  thu  Council  on  the  day  preceding  the 
firs'-  general  session,  in  order  that  sufficient  time 
may  be  given  to  the  important  business  of  the  Coun- 
cil, including  the  formulation  of  a budget  to  be  pre- 
sented to  the  Hous^  of  Delegates.  The  lack  of  a 
budget  this  past  y-ar  caused  considerable  confusion 
in  the  handling  of  xhe  Association’s  funds. 

The  Council  held  its  only  meeting  of  the  conven- 
tion at  1:30  p.  m.  on  April  20,  with  the  following 
present: 

Dr.  N.  C.  B'edso'-,  President. 

Dr.  Clarence  Gunter,  Retiring  President. 

Dr.  C.  E.  Yount.  Treasurer. 

Dr.  C.  A.  Thomas,  Councilor. 

Dr.  W.  W.  Watkins,  Acting  Secretary. 

Minutes  of  the  previous  Council  meeting  (last 
year)  were  read  and  approved. 

Motion  was  made,  seconded  and  carried  that  Dr. 
Watkins  be  made  Assistant  Secretary,  with  full  pow- 
er to  act  as  Secretary,  during  the  illness  of  Dr.  Har- 
bridge.  Dr.  Harbridge  was  taken  ill  a day  or  two 
b'fore  the  convention  and  was  unable  to  be  present, 
and  it  is  not  certain  just  how  long  he  will  be  in- 
capacitated from  duty. 

Report  of  the  Treasurer  was  presented.  It  bad 
prcv:o’’sly  been  sent  to  all  members'  of  the  Council, 
ard  he  main  points  in  his  recommendations  were 
"one  over  again  by  Dr.  Yount.  The  report  is  ap- 
i ended  as  a part  of  these  minutes.  Dr.  Yount  stated 
that  there  is  on°  other  bill  which  has  not  come  into 
his  hands,  for  attorneys’  fees  for  drafting  thr  Basic 
Science  Bill  and  other  legislation  introduced  by  the 
Public  Welfare  Committee.  He  understood  this  bill 
was  for  S150.00. 

Authority  was  requested  to  revise  his  report  to 
include  any  payments  made  at  this  meeting,  espe- 
cial'y  the  remittance  from  Pima  County  of  S775.C0, 
paying  for  62  members.  Upon  motion,  duly  second- 
ed, this  authroity  was  granted.  (Revised  statement 
of  the  Treasurer  is  appended.) 

Motion  was  made,  seconded  and  carried  that  the 
Council  recommend  to  the  House  of  Delegates  that 
the  dues  for  1934  be  set  at  S12.50. 

Motion  was  made,  seconded  and  carried  that  the 
Treasurer’s  Report  b?  accept'd,  with  the  cordial 
thanks  of  the  Council  to  Dr.  Yount  for  his  excellent 
w'~k  r s Treasurer. 

Mo' ion  was  made,  seconded  and  carried  that  tlw 
S1C0.C0  reported  as  available  for  stenographer  be 
'ur^ed  over  to  Southwestern  Medicine,  partly  as'  a 
subsidy  to  make  up  for  the  decrease  in  membership, 
a~d  partly  in  return  for  the  services  of  the  editor 


and  associate  editor  in  securing  the  discussions  of 
papers  by  correspondence  with  the  authors. 

Question  of  the  representation  in  the  House  of 
Delegates  was  introduced  and  it  was  decided,  with- 
out formal  vote,  that  the  previous  year’s  report  of 
membership  should  be  the  basis  for  representation 
in  the  House  of  Delegates'. 

Council  adjourned  sine  die. 

REPORT  OF  THE  COMMITTEE  ON  MEDICAL  DEFENSF 

April  20th,  1933. 

To  the  Members  of  the  Council: 

Your  committee  on  Medical  Defense  has  taken  of- 
ficial cognizance  of  two  separate  cases  during  the 
year  1932-1933.  They  are  as  follows: 

Champie  vs.  Tuthill  §50,000  Non  suited. 

Shirley  vs.  Little  10,000  Verdict  for  the  de- 
fendant. 

Special  attention  is  called  to  the  above  two  cases. 
They  were,  both  cases,  in  charge  of  a private  insur- 
ance company’s  a torney  and  in  both  instances  tlm 
insurance  company’s  attorn-y  urgently  requested 
the  assistance  of  the  Medical  Defense  Committee. 
The  Committee  stepped  in  and  took  a leading  part 
doing  what  the  insurance  company  was  totally  un- 
able to  secure,  namelv.  a complete  and  united  de- 
fense by  members  of  this  medical  organization. 

There  is  one  thrratened  action  acamst  one  of  our 
members  but  to  date  it  has  not  materialized. 

Pavell  vs.  Swrek  still  on  calendar. 

Cost  of  Medical  Defense  for  one  year  S367.10 
COMMITTEE 

J.  E.  Bacon,  Chairman. 

R.  D.  Kennedy. 

D.  F.  Harbridge. 
secretary’s  annual  report 

The  usual  routine  of  the  office  has  been  conduct- 
ed. 

The  Secretary’s  office  in  defense  of  the  chiroprac- 
tor bill  experienced  g-^at  difficulty  in  being  able  to 
finance  the  fight.  Som°  members  contributed  loya1- 
ly,  others  apparently  comnletely  deserted  their  re- 
sponsibilitv.  therefore  it  became  nec°ssarv  to  bor- 
row §500.00  from  State  funds  of  which  §274.78  was 
return°d.  leaving  a defiemnev  of  §225.22. 

The  Treasurer’s  report  will  cover  both  our  gen- 
eral and  Medical  Defense  finances. 

Membership  in  somQ  of  the  Countv  Societies  has 
fallen  off.  One  county  has  not  been  heard  from. 

Membership  list  April  19t>i  151 

D.  F.  Harbridge.  Sec-’y. 

MEETINGS  OF  THE  HOUSE  OF  DELEGATED 

The  first  meeting  of  the  House  of  Delegates  con- 
vened at  9 a.  m.,  Friday.  April  21,  in  the  Scottish 
Rite  building,  committee  room.  President,  N.  C. 
BPdsoe,  presided.  Roll  call  showed  the  following 
delegates  present: 

Cochise  County:  Duncan  and  Cruthirds. 

Coconino  County:  No  delegate. 

Graham  County:  Morris.  Butler. 

Greenlee  County:  No  delegate. 

Maricopa  Countv:  Smith.  Howel'  Randolph. 

Woodman,  Ross,  Theeny,  Craig,  Truman.  Watkins 
(Asst.  Secy.). 

Mohavn  County:  B razee. 

Pima  County:  No  depute®.  Bledso°  (President). 

Santa  Cruz  County:  No  delegates. 

Yavapai  Countv:  Yount  (Treas.). 

Yuma  County:  No  delegate. 

Gila  County:  Gunter. 

Total.  16.  Quorum  is  15. 
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TO  THE  COUNCIL  AND  HOUSE  OF  DELEGATES,  ARIZONA  STATE  MEDICAL  ASSOCIATION: 

Gentlemen:  I present  herewith  Treasurer’s  report  for  the  year  ending  April  12,  1933.  (Books 

closed  this  date). 

GENERAL  STATEMENT 

To*al  Rece'nts  All  Sources: 

Balance  General  Fund  April  13,  1932  $ 2,423.51 

Dues  1932-33.  152  members  at  $12.50  1,900.00 

Refunds  Welfare  Committee  274.78 

Defense  Fund,  Balance  Savinars  Bank  April  13,  1932 $5,556.64 

From  General  Fund  for  bonds  500.00 

Interest  and  coupons  653.58 

• 

U.  S.  Bonds  and  purchase  cost  $6,710.22 

5,232.94  1,477.28 


United  States  Bonds  15,000.00 


Total  Receipts  all  sources  $21,875.57 

Total  Disbursements  all  sources  2,442.07 


Total  Balance  all  Funds $18,633.50 

ANALYSIS  AND  STATEMENT  BY  FUNDS 

1.  General  Fund: 

Receipts 

balance  in  Bank  of  Arizona.  Anril  13,  1932  $ 2,423.51 

152  members  pro  rated  at  $6.00  Medical  Defense  . 912.00 

152  members  pro  rated  at  $6.50  General  Fund  988.00 

Refunds  Welfare  Committee  ...  274.78  $4,598.29 


D;sbursements,  Dulv  Authorized,  Paid  from  General  Fund 

Southwestern  Medicine,  285  members $ 570.00 

Mrs.  H.  Randolph,  Stenographer  annual  meeting  100.00 

C.  E.  Yount.  Treasurer’s  expense  50.00 

D.  F.  Harbridge,  Secretary’s  expense  60.00 

Yavapai  County  Savings  Bank,  Defense  Fund,  for  purchase  of  bonds  500.00 

A.  C.  Taylor  Printing  Co.,  President’s  stationery  14.50 

Bank  of  Arizona,  Safety  Deposit  Box  3.00 

Martindell.  Horne  & Co.,  Treasurer’s  bond  30.00 

W.  D.  O’Neil,  Mimeographing,  etc 10.54 

Republic  and  Gazette,  printing  8.75 

Sloan,  McKesson  and  Scott,  Medical  Defense  150.00 

Sloan,  McKesson  and  Scott,  Medical  Defense  14.10 

Dr.  Howell  Randolph,  re  Chiropractic  Bill  59.40 

D.  F.  Harbridge.  Secretary’s  expense  60.00 

W.  D.  O’Neil,  Mimeographing,  etc 5.46 

Arizona  Industrial  Congress,  Membership  for  1933  50.00 

Donofrio  Floral  Co.  (Mrs.  Gunter)  15  00 

A.  C.  Taylor  Printing  Co.,  letterheads 18.50 

Mrs.  D.  F.  Harbridge.  Public  Welfare  Committee  500.00 

A.  C.  Taylor  Print ing  Co.,  membership  cards  3.50 

Sloan,  McKesson  and  Scott,  Medical  Defense  200.00 

A.  C.  Tavlor  Printing  Co.,  Basic  Science  Reports  ....  8.00 

A.  C.  Taylor  Printing  Co.,  Membership  roll  sheets  11.00 

Check  taxes  .32 


April  13,  1933,  Transferred  to  Defense  Fund  $ 2,442.07 


April  13.  1933.  Balance  in  Bank  of  Arizona  544.90  $2,986.97 

$1,611.32 

2. — Defense  Fund: 

Receipts 

Balance  in  Savings  Bank,  April  13,  1932  $ 5,556.64 

Interest,  June  30,  1932  5.74 

December  31,  1932  22.84 

Coupons,  U.  S.  Bonds,  June,  1932  312.56 

December,  1932  312.44 

152  members  prorated  at  $6.00  Medical  Defense  912.00 

From  General  Fund  for  purchase  of  bonds  500.00  $7,622  22 


Expenditures 

Bank  of  Arizona,  Safety  Deposit  Box  $ 3,00 

Sloan,  McKesson  and  Scott  150.00 

Sloan,  McKesson  and  Scott  14.10 

Sloan,  McKesson  and  Scott  200.00 

U.  S.  Bonds  and  cost  of  purchase  ($5,000.00)  5,232.94  5,600.04 


April  13,  1933,  Balance  in  Yavapai  County  Savings  Bank  $2,022.18 


CLEARING:  Dues  152  members  at  $6.00  $ 912.00 

Cost  of  Medical  Defense  Fund  for  Year  367.10 


Balance  of  Defense  Fund  in  General  Fund,  Transferred  to  Yava- 

vapai  Savings  Bank,  April  13,  1933  .$  544.90 


EARNINGS  OF  DEFENSE  FUND  AND  BONDS  SINCE  LAST  REPORT: 

Bonds,  Coupons,  June,  1932  $ 312.56 

Demcember,  1932  312.44 

Savings  Account,  Interest,  June  30,  1932  5.74 

December  31,  1932  22.84 


$ 653.58 


UNPAID  EXPENSE  FOR  1933: 

To  Southwestern  Medicine,  152  members  at  $2.00  ....$  304.00 

Secretary’s  office  expense  120.00 

Stenographer  annual  meeting  100.00 

Annual  retainer,  Sloan,  McKesson  and  Scott  100.00 


$ 624.00 


RECOMMENDATIONS : 

1.  Our  paid  up  membership  this  year  is  152,  representing  a loss  of  133  members.  Our  costs.  Med- 
ical Defense  and  running  expenses  of  the  Association,  are  approximately  the  same.  Your  Treasurer 
recommends  that  the  annual  dues  be  continued  and  pro  rated  as  last  year.  $12.50. 

2.  It  would  appear  that  there  are  at  this  time  133  phvsicians  in  Arizona  who  were  members  of  the 
Association,  but,  by  reason  of  non-payment  of  dues,  will  not  be  entitled  to  Medical  Defense  this  year. 
This  is  a serious  blow  not  only  to  our  Medical  Defense  but  to  these  physicians  who  will  not  be  thus 
protected.  I would  suggest  that  the  Council  give  this  loss  of  membership  its  serious  consideration 
as  I do  not  believe  the  depression  is  wholly  responsible. 

3.  In  view  of  the  unexpected  bills  incurred  this  last  year,  it  would  seem  v/ise  that  our  expenditures 
be  budgeted  as  carefully  as  possible  each  year.  This  year  we  were  called  upon  to  loan  $500.00  to 
the  Welfare  Committee,  of  which  $274.78  was  returned,  and  another  $75.00  was  expended  in  con- 
nection with  Initiative  Measure  304;  and  $100.00  has  yet  to  be  paid  in  connection  with  the  Basic 
Science  Law. 

Respectfully  submitted, 

C.  E YOUNT,  Treasurer. 

We,  the  undersigned,  a committee  duly  appointed  by  President  Clarence  Gunter,  have  audited  the 

books  of  the  Treasurer  and  inspected  the  bonds  in  his  custody,  and  find  them  to  be  correct 

R.  N.  LOONEY, 

JOHN  W.  FLINN. 


LIST  OF  BONDS  OWNED  BY  THE  ASSOCIATION 
United  States  First  Liberty  Loan,  Converted,  414% 


100  ...... 

D-00611504 

500  ...... 

E-00185115 

1000  

C-00100648 

Treasury  Bonds,  4%,  1944-54 

100  

B-00885317 

500  

E-00185125 

1000  

.....  E-00181905 

(Purchased  1932) 

100  

A-00885316 

500  

A-00185126 

1000  ..... 

C-00135013 

1000 

C-00080373 

100 

D-00767759 

500  ...... 

C-00190598 

1000  ..... 

A-00280306 

1000 

D-00080374 

100 

E-00767760 

500  ...... 

B-00190597 

1000 

.....  B-00280307 

1000 

E-00080375 

500 

......  D-00190459 

1000  ..... 

B-00280312 

1000 

F-00080376 

500  ...... 

C-00190458 

1000 

G-00080377 

TO  THE  COUNCIL  AND  HOUSE  OF  DELEGATES,  ARIZONA  STATE  MEDICAL  ASSOCIATION: 
Gentlemen : 

We,  the  committee  appointed  by  President  Clarence  Gunter  to  audit  the  books  of  the  Association’s 
State  Treasurer,  Dr.  Yount,  report  as  follows: 

(1)  We  have  checked  the  bonds  listed  in  the  report  and  find  them  in  the  safe  deposit  box  in  the 
Bank  of  Arizona,  and  the  cash  of  the  General  Fund  is  on  deposit  in  the  Bank  of  Arizona  and  Yavapai 
County  Savings  Bank,  respectively,  in  amounts  as  reported. 

<2)  We  again  congratulate  the  Association  in  the  choice  of  Treasurer  and  commend  him  for  the 
thought  and  efficiency  which  he  has  displayed  in  handling  the  Association’s  funds. 

(3)  We  recommend  that  Paragraph  1,  page  2,  of  his  recommendations,  “that  the  annual  dues  be 
continued  and  pro  rated  as  last  year,  $12.50.”  be  adopted. 

(4)  We  recommend  that  the  Treasurer’s  suggestion  regarding  delinquent  dues  be  given  very  seri- 
ous consideration  by  the  Council.  And  we  further  recommend  that  the  Secretary  of  the  Association  be 
instructed  to  write  urgent  letters  to  the  several  County  Secretaries  pointing  out  the  necessity  of  making 
unusual  efforts  to  collect  these  delinquent  dues. 

Respectfully  submitted, 

JOHN  W.  FLINN, 

R.  N.  LOONEY. 


SUPPLEMENTARY  REPORT  OF  THE  TREASURER,  ARIZONA  STATE  MEDICAL  ASSOCIATION 

The  Council  of  the  Arizona  State  Medical  Association,  at  its  meeting  in  Tucson,  April  20,  1933,  au- 
thorized the  Treasurer  to  issue  a supplementary  report  to  include  paid  up  membership  to  date  of  meeting 


and  to  pay  Southwestern  Medicine  on  this  basis. 

Membership  as  of  April  12,  1933  152  members 

Members  added  April  12  to  22,  1933  68 


Total  220  members 
C.  E.  YOUNT,  Treasurer. 
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Reading  of  fhe  minutes  of  previous  meetings  was 
dispensed  with,  on  mo  ion,  since  they  had  been  pub- 
lished in  Southwestern  Medicine. 

Report  of  the  Council  to  the  House  of  Delegates 
was  given  verbally  by  the  Asst.  Secretary,  consist- 
ing of  the  recommendations  in  the  Treasurer’s  re- 
port and  particularly  the  one  setting  the  dues  for 
1934  at  S12.50. 

Dr.  Howell  Randolph  inquired  whether  it  was  the 
purpose  of  the  Defense  Commi  tee  to  secure  suffi- 
cient funds  to  offer  indemnity.  No  member  of  the 
Defense  Committee  was  present,  but  Dr.  Gunter 
stated  htat,  so  far  as  he  knew,  4 here  was  no  such  in- 
tention; that  indemni  y by  a mrdical  society  had  not 
proven  successful  anywhere  it  had  been  tried.  The 
object  was  to  secure  sufficient  funds'  so  that  the  in- 
terest would  take  care  of  the  cost  of  m dical  defense. 

After  some  further  c i cussion  of  the  difficulty  in 
maintaining  membership  on  account  of  th  ->  dues,  Dr. 
Rando’ph  introduced  a motion  thrt  the  amount  set 
aside  for  medical  defense  f°r  the  year  1933  be 
dropped  in  the  case  of  those  who  had  not  yet  paid 
dues  and  that  this  amount  be  refunded  to  those 
members  who  have  already  paid  dues  for  1933,  and 
that  medical  defense  be  carried  for  all  members  of 
the  Association  who  pay  the  reduced  dues  for  1933. 
The  motion  was  seconded  by  Dr.  Gunter,  in  order  to 
get  it  properly  before  the  House  of  Delegates  for 
discussion. 

Dr.  Randolph  stat  d that  he  was  following  out  a 
recommendation  from  the  Board  of  Directors  of 
Maricopa  County  Medical  Society,  which  Board  went 
out  of  office  last  January,  but  in  retiring  made  this 
suggestion  for  reduction  of  dues  for  1933. 

Dr.  Cruthirds  inquired  whether  the  adoption  of 
this  motion  would  mean  tha4  the  Treasurer  would 
have  to  sell  some  of  the  bonds,  or  would  the  S2000.00 
on  ‘hand  carry  the  Medical  Defense  Committee 
through  the  year. 

Dr.  Yount  said  that  they  had  not  yet  so’d  any 
bonds,  but  the  cessation  of  payments  into  the  De- 
fense Fund  probably  would  mean  the  sacrifice  of 
some  bonds  during  1934.  He  opposed  the  motion, 
calling  attention  to  the  fact  that  the  counties  which 
depend  on  the  mining  industry  (Yavapai,  Gila,  Co- 
chise) have  reported  their  membership  100  per  cent 
paid  up,  and  that  Pima  County  is  also  100  per  cent 
paid  up.  If  these  counties  which  are  down  to  “bacon 
and  beans  ’ can  pay  their  dues,  ce  tainly  Maricopa 
County,  which  raises  the  bacon  and  beans,  ought  to 
be  able  to  pay  up.  At  present,  Maricopa  Countv  is 
the  only  one  behind  in  dues  and  the  only  county 
making  any  objection  to  the  dues.  The  Medical  De- 
fense Committee  is  anxious  to  build  up  their  res  rve 
to  820,000  or  825,000,  in  order  to  feel  secure  against 
any  rush  of  malpractice  suits.  The  delegates  should 
stand  by  the  Defense  Committee. 

Dr.  Gunter  made  motion  that  the  recommendation 
be  laid  on  the  table  u^til  fhe  following  dav,  when  a 
more  representative  delegation  may  be  in  attendance. 
This  was  seconded  and  carried. 

The  report  of  the  Secretary  was  read  and  adopted. 
It  is  appended  here  o as  a part  of  these  minutes. 


The  report  of  the  Medical  Defense  Committee  was 
read  and  approved.  (Note: — The  communication 
from  the  Association’s  attorneys  was  receiv  d too 
late  for  presentation,  but  is  appended  hereto  as  a 
part  of  this  record.) 

An  amendment  to  the  By-Laws  was  read  by  the 
secretary,  which  provides  that  the  Council  may  fill 
any  vacancy  in  an  elective  office,  not  otherwise  pro- 
vided for  in  the  constitution,  when  the  elected  of- 
ficer is  absent,  sick  or  has  resigned. 

Adjournment  to  9 a.  m.,  April  22. 

LETTER  FROM  ASSOCIATION’S  ATTORNEYS 
My  Dear  Dr.  Harbridg'1:  ; 

Since  making  our  last  report,  three  cases  have 
been  at  issue  in  which  the  Arizona  State  Medical 
Association  has  been  actively  interest'd  and  defend- 
ed. Those  three  cases  are: 

August  Pavel1  vs.  Dr.  W.  O.  Sw'ek; 

Pearle  G.  Cbampie  vs.  Dr.  Alexander  M.  Tuthill; 

Alber'-  E.  ShirLy,  as  Administrator  of  the  Estate 
of  Patricia  Shirley,  Deceased,  vs.  Dr.  Stillman 
D.  Little. 

The  case  of  Pa  veil  vs.  Dr.  Sweek  was  trird  nearly 
a year  ago,  and  the  greater  part  of  a week  was  con- 
sumed in  the  tria1  of  the  same,  and  the  result  was 
a hung  jury.  To  this  dat-1,  the  case  has  rver  been 
set  for  retrial,  and  whe  her  fhe  plaintiff  will  a*k 
that  it  be  reset  and  tried  is  somewhat  problematic. 
Since  the  trial  of  the  case,  we  have  Earned  that 
Mr.  Pavell  has  had  the  surgical  needle  removed, 
and  instead  o1’  it  being  located  in  the  kidney,  as 
c'aimed  at  the  trial,  it  wras  found  to  be  just  under 
the  skin. 

At  the  time  of  the  trial  of  this  case,  a matter 
arose  in  wrhich  it  occurred  to  the  writer  that  a repe- 
tition of  this  incident  mighL  be  avoided,  and  that  is 
to  have  the  hospitals  of  this  State  incorporate  in 
their  records  after  each  operation  a statement  by 
the  nurse  tha  all  needles,  instruments,  sponges  and 
the  like  have  b'en  counted  after  the  operation  as 
we’l  as  before  the  operation  and  none  found  to  be 
missing. 

The  case  of  Champie  vs.  Dr.  Tuthill  was  dismiss- 
ed before  it  ever  came  up  for  trial.  There  was  no 
evidence  in  that  case  whatever  that  Dr.  Tuthill  had 
any‘hing  to  do  with  the  matters  alleged  in  the  com- 
plaint, and  on  the  day  before  the  case  came  up  for 
trial,  the  plaintiff  voluntarily  dismissed  the  suit. 

The  case  of  Shirley  vs.  Dr.  Little,  tried  last  Dec- 
ember, presented  some  very  dangerous  aspects  due 
to  the  fact  tha4  the  evidence  for  the  plaintiff  pre- 
sented a mass  of  testimonv  which,  to  state  it  mild- 
ly, appeared  to  have  been  inspired  by  the  reading  of 
some  medical  works. 

The  plaintiff  in  that  case  very  cleverly  got  around 
the  rule  thaf  in  a mal  practice  case  before  a verdict 
could  be  recovered,  it  must  be  based  upon  th'  testi 
monv  of  exp-r1',  in  this:  The  Coui-ts  have  held  that 
objective  symptoms  may  be  testified  to  by  lavmen 
A s this  was  a case  of  mistaken  diagnosis,  plaintiff 
introduced  some  ten  witnesses  wrho  testified  to  objec 
tive  symptoms.  fhat  is,  svmotoms  that  the  o~d’u"r’- 
’avrnan  could  describe,  and  then  attempted  to  have 
doctors  testify  as  to  what  thev  would  do  if  the  cor 
dition  of  the  patient  was  as  described  by  these  lay- 
men. 

One  of  the  witnesses  admitted  that  he  had  read 
the  symptoms  he  described  out  of  a medical  text 
book,  and  undoubtedly  all  the  others  had  either  read 
the  same  book  or  had  been  told  its  contents  with  re- 
gard to  the  symptoms  of  4he  particular  disease  o" 
condition  in  question;  however,  the  Jurv  elected  not 
to  Leheve  the  testimonv  of  the  wit^es^es  for  t'1'4 
-lr-'ntiff  and  brought  in  a verdict  in  favor  of  D~. 
Lit'le. 
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In  all  of  these  cases,  in  our  opinion,  it  would 
have  been  impossible  to  have  obtained  the  satisfac- 
tory results  that  were  obtained  if  it  had  not  been 
for  the  active  assistance  of  the  Medical  Association. 
Only  a lawyer  can  appreciate  what  it  means  to 
have  the  members  of  the  profession  lay  aside  their 
work  and  assist  in  the  defense  of  these  cases. 

It  may  be  interesting  to  state  at  this  time  that 
mal  practice  cases  have  been  increasing  by  leaps 
and  hounds  all  over  the  country,  although  this  is 
not  especially  true  in  Arizona. 

Again,  we  wish  to  express'  to  the  Medical  Associa- 
tion our  hearty  appreciation  of  the  splendid  coop- 
eration they  have  extended  to  us,  not  only  during 
the  past  year,  but  during  the  many  years  this  office 
has  handled  the  work  of  the  Association.  We  be- 
lieve that  the  comparative  freedom  of  the  doctors 
in  this  State  from  having  mal  practice  suits  brought 
against  them  can  be  attributed  in  a large  measure 
to  the  skillful  manner  in  which  the  Association  has 
been  managed  in  this  State. 

Very  truly  yours, 

Sloan,  McKesson  & Scott, 

By  Greig  Scott. 

The  house  of  delegates  met  Saturday  morning, 
April  22,  1933,  at  nine  a.  m.  Those  present  were: 
President  Bledsoe,  Pima  County;  Gunter,  Swack- 
hamer,  Gila  County;  John  Flinn,  Yount,  McNally, 
Yavapai;  Lyons,  S.  C.  Davis,  Clyne,  Wilson,  Pima; 
Brazie,  Mohave;  Stacy,  Yuma;  Hamer,  C.  C.- Craig, 
Gatterdam,  Victor  Randolph,  0.  H.  Brown,  Mari- 
copa; Duncan,  Cochise. 

An  amendment  to  a motion  which  was  laid  upon 
the  table  the  day  before  was  taken  off  the  table  for 
consideration.  The  motion  was':  “That  the  treasur- 
er s report  and  recommendations  be  accepted  and 
approved.”  The  amendment  was  to  amend  the  mo- 
tion so  that,  the  six  dollars  collected  for  the  medical 
defense  fund  be  omitted  from  this  year’s  dues  and 
if  already  collected,  remitted  to  those  who  have  paid 
it. 

Dr.  0.  H.  Brown  said  that  in  the  absence  of  How- 
ell Randolph,  who  had  presented  the  amendment,  he 
wished  to  say  that  there  wrre  a considerable  num- 
ber of  the  members  of  the  Maricopa  County  Medical 
Society  who  favored  this  amendment.  They  thought 
that  as  there  was  sufficient  money  in  the  fund  to 
serve  the  purpose  intended  for  it  for  this  year  that 
it  was  preferable  not  to  lay  the  extra  burden  upon 
the  physicians  by  having  them  pay  the  six  dollars. 

Dr.  Yount  read  the  following  telegram  from  Dr. 
J.  E.  Bacon:  “Believe  dues  should  remain  as  fixed 
and  provide  means  gradual  payment  arrears  over 
three  year  period;  defense  funds  should  be  preserv- 
ed intact  in  view  of  several  threatened  malpractice 
suits  pending;  political  action  might  better  be  fi- 
nanced by  voluntary  contributions  as  heretofore. 
Economic  condition  should  improve  this  year.” 

Dr.  Flinn  spoke  against  the  amendment  by  say- 
ing we  need  the  fund  now  more  than  ever. 

Dr.  C.  C.  Craig  spoke  in  behalf  of  those  members 
who  favored  the  amendment  by  saying  that  he  had 
spoken  to  several  of  the  members  of  the  Maricopa 
Medical  Society  who  were  in  favor  of  it,  and  that 
they  believed  it  more  desirable  to  help  every  physi- 
cian this  year  than  to  build  up  the  defense  fund. 


On  vote  the  amendment  was  lost.  The  motion 
without  the  amendment  was  unanimously  carried. 

The  Council’s'  report  was  given  verbally  by  the 
President. 

A letter  from  the  Cancer  Committee  of  the  Mari- 
copa County  Medical  Society  with  a letter  of  ap- 
proval by  the  President  of  the  Maricopa  County 
M dical  Society  were  read,  to  the  effect  that  a larg- 
er and  more  active  cancer  committee  be  appointed. 

It  was  moved  by  Dr.  John  Flinn  that  the  sugges- 
tion of  the  cancer  committee  of  Maricopa  County 
Medical  Socie'y  be  approved  and  a committee  of  five 
appointed  to  carry  out  the  suggested  work.  The 
motion  was  seconded  by  Dr.  Yount  and  carried 
unanimously. 

An  amendment  to  the  by-laws  which  had  been 
proposed  before  was  voted  upon.  The  amendments 
read  as  follows':  “Amendment  to  Section  7,  Chap- 
ter 6 of  the  by-laws  to  read  ‘the  Council  may  fill 
any  office  vacated  by  death,  resignation,  or  removal 
of  an  elective  officer,  unless  otherwise  provided 
for.’  ” The  amendment  carried  unanimously. 

The  Committee  on  National  Legislation  submit- 
ted the  report  of  its  chairman,  Dr.  R.  J.  Stroud, 
which  was  read  by  the  President,  as  follows: 

In  times  of  deep  depression  better  legislation  is 
generally  passed  by  Congress  than  at  any  other 
time.  More  attention  is  given  the  economical  side, 
md  legitimate  groups  are  better  heard.  And  so  it 
was  with  the  Seventy-Second  Congress,  where  the 
medical  profession  has  won  for  itself  better  legis- 
lafion  than  for  some  time  past. 

The  more  important  bills  and  their  fate  will  be 
presented. 

1.  Under  Federal  Subsidies  for  Health  Activities 
two  Shephard-Towner  bills  were  introduced  to  pro- 
mote welfare  and  hygiene  of  mothers  and  children 
and  to  promote  rural  health.  Both  bills  died  with 
th~  expira'ion  of  the  Seventy-Second  Congress  and 
no  similar  measure  has  been  introduced  in  the  Sev- 
enty-Third Congress,  to  date. 

2.  Three  bills  were  before  the  Seventy-Second 
Congress  proposing  subsidies  for  rural  sanitation. 
All  failed  of  passage  and  no  similar  bill  has  been 
introduced  in  the  Seventy-Third  Congress,  to  date. 

3.  Under  Veteran’s  Legislation  was  created  a 
joint  congressional  committee  to  investigate  the  op- 
eration of  laws  relating  to  veterans.  Representatives 
of  the  A.  M.  A.  presented  to  this  committee  the  ob- 
jections of  organized  medicine  toward  the  supplying 
by  the  Federal  Government  of  hospital  and  medical 
care  to  veterans'  disabled  in  civil  life.  The  commit- 
tee has  not  yet  reported. 

All  bills  proposing  further  benefits  to  veterans 
for  disabilities  incurred  in'  crviTTife  failed  to  pass 
in  the  72nd  Congress. 

Shortly  after  the  convening  of  the  Seventy-Third 
Congress,  in  special  session,  all  public  laws,  with 
certain  exceptions,  having  to  do  with  veterans  in  re- 
lafion  to  hospitalization  and  medical  benefits  were 
repealed,  and  the  President  was  authorized  to  pro- 
mulgate regulations  regarding  compensation,  medi- 
cal and  hospital  treatment.  On  March  31,  the  Pres- 
ident promulgated  12  regulations. 

Regulation  No.  6 deals'  with  eligibility  for  hos- 
pital care  and  medical  treatment  to  furnish  to  hon- 
orary discharged  veterans  of  any  war,  including 
fhe  Boxer  Rebellion  and  the  Phillipine  Insurrection, 
domiciliary  and  hospital  care,  including  medical 
(Continued  to  page  171) 
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PRESIDENT 

DR.  CLARENCE  GUNTER 
Globe,  Arizona 


(Read  before  the  Forty-Second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 

Just  one  year  ago,  on  my  assumption  of  the 
presidency  of  your  Association,  I then  expressed  the 
hope  that  I would  still  maintain  your  friendship, 
that  your  trust  in  me  would  not  have  been  mis- 
placed, and  that  some  benefit  to  the  medical  pro- 
fession of  Arizona  would  have  accrued  during  my 
term  of  office. 

The  depression,  at  that  time,  had  begun  to  be  felt 
very  acutely  by  the  medical  profession,  and  shortly 
thereafter  we  were  confronted  by  a devastating  at- 
tack for  the  abolishment  of  the  State  Compensation 
Law  which,  had  it  been  successful,  would  have 
thrown  thousands  of  small  industrial  accident  cases 
on  the  charity  of  the  medical  profession,  adding 
that  much  more  to  their  burden  which  already  had 
approached  the  limit.  The  defense  of  the  Industrial 
Act  fell  greatly  upon  the  Association  and  its  mem- 
bers, and  the  results  in  the  election  were  very  grati- 
fying in  that  the  law  was  upheld  by  about  three  to 
one. 

In  this  election,  there  was  also  an  initiated  meas- 
ure to  create  a new  chiropractic  board,  giving  these 
cultists  all  of  the  privileges  of  the  medical  profes- 
sion, and  putting  them  beyond  the  power  of  regula- 
tion by  the  Legislature  of  Arizona.  The  approval 
of  such  an  initiated  measure  by  the  people  of  Ari- 
zona would  have  been  an  incomparable  disaster.  The 


medical  profession  of  Arizona,  as  represented  by 
your  Association,  presented  a solid  phalanx  to  this 
attack  on  the  fair  name  of  Arizona,  and  rallied 
around  them  the  intelligent  voters  of  this  State  to 
help  defeat  this  diabolical  measure. 

In  the  last  Legislature,  a Basic  Science  Bill  was 
introduced,  and,  due  to  the  united  efforts  of  your 
Welfare  Committee,  with  Doctor  George  Truman  as 
leader,  this  bill  was  enacted  into  law.  I think  that 
the  thanks  of  your  Association  are  due  Doctor  Tru- 
man for  his  unselfish  and  lavish  expenditure  of  his 
time  in  getting  this  measure  through  the  Legisla- 
ture. 

During  the  last  two  hours  of  the  Legislature,  there 
was  passed  a most  reprehensible  act  of  legislation, 
creating  a new  board  of  cultists  called  Naturopathy. 
This  bill  in  some  way  was  overlooked  at  the  time  of 
its  introduction,  and  in  some  way  got  passed.  It 
was  called  to  my  attention  that  night,  and  we  im- 
mediately had  a strong  committee  call  on  the  Gov- 
ernor, who,  of  course,  vetoed  this  bill.  It  would 
hat  e practically  undone  the  good  that  we  hope  the 
Basic  Science  Act  will  do. 

To  prevent  such  occurrences  as  this  in  the  future, 
we  need  a militant  organization  with  a representa- 
tive in  Phoenix,  alert  and  with  enough  influence  to 
stay  such  untoward  legislation. 

There  are  other  battles  ahead  of  us,  and  many 
other  policies  for  the  good  of  the  profession  and  the 
public,  for  which  we  must  be  prepared.  We  can- 
not, in  the  future,  be  so  complacent  and  satisfied 
with  our  position  as  we  have  been  in  the  past. 

It  has  been  a pleasure  to  serve,  during  the  past 
year,  as  your  president,  and  I now  hand  the  torch 
to  a more  worthy  successor,  Doctor  N.  C.  Bledsoe 
of  Tucson. 
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HARRY  M.  SMITH 

(Las  Vegas,  N.  M. ) 

Harry  M.  Smith,  for  nearly  forty  years,  a mem- 
ber of  the  medical  profession  of  New  Mexico,  died 
April  11,  after  a short  illness. 

Dr.  Smith  was  born  at  Columbus,  Kansas,  Feb- 
ruary 28,  1870,  He  received  his  degree  in  medicine 
at  Northwestern,  Chicago,  in  1891.  After  practic- 
ing for  several  years  in  Kansas,  he  came  to  Las 
Vegas  in  1894,  where  he  became  associated  with  the 
late  Dr.  E.  B.  Shaw  as  local  surgeon  for  the  Santa 
Fe  railway.  This  position  he  held  until  his  death. 

In  1898,  he  enlisted  with  the  New  Mexico  Vol- 
unteers for  the  Spanish  American  War.  Except  for 
this  short  intermission,  he  practiced  his  profession 
continuously  at  Las  Vegas,  enjoying  the  confidence 
and  esteem  of  his  fellows. 

He  served  at  one  time  as  member  of  the  State 
Board  of  Medical  Examiners,  was  at  one  time  mayor 
of  Las  Vegas,  and  for  some  years  held  the  position 
of  Superintendent  of  the  State  Hospital  for  the  In- 
sane. He  was  a member  of  the  American  Medical 
Association,  and  of  the  New  Mexico  Medical  Socie- 
ty. He  is  survived  by  his  widow  and  two  sons. 


ROBERT  L.  RAMEY 

(El  Paso) 

Dr.  Robert  Lee  Ramey  of  El  Paso,  Texas,  died 
March  3 1,  1933,  of  a cardiac  infarct. 

Dr.  Ramey  was  born  in  Warrenton,  Virginia,  in 
1868,  received  his  preliminary  education  there  and 
his  medical  degree  at  the  University  of  Maryland,  in 
1 892.  He  practised  several  years  in  Viriginia  and 
came  to  El  Paso  in  1902.  He  was  married  in  1907 
to  Miss  Cornelia  Hill.  To  them  was  born  a daugh- 
ter, Elizabeth,  and  a son  Robert,  who,  with  their 
mother,  survive  him.  Dr.  Ramey  was  a humani- 
tarian in  every  sense  of  the  word  and  did  many  char- 
itable deeds  and  acts  of  kindness  whenever  the  op- 
portunity arose.  His  loss  is  a keen  blow  not  only 
to  his  medical  confreres  but  to  many  civic  organiza- 
tions with  which  he  was  associated. 

Dr.  Ramey  was  a member  of  the  First  Presby- 
terian church,  Masons,  Scottish  Rites,  Shriners,  and 
Elks.  As  a charter  member  of  the  Rotary  Club,  he 
was  greatly  interested  in  all  the  activities  of  that 
club.  For  several  years  he  was  a member  and  presi- 
dent of  the  School  Board.  He  was  a Fellow  of  the 
American  College  of  Surgeons,  former  president  of 
the  El  Paso  County  Medical  Society,  and  councillor 


of  the  Texas  State  Medical  Association.  He  was  a 
member  of  the  Southern  Medical  Association;  the 
Pacific  Association  of  Railway  Surgeons,  of  which 
he  was  a former  president;  member  and  former 
president  of  the  Medical  and  Surgical  Association  of 
the  Southwest.  At  the  time  of  his  death  he  was  divi- 
sion surgeon  of  the  Southern  Pacific  Lines,  surgeon 
of  the  Pasotex  Petroleum  Co.,  staff  member  Hotel 
Dicu  Hospital,  and  a director  of  the  El  Paso  Na- 
tional Bank. 


STAFF  MEETING 

HOTEL  DIEU  (El  Paso) 

The  clinical  program  was  opened  with  a discus- 
sion of  a case  of  streptococcic  meningitis  by  Dr.  B. 
H.  Britton.  The  patient,  a Mexican  woman,  age  32 
years,  married  and  living  in  Juarez,  Mex.,  was  ad- 
mitted to  the  hospital  January  11,  1933,  in  a state 
of  coma.  She  was  first  seen  a year  ago,  with  tem- 
poral headache,  palsy  of  face.  Was  not  seen  again 
until  three  or  four  weeks  previous  to  admission,  at 
which  time  she  was  again  complaining  of  severe 
pain  over  zygoma.  Operation  was  advised.  Not  seen 
again  until  January  11.  Her  temperature  ranged 
from  102°  to  104°  during  the  three  days'  she  was  in 
hospital.  On  the  evening  of  admission,  spinal  punc- 
ture was  done,  showing  fluid  turbid  and  under  pres- 
sure; th  re  was  a sudden  stoppage  of  the  flow  after 
3 ce.  withdrawn.  Urine  examination  showed  4 per- 
cent sugar.  There  was  a question  of  diabetic  coma, 
though  she  had  all  symptoms  of  meningitis— rigid- 
ity, eyes  fixed.  X-ray  of  left  mastoid  showed  some 
air  in  the  pneumatic  portion.  The  right  mastoid  ap- 
peared dense  and  sclerotic,  with  small  amount  of  air 
in  pneumatic  cells.  After  consultation,  it  was  deemed 
best  to  clean  out  the  focus  of  infection  and  expose 
the  dura.  This  was  done  at  10:45  on  the  night  of 
admission.  Mastoid  cells  were  found  to  be  necr-otic, 
with  much  granulation,  showing  an  old  infectious 
process.  Near  the  knee  of  the  sigmoid  sinus,  the 
cells  extended  up  into  the  tip  of  the  petrous  bone, 
perforating  into  the  posterior  fossa  just  below  the 
internal  auditory  meatus.  Pus  was  encountered  in 
the  meninges  in  this  area.  Drain  inserted;  wound 
was  packed  lightly  with  gauze.  Patient  was  better 
following  morning,  urine  showed  only  trace  of  su- 
gar, temperature  101.2°.  On  the  second  day,  there 
was'  more  rigidity;  dural  incision  slightly  enlarged. 
Massive  amount  of  pus  draining  from  cerebral  area. 
Patient  died  January  14,  three  days  after  admis- 
sion. 

Dr.  W.  E.  Vandevere,  in  discussion,  stated  that 
acute  otitis  media  is  especially  prevalent  in  chil- 
dren. He  stressed  the  importance  of  an  early  tym- 
panotomy if  the  ear  appears  red  and  inflamed.  If 
there  is  bone  necrosis,  a mastoid  is  to  be  consid- 
ered. In  children  a simple  mastoid  will  usually  be 
sufficient;  and  the  danger  of  future  brain  compli- 
cations, symptoms  of  which  are  dizziness,  facial  par- 
alysis, nausea,  and  vomiting,  have  been  removed. 
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Dr.  B.  F.  Stevens  presented  a case  of  gas-bacillus 
infection.  Patient,  male,  age  48,  hotel  manager  of 
Juarez,  Mex.  He  was  admitted  to  hospiLal  January 
24,  1933.  Patient  was  a chronic  asthmatic.  During 
the  month  previous  to  admission,  he  had  had  four 
hypodermic  injections  for  his  asthma  and  three  or 
four  injections  of  bismuth  for  chronic  headache. 
These  were  given  by  a Mrxican  physician.  During 
the  week  previous  to  admission  to  hospital,  he  had 
had  four  hypodermic  injections  into  the  left  arm 
for  his  asthma,  the  last  one  given  three  days'  be- 
fore admission,  in  left  arm  over  region  of  triceps. 
There  were  pain  and  swelling  when  he  was  seen  24 
hours  lat  r.  He  was  given  % grain  morphine  for 
rest,  with  hot  magnesium  sulphate  compresses  to 
arm.  Ordered  to  hospital  on  second  day,  delayed 
until  third  day.  The  first  two  days  patient  had  no 
temperature,  but  pulse  was  fast — 130  to  140.  Swell- 
ing in  arm  was  hard  and  edematous.  Temperature 
on  admission  was  94,  pulse  160;  mind  clear,  extrem- 
ities cold,  swelling  extended  up  on  arm  and  down 
into  fore  arm,  crepitus  in  dorsum  of  hand,  jaundice 
noted.  On  account  of  moribund  condition,  did  not 
operate.  A fulminating  type  of  gas  infection,  prob- 
ably from  an  infected  ampule.  Patient  died  10  hours 
after  admission. 

One  o^her  case  was  mentioned,  in  which  the  pa- 
tient was  given  a hypodermic  of  morphine,  % grain, 
and  died  within  56  hours.  In  the  case  discussed, 
crepitus  was  not  noted  until  admission  to  hospital. 
We'chii  bacillus  infection  was  suspected. 

Dr.  Stevenson,  in  discussion,  mentioned  a case  of 
appendicitis  he  had  recently,  in  which,  when  ap- 
pendix was  opened,  gas  bubbles  escaped,  gas  bacil- 
lus was  found,  patient  recovered.  Cases  of  gas  bac- 
illus date  back  some  time,  but  became  very  impor- 
tant during  the  recent  world  war,  during  which 
time  Dakin’s  solution  was  introduced  as  treatment. 
Dr.  Stevenson  then  presented  a number  of  interest- 
ing points  gathered  during  his  experience  in  the 
war.  One  of  the  important  ones  is  to  operate  as 
soon  as  possible,  using  nitrous  oxide  for  anesthetic 
if  possible.  Make  incision  long,  excise  well,  stop 
bleeding,  and  pack  lightly  and  rapidly.  An  impor- 
tant question  is  source  of  the  bacillus.  It  comes  from 
the  soil.  The  skin  is'  very  hard  to  sterilize.  Gas 
infection  frequently  appears  in  gunshot  cases.  It 
seems  to  be  on  the  increase  here. 

Dr.  Rogers,  in  discussion,  advocates  x-ray  as  val- 
uable in  making  diagnosis.  Has  recenHy  had  a case, 
gunshot  wound,  wound  opened  wide,  oxidizing  agent 
used,  patient  recovered. 

Dr.  Ramey  has  found  that  70  to  90  per  cent  of 
the  gas-infection  cases  occur  in  gunshot  wound  rath- 
er than  in  the  traumatic  cases  which  come  from  the 
railroad  yards.  Ho  advises  opening  the  wound  wide 
and  packing  lightly.  There  is  a question  in  his  mind 
as'  to  the  advantage  of  sex’um. 

Dr.  Stevens  closed  the  discussion  by  pointing  out 
the  fact  that  such  infections  are  very  rare  in  sim- 
ple hypodermic  injections;  it  is  jsomt>'hing  for 
s rious  consideration.  Usually  they  are  found  where 
the  blood  supply  has  been  interfered  with.  Persons 


of  slovenly  personal  habits  are  a risk,  for  the  skin 
is  hard  to  sterilize. 

Dr.  Gallagher  presented  a case  of  appendicitis. 
Patient  a young  Mexican  lad,  student,  age  16  years, 
History  No.  B 8231,  admitted  to  hospital  January 
15,  1933.  Symptoms  of  appendicitis  vary:  general 
pain,  leukocy  osis,  nausea  and  vomiting,  tenderness 
in  right  hypogastric  region.  It  is  a question  of 
whether  to  operate  or  wait.  This  patient  was  sick 
the  morning  before  admission,  with  general  pain. 
He  took  a laxative,  the  pain  subsided,  and  there 
was  very  little  pain  the  morning  of  admission.  Op- 
erated, and  found  appendiceal  abscess.  In  the  even- 
ing, temperature  was  104°,  patient  lived  four  days. 
Report  on  postmortem  as  follows:  Inner  surface  of 
pericardium  smooth  and  shining,  no  excess  fluid, 
epicardium  smooth  and  shining.  No  clots  in  heart, 
valves  all  smooth  and  sharp,  without  patches'  or 
masses.  Heart  muscle  firm.  Both  parietal  and  vis- 
ceral peritoneum  are  smooth  and  shining.  No  areas 
of  dullness  or  agglutination  except  at  abdominal 
wounds.  At  the  wound  in  the  midline,  the  midpor- 
tion of  the  jejunum  is  adherent  to  the  parietal  peri- 
toneum as  pezzar  catheter  passes  through  the  wall 
and  into  the  gut.  The  small  intestine  is  uniformly 
distended.  No  large  glands  in  the  mesentery,  no  flat 
coils  of  gut  at  the  wound  in  the  right  hypogastrium. 
There  are  two  loops  of  ileum  attached  at  their  anti- 
mesrnteric  borders  to  the  parietal  peritoneum,  the 
area  of  attachment  being  about  % inch  in  diameter 
in  each  case.  The  cecum  is  widely  attached  here, 
forming  a wall  of  pus-containing  cavity  and  limit- 
ing it  from  the  general  peritoneal  cavity,  as  appen- 
dix has  been  removed.  From  this  pus'-containing 
cavity,  two  other  tubes  emerge:  one  leads  to  the 
cecum  near  its  ilral  junction;  the  other  extends  up- 
ward in  the  retroperitoneal  space.  Opening  this 
space  allows  a view  of  a narrow  cavity  extending 
up  to  the  right  kidney.  It  is  lined  with  greenish- 
gray  membrane  which  can  be  lifted  off  in  patches. 
This  membrane  surrounds'  the  kidney;  it  can  be 
pee'ed  off,  as  can  the  capsule.  A kidney  about  nor- 
mal in  size  but  dusky  red,  is  disclosed.  The  surface 
is  granular.  The  kidney  was  sectioned,  there  was 
almost  no  distinction  between  cortex  and  medulla. 
Kidney  substance  is  soft  and  friable.  Left  kidney, 
pancreas,  liver,  are  normal  in  size,  outline,  consist- 
ency, surface,  and  tissue  markings.  Spleen  is  en- 
larged, capsule  strips  with  difficulty.  The  cut  sur- 
face is  granular,  substance  is  very  soft.  Bladder 
and  prostate  normal.  Anatomical  diagnosis:  acute 
appendicitis  with  abscess;  perinephritis,  right; 
acu'e  nephritis,  right. 

Dr.  Gallagher  is'  of  the  opinion  that  it  is  the  saf- 
est plan  to  go  in  and  take  out  the  appendix  without 
waiting  for  well-defined  symptoms. 

Dr.  Ramey,  in  discussion,  is  of  the  opinion  that  in- 
fection does  not  always  have  its  origin  in  the  ap- 
pendix, may  start  in  tonsils.  A patient  recently  op- 
erated upon  had  a streptococcic  peritonitis  and  died 
from  that.  The  question  is,  did  this  start  from  the 
appendix  or  not?  Streptococcic  peritonitis  frequent- 
ly starts  from  throat  trouble. 
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Dr.  Britton,  in  discussion,  mentioned  five  cases 
of  subac.ute  appendicitis  in  children  from  5 to  14 
years  of  age,  who  had  abdominal  pain  with  tonsil- 
litis, and  who  have  been  free  from  pain  since  ton- 
sils were  removed.  Such  is  the  case  with  cystitis  in 
some  cases — tonsils  were  removed  and  cystitis 
cleared  up. 

Dr.  Gorman : The  main  thing  is  to  get  the  patient 
in  time.  In  one  case  mentioned,  patient  had  a blood 
count  of  19,000,  temperature  98°,  and  pulse  72,  ap- 
pendix practically  ruptured.  A second  case  had  ap- 
pendix ruptured  into  hernial  sac.  In  a third  case, 
the  patient  was  struck  with  sudden  pain,  and  was 
examined  for  femoral  hernia,  with  a diagnosis  of 
ruptured  appendix  or  ulcer.  A fourth  case  had  a 
blood  count  of  14,000;  patient  was  operated  upon 
next  morning  and  appendix  was  found  practically 
normal.  No  one  symptom  points  to  the  right  time 
for  operation;  some  will  rupture  in  six  or  eight 
hours.  It  is  much  safer  to  take  out  a moderate  ap- 
pendix than  to  wait  too  long. 

Dr.  Outlaw  read  a letter  from  the  State  Registrar 
relative  to  importance  of  prompt  filing  of  death  cer- 
tificates. 

Meeting  adjourned  at  8:30  p.  m. 

W.  E.  VANDEVERE,  M.  D., 

Recording  Secretary. 
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(Continued  from  page  167) 
treatment  when  such  veterans  fall  in  either  of  the 
following  categories. 

(a)  Veterans  who  are  suffering  with  injuries  or 
diseases  which  were  INCURRED  IN  LINE  OF 
DUTY  IN  ACTIVE  MILITARY  OR  NAVAL  SER- 
VICE, when  such  veterans'  are  in  need  of  hospital 
treatment  for  such  injuries  or  diseases. 

(b)  Veterans  who  served  in  the  active  military 
or  naval  service  for  a period  of  ninety  days  or  more 
who  are  suffering  with  PERMANENT  disabilities 
or  tuberculosis  or  neuropsychiatric  ailments,  which 
incapacitates  them  from  earning  a living,  and  who 
have  no  adequate  means  of  support. 

S'rvice  connected  disabilities,  therefore,  may  have 
hospital  and  domiciliary  care.  Non-service  connect- 
ed disabilities  do  not  entitle  a veteran  to  free  medi- 
cal service.  If  he  is  actually  in  need  of  hospital 
care  he  may  obtain  it,  together  with  medical  treat- 
ment, but  only  in  case  he  served  for  a period  of 
ninety  days  and  is  incapacitated  with  a permanent 
disability,  tuberculosis  or  a neuropsychiatric  ail- 
ment. These  causes  must  incapacitate  him  from 
earning  a living  and  then  only  if  he  has  no  adequate 
means  of  support. 

MEDICINAL  LIQUOR.  The  Seventy-Second  Con- 
gress had  a bill  introduced  by  Senator  Copeland  and 


sponsored  by  the  A.  M.  A.  It  passed  the  house  and 
failed  of  action  in  the  senate  because  Senator 
Brookhart,  a lame  duck  Senator,  threatened  a fili- 
buster. 

The  Seventy-Third  Congress  had  the  same  bill 
before  it,  which  passed  the  House  and  Senate,  and 
was  approved  by  the  President  March  31st,  1933. 
This  bill  does  away  with  arbitrary  limits  with  re- 
spect to  the  quantity  of  liquor  prescribed  as  medi- 
cines, whether  spirituous  or  vinous.  However,  it 
eays  that  a physcian  may  prescribe  no  more  liquor 
“to  any  person  than  is'  necessary  to  supply  his 
medicinal  needs.”  Regulations  may  be  issued  with 
respect  to  the  manner  of  prescribing  liquors.  These 
regulations  are  to  be  prescribed  jointly  by  the  At- 
torney General  and  the  Secretary  of  the  Treasury. 

After  about  January  1,  1934,  the  law  authorizes 
the  discontinuance  of  official  prescription  blanks 
and  a physician’s  own  blanks  may  be  used,  but  he 
must  affix  thrrecn  and  cancel  a stamp  supplied  by 
the  Commissioner  of  Prohibition.  No  physician  shall 
be  called  on  to  file  any  statement  of  the  ailment  for 
which  the  liquor  is  prescribed.  This  time  the  pen- 
alty for  prescribing  under  false  statements  is  up  to 
th"  person  getting  the  liquor.  A penalty  is  pre- 
scribed or  imposed  on  any  person  who  by  misrepre- 
renta  ion  induces  a physician  to  prescribe  liquor 
for  medicinal  use  or  to  prescribe  in  excess  of  the 
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amount  needed.  That  bill  goes  a long  way,  aftrr 
the  physician  was  held  responsible  for  all  the  things 
done. 

NARCOTICS.  No  bills  were  passed  by  either 
Congress  relating  to  narcotics.  However,  the  Sen- 
ate consented  to  a ratification  of  a convention  for 
limiting  the  manufacture  and  distribution  of  nar- 
cot:c  drugs.  According  to  published  reports  a suf- 
ficient number  of  nations  have  ratified  the  conven- 
tion to  bring  it  into  force. 

If  the  penalty  for  obtaining  narcotics  were  made 
with  the  user  of  the  same  having  the  burden  of 
proof  on  him  instead  of  the  physician,  as  was  done 
with  alcohol,  the  whole  country  would  be  rid  of  ad- 
dicts in  a very  short  time.  At  the  present  a physi- 
cian may  be  the  victim  of  government  men  who  use 
addicts  as  stool  pigeons  and  informers  and  who  have 
themselves  acted  the  role.  If  the  government  would 
inflict  penalties  on  the  addict  or  supposed  addict 
who  obtained  th°  narcotic  under  false  pretenses,  a 
physician  could  prescribe  to  such  an  individual,  in- 
form the  government,  and  the  addict  taken  out  of 
circulation.  The  government  men  all  know  the  ad- 
dicts, but  instead  of  trying  to  get  rid  of  them  and 
thereby  spoiling  the  whole  game,  they  seek  to  find 
the  source  of  supply  and  harass  the  physician.  The 
morphine  addict  is  the  easiest  man  to  find,  the  deal- 
er quite  a wary  bird.  The  physician  is  easy  prey  as 
he  has  to  buy,  dispense  or  prescribe  in  the  open.  All 
addicts  not  necessarily  sick,  use  subterfuge  to  ob- 
tain the  drug,  and  are  the  liars  of  creation.  Per- 
haps the  above  is  too  simple  a method  and  wou’d 
further  reduce  taxes  by  ridding  the  government  of 
a large  crew  of  inspectors. 

During  the  Seventy-Second  Congress  a bill  was 
introduced  in  the  Senate  to  prohibit  experiments  on 
living  dogs.  No  action  was  taken. 

A provision  providing  for  the  discontinuance  of 
the  training  of  physicians,  dentists  and  veterinari- 
ans through  the  Reserve  Officer  s Training  Corps 
was  passed  by  both  Congresses. 

Tim  revenue  act  increasing  normal  and  surtaxes 
relates  to  physicians  only  as'  it  relates  to  the  gen- 
eral population. 

R.  J.  STROUD. 

On  motion  duly  seconded  it  was  unanimously  ac- 
cepted. 

Dr.  0.  H.  Brown  made  a rerort  for  Southwestern 
Medicine  verbally  on  which  no  act:on  was  taken. 
Tim  president  commented  on  the  report  by  saying 
that  he  favored  the  publishing  of  news  items  about 
our  members. 

The  fee  schedule  changes  which  were  presented  by 
Dr.  Ralph  Palmer  for  the  Industrial  Commission 
was  brought  up  for  discussion.  Dr.  Guntrr  in  dis- 
cussing this  said  the  insurance  adjusters  were  be- 
hind the  idea  of  having  the  fee  schedule  revised. 
It  was  his  opinion  that  a strong  committee  should 
be  appointed  to  make  every  effort  to  have  the  fee 
schedule  remain  the  same.  He  said  a reduced  fee 
schedule  would  be  a loss  to  the  insured.  A motion 
was  presented  by  Dr.  Gunter  that  a committee  of 
five  be  appointed  to  contact  the  Industrial  Commis- 
sion and  consider  the  fee  schedule  with  the  idea  of 
maintaining  the  present  one.  MoMon  was  duly  sec- 
onded and  carried  unanimously. 

At  this  point  there  was  further  informal  discus- 
sion on  the  amendment  which  had  been  lost  relative 
to  the  omission  of  dues  for  defense  committee. 

Dr.  Duncan  called  attention  to  the  statement  in 


Dr.  Bacon’s  telegram  that  means  be  provided  for 
gradual  payment  of  dues  which  are  in  arrears. 

Dr.  Flinn  said  he  thought  in  order  to  do  this 
th  re  would  have  to  be  an  amendment  to  the  by-laws 
which  could  not  now  be  done. 

Dr.  Yount  said  he  believed  the  best  plan  was  for 
each  secretary  of  a county  society  to  sell  to  his 
nrmbers  the  idea  of  the  importance  of  keeping  in 
good  standing  in  the  county  society,  if  for  no  other 
reason  than  for  the  value  of  the  medical  defense  at 
this  time. 

It  was  moved  by  Dr.  Randolph  that  the  secretary 
of  the  Association  be  instructed  to  write  all  county 
secretaries  urging  them  to  make  an  effort  to  get 
every  member  to  pay  his  dues. 

The  president  brought  up  the  question  of  medical 
economics,  saying  he  believed  this  to  be  an  extreme- 
ly important  problem. 

Dr.  Yount  moved  that  the  president  appoint  a 
committee  of  five  to  study  the  medical  economics 
as  applied  *o  Arizona  and  to  report  at  the  next  an- 
nual meeting.  This  was  duly  seconded  and  carried. 

Dr.  McNally,  President  of  Yavapai  County  Medi- 
cal Society,  offered  an  invitation  to  the  Association 
to  meet  with  Yavapai  County  Medical  Society  at 
Prescott  for  its  next  annual  meeting.  It  was  moved 
by  Dr.  Flinn  that  the  invitation  be  accepted.  It  was 
duly  seconded  and  carried  unanimously. 

The  meeting  stood  adjourned  until  3:00  p.  m. 

House  of  delegates  called  to  order  immediately 
after  the  scientific  program.  Those  present  were: 
President  Bledsoe;  Stacy,  Yuma;  Victor  Randolph, 
O.  H.  Brown.  Hamer,  Franklin,  Maricopa;  Watson, 
Thomas,  Hicks,  Kirmse,  Pima;  Brazie,  Mohave; 
Gunter,  Swackhamer,  Gila;  Houle,  Santa  Cruz; 
Duncan,  Cochise. 

Complving  with  the  recommendation  of  the  treas- 
urer the  president  submitted  the  following  budget 
of  expenses  for  the  ensiling  year:  “SecretaiT’s  Sal- 
ary. $120.00;  Treasurer’s  Salary,  $50.00;  Printing. 
$70.00;  Safety  Deposit  Box  $3.50;  Treasurer’s  bond, 
$30.00:  Retainer  defense,  S35.00;  Southwestern  Med- 
icine. $100.00.  Ba'ic  Science  Bill  (Law,  Legal  Ex- 
pens0) $150.00.  On  motion  duly  seconded  it  was 
unanimously  carried. 

The  president  announced  that  the  next  order  of 
business  was  the  election  of  officers.  He  called  for 
nominations  for  President.  Dr.  Thomas  nominated 
Dr.  Mead°  Clyne  of  Tucson;  Dr.  V.  Randolph  nom- 
inated Dr.  Fred  Holmes  of  Phoenix.  As  no  furfher 
nominations  were  made  the  president  declared  the 
nominations  closed  for  president  and  Drs.  Duncan 
and  Kirmse  wero  annointed  tellers.  Dr.  Fred  Holmes 
was  declared  elected  President  of  the  Arizona  State 
Medical  Association. 

Dr.  Thomas  nominated  Dr.  Meade  Clvne  of  Tuc- 
son for  Vice  President.  On  motion  of  Dr.  Gunter, 
dulv  seconded  and  carried,  the  Secretary  was  in- 
st^ucte^  to  cast  the  unanimous  vote  for  Dr.  Clyne. 

Dr.  O.  H.  Brown  nominated  Dr.  D.  F.  Harbridge 
*or  Secretary.  On  motion  duly  seconded  and  carried 
the  secretary  was  instructed  to  cast  the  unanimous 
vote  for  Dr.  Harbridge. 
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On  motion  duly  seconded  and  carried  Dr.  C.  E. 
Yount  was  elected  Treasurer  by  having  the  secre- 
tary cast  the  unanimous  ballot. 

Nominations  for  councilor  for  the  Southern  dis- 
trict was  called  for  and  Dr.  Swackhamer  nominated 
Dr.  E.  C.  Houle  of  Nogales.  On  motion  duly  second- 
ed and  carried  the  Secretary  was  instructed  to  cast 
the  unanimous  vote  for  Dr.  Houle. 

On  motion  of  Dr.  Randolph  and  duly  seconded 
the  delegates  voted  to  extend  to  the  Pima  County 
society  a vote  of  thanks  for  their  splendid  enter- 
tainment and  arrangements  for  the  1933  annual 
meeting. 

On  motion  of  Dr.  0.  H.  Brown  and  duly  seconded 
the  delegates  voted  to  extend  thanks  to  the  Scottish 
Right  Temple  Association  for  the  use  of  their  audi- 
torium. 

The  President  announuced  the  appointment  of 
the  following  committees: 

Economic  Committee:  W.  W.  Watkins,  J.  B.  Lit- 
tlefield, John  Flinn,  C.  W.  Adams',  A.  L.  Gustetter. 

Welfare  Committee:  N.  C.  Bledsoe,  Pres.;  D.  F. 
Harbridge,  Sec’y-;  Geo.  Truman,  Jesse  D.  Hamer, 
Howell  Randolph. 

Medical  Defense  Committee:  John  E.  Bacon,  R. 
D.  Kennedy,  D.  F.  Harbridge. 

The  Committee  to  Contact  the  Industrial  Commis- 
sion: J.  E.  Bacon,  Chairman;  Meade  Clyne,  H.  T. 
Southworth,  Geo.  Goodrich,  A.  C.  Carlson. 


Cancer  Committee:  E.  P.  Palmer,  W.  W.  Watkins, 
R.  D.  Kennedy,  C.  S.  Kibler,  R.  N.  Looney. 

There  being  no  further  business  the  house  of  del- 
egates adjourned,  sine  die. 

GENERAL  SESSIONS 

The  first  General  Session  convened  in  the  audi- 
torium of  the  Scottish  Rite  Temple,  at  10:10  a.m., 
April  20.  with  President  Clarence  Gunter  in  the 
chair. 

In  the  absence  of  Rev.  E.  C.  Tuthill,  who  was 
scheduled  to  give  the  invocation,  this  was  delivered 
by  Rev.  Neidringhaus  of  Tucson. 

The  Address'  of  Welcome  was  delivered  by  Hon. 
G.  K.  Smith,  Mayor  of  Tucson,  who  welcomed  the 
delegates  and  visitors  to  all  the  pleasures  of  Tucson. 

The  Response  to  the  Address  of  Welcome  was 
given  by  Dr.  C.  E.  Yount,  of  Prescott,  who  stated 
that  the  Association  was  always  glad  to  come  to 
Tucson  for  its  meetings. 

Dr.  Clarence  Gunter,  in  retiring  from  the  office 
of  President,  made  a report  in  which  he  rrcounted 
some  of  the  accomplishments  of  the  year,  centering 
largely  around  the  ac‘ivities  of  the  Public  Welfare 
Committee.  This  Ccmmitt'e  had  aided  in  defeating 
the  attempt  to  abolish  the  Arizona  Industrial  Com- 
mission; through  the  Arizona  Health  League,  they 
had  defeated  "he  attempt  to  lega’ize  chiropractic 
by  constitutional  amendment;  th^y  had  succeeded  in 
passing  the  Basic  Science  Bill,  and  through  repre- 
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sentations  to  Governor  B.  B.  Moeur  had  shown  him 
the  evils  of  the  Naturopathic  Bill,  passed  during-  the 
closing  hours  of  the  Legislature,  and  the  Governor 
had  vetoed  this  Bill.  He  then  introduced  the  incom- 
ing president,  Dr.  N.  C.  Bledsoe,  of  Tucson. 

Dr.  Bledsoe  then  gave  the  President’s  Address,  di- 
recting his  thought  mainly  to  economic  questions 
and  the  matter  of  medical  care. 

The  first  clinical  paper  was  by  Dr.  A.  P.  Kimball 
of  Yuma,  on  “Problems  and  Management  of  Gall 
Bladder  Disease.”  This  was  chiefly  concerned  with 
cholecystography,  its  technic  and  interpretation.  In 
the  absence  of  Dr.  W.  0.  Sweek  of  Phoenix,  the  dis- 
cussion was  opened  by  Dr.  Roland  Davison  of  Tuc- 
son, who  called  attention  to  the  importance  of  de- 
termining liver  function.  The  discussion  was  con- 
tinued by  Dr.  E.  A.  Duncan  of  Douglas,  who  men- 
tioned the  importance  of  determining  which  cases 
are  medical  and  which  are  surgical.  Dr.  E.  Payne 
Palmer  of  Phoenix  discussed  surgical  problems  of 
technic.  Dr.  Kimball  closed  the  discussion. 

The  next  paper  was  by  Dr.  Albert  Soiland,  of 
Los  Angeles,  a guest  speaker,  who  discussed  “The 
Diagnosis  and  Treatment  of  Breast  Cancer.”  While 
Dr.  Soiland  is  a radiologist,  he  took  a broad  view- 
point of  breast  cancer,  although  insisting  that  radi- 
ology has  established  its  right  'o  be  considered  seri- 
ously in  planning  the  treatin'- nt  of  any  breast  can- 
cer. He  advocated  the  use  of  buried  radium  and  in- 
tensive roentgen  therapy.  The  paper  was  discussed 
by  Dr.  E.  Payne  Palmer,  who  spoke  from  the  surgi- 
cal viewpoint  and  stressed  the  early  diagnosis,  first 
bv  education  of  the  people  generally  and  then  by  ed- 
ucation of  the  physicians.  Dr.  E.  A.  Duncan  of 
Douglas  spoke  of  the  danger  to  the  patient  of  visit- 
ing several  doctors  and  having  each  of  them  palpate 
the  growth.  Dr.  Soiland  closed  the  discussion  by 
stating  that  it  is  the  metastasis  that  defeats  us  in 
cancer,  and  the  only  solution  for  breast  cancer  is'  to 
destroy  the  growth  before  it  metastasizes. 

Adjournment  to  the  afternoon  session. 

Afternoon  session  convened  at  2 p.  m.  President 
N.  C.  Bledsoe  presiding.  Clinics  to  be  held  at  the 
hospitals  on  Friday  morning  were  announuced. 

The  first  clinical  paper  was  by  Dr.  Hal  Rice,  of 
Morenci,  on  “Gas  Gangrene,”  who  recited  one  case 
with  recovery.  The  discussion  was  opened  by  Dr. 
Victor  Gore  of  Tucson,  and  closed  by  Dr.  Rice. 

The  remainder  of  the  afternoon  session  was  giv- 
en up  to  papers  and  addresses  on  economic  ques- 
tions, as  follows: 

Dr.  R.  J.  Stroud,  of  Tempe,  read  a critical  paper 
entitled  “The  New  Experiment — A Viewpoint.” 
This  was  directed  chiefly  to  the  Report  of  the  Com- 
mittee on  the  Costs  of  Medical  Care. 

Dr.  R.  G.  Leland,  Director,  Bureau  of  Medical 
Economics,  of  the  American  Medical  Association, 
Chicago,  addressed  the  Association  on  the  subject 
of  “Medical  Economics.”  His  talk  in  the  main  was 
along  general  lines,  with  some  specific  iPustrations 
of  group  practice,  both  that  which  is  desirable  and 
that  which  is  not  desirable. 

Mr.  Forrest  Doucette,  Executive  Secretary  of  the 


Arizona  State  Board  of  Health,  spoke  by  invita- 
tion, on  “Public  Health  and  Medical  Cooperation.” 
He  gave  some  brief  and  specific  illustrations  of 
ways  in  which  the  medical  practitioners  could  help 
in  the  work  of  the  Board. 

Mr.  J.  Ney  Miles,  Chairman  of  the  Industrial 
Commission  of  Arizona,  spoke  by  invitation  on  “Re- 
lationship of  the  Arizona  Industrial  Commission  to 
the  Medical  Profession.”  He  discussed  the  financial 
problems  from  the  insurance  standpoint  and  the  nec- 
essity for  having  the  sympathetic  cooperation  of  the 
medical  profession  if  their  work  was  to  be  success- 
ful. 

Dr.  R.  F.  Palmer,  newly  appointed  Medical  Ref- 
eree of  the  Industrial  Commission,  gave  a paper 
on  “Industrial  Surgery  in  Arizona,”  discussing  some 
o the  graver  problems,  and  outlining  some  new 
policies  cf  the  Commission.  Among  these  was  a 
new  fee  schedule  which  represented  roughly  a twen- 
ty-five per  cent  reduction  in  fees  allowed  for  han- 
d'ing  industrial  cases.  He  asked  for  the  cooperation 
of  the  medical  practitioners  in  the  solution  of  their 
problems. 

Time  did  not  permit  the  discussion  of  these  im- 
portant papers,  and  adjournment  was  taken  to  10 
a.  m.  the  following  morning. 

In  the  evening  the  male  members  and  guests  were 
entertained  at  a smoker  as  guests  of  the  Pima  Coun- 
ty Medical  Society,  while  the  Ladies’  Auxiliary  en- 
t rtained  the  lady  visitors. 

The  General  Session  of  Friday  morning,  April  21, 
was  called  to  order  at  10  a.  m.  by  President  N.  C. 
Bledsoe. 

The  first  clinical  paper  was  by  Dr.  John  W.  Pen- 
nington, of  Phoenix,  on  “Gonorrhea  and  Its  Com- 
plications in  the  Male.”  In  the  absence  of  Dr.  Pen- 
nington from  illness,  the  paper  was  read  by  his  as- 
sociate, Dr.  David  M.  Davis  of  Phoenix.  The  discus- 
sion was  given  by  Dr.  T.  W.  Woodman,  of  Phoenix. 

Then  followed  a symposium  on  Prostatic  Disease, 
consisting  of  papers  by  Dr.  Franklin  Forman  of  Los 
AngeP  s on  “Prostatitis,”  and  one  by  Dr.  G.  J. 
Thompson  of  the  Mayo  Clinic,  on  “Prostatic  Resec- 
tion in  Poor  Risk  Patients.’  Dr.  Forman’s  paper 
dealt  with  pros^atic  infection  and  its  various  mani- 
festations and  treatment  of  same.  Dr.  Thompson’s 
paper  was  concerned  chiefly  with  transurethral  re- 
section and  its  advantages  and  indications.  Follow- 
ing these  Dr.  W.  G.  Shultz  showed  a moving  picture 
demonstration  of  “Prostatic  Resection,  ’ combin- 
ing photography  of  the  operation  with  diagram- 
matic movies  of  the  technic  of  operation  in  the  pi-os- 
tate  itself.  It  was  a very  excellent  demonstration 
and  brought  forth  many  commendations.  The  dis- 
curs’on  of  this  symposium  was  opened  by  Dr.  David 
M.  Davis  of  Phoenix,  and  closing  discussions  were 
given  by  Drs.  Shultz,  Forman  and  Thompson. 

Adjournment  to  the  afternoon  session. 

In  the  afternoon  session,  the  paper  by  Dr.  Jamrs 
A.  Dickson,  of  the  Cleveland  Clinic,  Cleveland,  0., 
on  “Peri-arthritis  of  the  Shoulder;  an  Analysis  of 
Two  Hundred  Cases,”  was  read  by  Dr.  Bledsoe,  in 
the  enforced  absence  of  Dr.  Dickson  because  of  ill- 
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ness.  It  was  discussed  by  Dr.  Paul  Holbrook  of 
Tucs'on.- 

The  next  paper  was  by  Dr.  E.  A.  Gatterdam,  of 
Phoenix,  on  “Oral  Administration  of  Pollen  Extract 
in  Hay  Fever  Therapy.”  The  discussion  was  opened 
by  Dr.  Orville  H.  Brown  of  Phoenix,  and  continued 
by  Dr.  R.  A.  Wilson  of  Tucson  and  Dr.  Louis  Bald- 
win of  Phoenix,  with  Dr.  Gatterdam  closing. 

The  next  paper  was  by  Dr.  Emil  C.  Houle  of  No- 
gales, Ariz.,  on  “Belated  Treatment  of  Sequelae  of 
Diphtheria.”  Discussion  was  opened  by  Dr.  C.  V. 
Barley  of  Tucson,  and  continued  by  Dr.  James  S. 
Byers,  a retired  physician  of  Tucson,  Dr.  W.  R. 
Lyon  of  Tucson,  Dr.  Kennedy  of  the  U.  S.  I.  S., 
Sacaton,  with  Dr.  Houle  closing  the  discussion. 

The  next  paper  was  by  Dr.  Louis  B.  Baldwin,  of 
Phoenix,  on  the  subject  of  “Hypertension:  Some 
Clinical  Aspects.”  This  paper  was  discussed  by  Dr. 
A.  K.  Duncan  of  Douglas,  Dr.  Holcomb  of  Tucson, 
with  Dr.  Baldwin  giving  the  closing  discussion. 

The  next  feature  of  the  program  was  a moving 
picture  presentation  by  Dr.  Howell  Randolph  of 
Phoenix,  showing  the  “Mechanism  of  the  Heart  Beat 
and  Electrocardiography.”  This  film  was  loaned  by 
the  Lahey  Clinic  of  Boston  and  gave  a very  graphic 
presentation  of  this  mechanism  and  the  significance 
of  the  various  points  in  the  electrocardiogram. 

Dr.  H.  L.  Franklin,  of  Phoenix,  then  read  his  pa- 
per on  “Refractive  Errors  and  Their  Relation  to 
General  Medicine.’  The  discussion  was  given  by  Dr. 
A.  E.  Cruthirds'  of  Bisbee. 

Adjournment  to  a.  m.  of  April  21. 

The  final  General  Session  convened  at  10  a.  m.  on 
Satui’day,  April  21,  with  Dr.  N.  C.  Bledsoe,  Presi- 
dent, in  the  chair. 

The  feature  of  this  day  was  a Symposium  on  Tu- 
berculosis, opened  by  Dr.  John  W.  Flinn  of  Pres- 
cott, who  read  a paper  on  “The  Treatment  of  Bone 
and  Joint  Tuberculosis.”  The  discussion  of  this' was 
opened  by  Dr.  S.  H.  Watson  of  Tucson,  continued  by 
Dr.  A.  K.  Duncan  of  Douglas,  Dr.  Meade  Clyne  of 
Tucson,  and  closed  by  Dr.  Flinn. 

The  second  paper  in  the  group  was  by  Dr.  Walter 
P.  Sherrill  of  Phoenix,  on  “Tuberculosis  from  the 
Standpoint  of  the  Pediatrician.”  The  discussion  was 
opened  by  Dr.  E.  A.  Getterdam  of  Phoenix,  con- 
tinued by  Dr.  Hicks  of  Tucson,  Dr.  S.  H.  Watson  of 
Tucson,  Dr.  B.  P.  Storts  of  Tucson,  with  Dr.  Sherrill 
closing  the  discussion. 

Dr.  Victor  Randolph  of  Phoenix  next  presented 
his  paper  on  “Surgical  Treatment  of  Pulmonary 
Cavities  in  Tuberculosis.”  Dr.  Meade  Clyne  of  Tuc- 
son opened  the  discussion  of  this  paper,  which  was 
continued  by  Dr.  C.  A.  Thomas  of  Tucson,  Dr.  John 
W.  Flinn  of  Prescott,  and  closing  discussion  given 
by  Dr.  Randolph. 

Adjournment  to  afternoon  session. 

Reconvened  at  2 p.  m.,  with  Dr.  Bledsoe,  presid- 
ing. 

The  first  paper  in  the  afternoon  was  by  Dr.  Robt. 
Allen  Hicks,  of  Tucson,  on  “A  Program  Chart  for 
the  Study  of  Pulmonary  Tuberculosis  as  Elaborat- 
ed at  the  Southern  Pacific  Sanatorium.”  The  dis- 
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cussion  of  this  was  opened  by  Dr.  C.  A.  Thomas  of 
Tucson,  continued  by  Dr.  S.  H.  Watson  of  Tucson, 
with  Dr.  Hicks  closing. 

The  final  clinical  paper  was  by  Dr.  Clara  S.  Web- 
ster of  Tucson,  on  “Congenital  Hypoplasia  in  Wom- 
en.” The  opening  discussion  was  by  Dr.  Meade  Clyne 
of  Tucson,  continued  by  Dr.  A.  K.  Duncan  of  Doug- 
las, Dr.  R.  A.  Hicks  of  Tucson,  with  closing  discus- 
sion by  Dr.  Webster. 

This  ended  the  scientific  sessions,  and  adjourn- 
ment was  taken  to  the  open  meeting  of  the  House  of 
Delegates. 


PROPAGANDA  FOR  REFORM 

Dangers  of  the  Injection  of  Iodized  Oils* — The 
Council  on  Pharmacy  and  Chemistry  reports  that 
it  should  be  emphasized  that  the  injection  of  iodized 
oils  is  essentially  a surgical  procedure,  introducing 
a foreign  and  possibly  irritant  body,  and  involving 
more  or  less  risk,  which  should  be  weighed  against 
the  presumptive  advantages,  in  comparison  with  the 
relative  advantages  and  disadvantages  of  other 
measures.  From  the  report  of  the  Council  it  ap- 
pears that  the  following  cautions  should  be  es- 
pecially borne  in  mind  1.  Oils  that  have  aged  and 
darkened  beyond  their  original  color  should  never 
be  used.  2.  Subarachnoid  injections  should  be  avoid- 
ed, at  least  until  all  other  means  of  diagnosis  have 
been  exhausted.  3.  Intratracheal  and  intrapleural 
injections  should  be  avoided  in  tuberculosis  of  the 
respiratory  organs  and  also  when  restriction  of 
respiratory  area  would  be  contraindicated.  4.  The 
injection  pressure  should  be  carefully  controlled,  so 
as  not  to  lacerate  the  tissues.  5.  Intra-uterine  in- 
jections should  be  made  only  under  fluoroscopic 
observation.  6.  Iodized  oil  should  not  be  used 
for  renal  pyelography,  except  in  the  form  of  emul- 
sion; and  the  injection  should  be  stopped  if  pain  is 
felt.  7.  Intravascular  injections  with  iodized  oil  ap- 
pear too  dangerous;  the  use  of  emulsions  for  this 
purpose  requires  further  study.  (Jour.  A.  M.  A., 
December  3,  1932,  p.  1946). 

The  Action  of  Copper  in  Iron  Metabolism. — 
The  importance  of  copper  as  a supplement  to  iron 
for  the  regeneration  of  hemoglobin  in  anemic  rats 
was  demonstrated  four  years  ago  by  Hart,  Steen- 
bock,  Waddell  and  Elvehjem.  These  investigators 
showed  definitely,  as  Elvehjem  and  Sherman  have 
recently  pointed  out,  that  in  presence  of  copper, 
soluble  inorganic  iron  salts  can  be  used  directly 
for  the  formation  of  hemoglobin.  Since  that  time 
a number  of  workers  have  studied  factors  affecting 
the  production  of  hemoglobin  in  rats  rendered 
anemic  by  whole  milk  diets.  Most  of  this  work 
has  verified  the  original  conclusions  concerning  the 
importance  of  copper;  and  today  nearly  all  work- 
ers agree  that  copper  is  an  active  agent  in  hemo- 
globin synthesis.  As  Elvehjem  and  Sherman  con- 
clude, copper  does  not  affect  the  assimilation  of 
iron  but  does  function  in  the  conversion  of  inorganic 
iron  into  hemoglobin.  In  recording  these  studies 
it  seems  desirable  to  remember  that  the  extent  to 
which  the  experimental  studies  are  applicable  to  the 
human  being  remains  for  the  most  part  to  be  estab- 
lished. Copper  is  far  more  widespread  in  foods 
than  may  be  commonly  supposed.  The  need  for 
copper  is  quantitatively  far  smaller  than  the  re- 
quirement of  iron.  The  newer  knowledge  should 
not  be  accepted  as  a warrant  for  uncontrolled  ad- 
ministration of  copper  compounds  to  man.  The  facts 
regarding  the  possible  actual  needs  and  function  of 
this  element  in  human  physiology  remain  to  be 
more  definitely  ascertained.  (Jour.  A.  M.  A.,  Dec- 
ember 17,  1932,  p.  2114). 


Thorotrast. — The  Council  on  Pharmacy  and  Chem- 
istry reports  that  Thorotrast  was  presented  by  the 
Heyden  Chemical  Corporation  for  consideration  by 
the  Council  as  a colloidal  thorium  dioxide  prepara- 
tion suitable-  for  use  in  retrograde  pyelography  and 
for  roentgen  visualization  of  the  liver  and  spleen  by 
a stabilized  thorium  dioxide  “solution,”  containing 
25  per  cent  by  volume  of  thorium  dioxide,  ThOa 
(from  19  to  20  per  cent  by  weight)  and  about  the 
same  amount  of  protective  colloid  (from  16  to  19 
per  cent  by  weight)  said  to  be  of  a carbohydrate 
nature  and  further  defined  as  a dextrin  prepara- 
tion. It  contains  as  a preservative  0.15  per  cent 
of  methyl  p-hydroxybenzoate.  The  alpha  radio- 
activity of  the  usual  intravenous  dose  of  Thorotrast 
was  determined  to  be  approximately  the  equivalent 
of  from  1.5  to  3.0  micrograms  of  radium.  In  con- 
sideration of  the  fatal  poisoning  from  radioactive 
points,  reported  in  the  literature,  the  Council  be- 
lieves this  to  be  a highly  dangerous  dose.  In  view 
of  the  very  imperfect  elimination  of  thorium  dioxide, 
its  fairly  high  alpha  ray  activity,  the  possibility  of 
further  increase  in  radioactivity  by  partial  con- 
version to  mesothorium  and  radiothorium,  and  the 
possibility  of  sensitization  of  tissues  to  roentgen 
rays;  considering  the  short  period  during  which  pa- 
tients have  been  kept  under  observation,  the  Coun- 
cil voted  that  Thorotrast  be  not  accepted  for  in- 
travenous administration;  that  acceptance  of  Thoro- 
trast for  use  in  retrograde  pyelography  and  for 
outlining  various  body  cavities  be  deferred  until 
more  satisfactory  evidence  becomes  available  as  to 
its  therapeutic  usefulness  in  these  fields;  and  that 
acceptance  of  the  proprietary  name  “Thorotrast”  be 
deferred  until  satisfactory  evidence  becomes  avail- 
able that  this  preparation  involves  a fundamental 
improvement  over  other  thorium  preparations  for 
use  in  roentgenography.  (Jour.  A.  M.  A.,  December 
24,  1932,  p.  2183). 

Colloidal  Gold  and  Cancer. — “Collodaurum,”  a pro- 
prietary medicine  said  to  consist  of  colloidal  gold, 
is  marketed  by  the  Kahlenberg  Laboratories,  Inc., 
of  Two  Rivers,  Wis.  It  is  said  to  have  been  de- 
veloped by  Prof.  Louis  Kahlenberg  of  the  University 
of  Wisconsin  and  Dr.  Edward  H.  Ochsner,  and  has 
been  sold  under  the  claim  that  it  is  “far  superior  to 
x-ray  and  radium  in  the  treatment  of  inoperable 
cases  of  cancer,  and  also  as  postoperative  treat- 
ment.” As  late  as  November,  1932,  physicians 
have  received  circular  letters  urging  them  to  try 
“Collodaurum”  in  cancer.  In  1925,  The  Journal 
published  a report  of  the  Council  on  Pharmacy  and 
Chemistry  that  pointed  out  that  the  claims  for  this 
product  were  not  supported  by  acceptable  evidence 
and  were  therefore  unwarranted.  The  Journal  has 
repeatedly  said  that,  after  all,  time  is  the  true  test 
of  any  cancer  cure.  If  a product  offered  for  use 
in  cancer  had  any  real  merit,  its  praises  after  eight 
years  would  have  been  so  widely  sung  that  its 
manufacturer  would  not  have  to  promote  it  by 
either  circulars  or  advertising.  The  continued  sale 
of  “Collodaurum”  is  a sad  reflection  both  on  the 
scientific  judgment  of  those  who  use  the  product, 
and  on  those  who  lend  their  names  to  the  promo- 
tion, and  again  an  indication  that  cancer  offers  a 
fertile  field  for  the  promoter  of  afty  remedy  for 
cancer  that  may  be  concocted.  (Jour.  A.  M.  A., 
December  24,  1932,  p.  2188). 

Caroid. — Caroid  is  a preparation  of  papain  (ob- 
tained from  papaya). — Years  ago  the  Council  on 
Pharmacy  and  Chemistry  had  Caroid  under  con- 
sideration for  a considerable  time  and  in  the  end 
rejected  the  product  on  account  of  its  variability. 
At  the  present  time  no  digestive  ferment  prepara- 
tion proposed  for  oral  administration  stands  accepted 
for  New  and  Nonofficial  Remedies  for  the  reason 
that  the  Council  has  become  convinced  that  there 
is  no  adequate  evidence  for  the  usefulness  of  the 
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internal  administration  of  such  digestive  ferment 
preparations. 

Sodium  Thiocyanate  (Rhodanate)  and  the  Theory 
of  Agglomeration — Both  chemical  and  medical  per- 
iodicals of  late  have  contained  discussions  concern- 
ing the  theory  of  sleep  and  a method  for  the  con- 
trol of  narcotic  addiction,  and  even  insanity.  The 
theory  and  a treatment  are  advanced  by  Wilder  D. 
Bancroft,  professor  of  physical  chemistry  in  Cornell 
University,  at  Ithaca,  N.  Y.  Apparently  Professor 
Bancroft  conceives  that  these  conditions  are  as- 
sociated with  some  physical  change  in  the  cells  of 
the  brain  in  the  nature  of  an  agglomeration  and 
that  this  physical  change  can  be  controlled  by  the 
administration  of  sodium  thiocyanate  or  sodium 
rhodanate.  Physicians,  of  course,  realize  that  it  is 
the  tendency  of  such  cases  to  be  cured  temporarily 
by  any  treatment  and  that  the  difficulty  in  the 
situation  arises  in  making  them  stay  cured.  It  is 
conceivable  that  various  types  of  mental  defect  may 
have  remissions  and  numerous  relapses.  Evidence 
is  now  available  in  the  office  of  the  American  Medi- 
cal Association  that  Professor  Bancroft  has  sent 
not  only  to  physicians  but  also  to  a layman  a cir- 
cular stating  that  Sodium  Rhodanate  Merck,  made 
and  sold  by  Merck  and  Company,  New  York,  is 
the  purest  sodium  thiocyanate  on  the  market  and  is 
the  only  one  that  they  recommend  at  present,  and 
gives  directions  for  the  use  of  the  preparation. 
Among  the  strange  inroads  now  being  made  on  the 
practice  of  medicine  by  those  without  training  or 
legal  authority  to  practice,  this  document  assumes 
a peculiar  place.  (Jour.  A.  M.  A.,  December  31, 
1932,  p.  2270). 


The  tendency  to  give  milk  to  excess  in  post- 
operative and  convalescent  cases  is  apt  to  give  the 
patient  a feeling  of  revulsion.  Yet  milk  is  the  one 
food  for  which  there  can  be  no  effective  substi- 
tute. 

Modern  physicians  overcome  this  aversion  to 
milk — this  distate  for  a steady  milk  diet — by  flav- 
oring it  in  a way  that  makes  the  color  and  taste  in- 
teresting to  the  patient,  yet  does  not  alter  the  basic 
fundamentals  of  the  milk  itself. 

Cocomalt,  for  example,  converts  milk  into  a de- 
licious chocolate  flavor  food-drink  that  is  tempting 
to  the  fussiest  invalid.  Even  those  who  acutely 
dislike  milk  and  refuse  to  drink  it,  welcome  the  re- 
freshing flavor  of  Cocomalt.  Not  only  does  it 
tempt  sick  and  lagging  appetites  by  its  palata- 
bility:  Cocomalt  substantially  increases  the  nutri- 
tive value  of  milk.  Every  cup  or  glass  of  Cocomalt 
a patient  drinks  is  equal  in  food-energy  value  to 
almost  two  cups  or  glasses  of  milk  alone. 

Furthermore,  Cocomalt  nourishes  without  taxing 
the  digestion.  It  can  be  taken  frequently  even  by 
the  very  sick.  It  is  easily  digested  and  quickly  as- 
similated even  by  those  whose  digestive  systems  are 
impaired. 

Cocomalt  contains  a rich  supply  of  Sunshine  Vita- 
min D and  is  accepted  by  the  American  Medical 
Association  Committee  on  Foods. 


THE  HOMAN  SANATORIUM 

For  the  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 

A privately  owned,  thoroughly  and  modernly  equipped,  ethical  institution  of  110  rooms. 
Heliotherapy,  pneumothorax,  phrenic  nerve  and  chest  surgery,  and  all  other  modem  meth- 
ods of  treatment. 

Write  for  booklet  giving  rates  and  other  information. 
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have  first  consideration 


Cliniccl  reports  after  Tryparsamide  treatment  indicate  that  forty  to  fifty  per  cent  of  cases  of  early 
paresis  show  symptomatic  improvement.  The  treatment  is  inexpensive;  does  not  disrupt  the 
patient’s  daily  routine  of  life  and  is  available  through  the  services  of  his  personal  physician. 
Clinical  reports  and  treatment  methods  will  be  furnished  on  request. 
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tration. Accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association. 
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THE  DOCTOR  AND  THE  PUBLIC 

H.  A.  INGALLS,  M.  D. 

Roswell,  N.  M. 


President’s  Address' — Delivered  before  the  New 
Mexico  Medical  Society,  at  Its  Fifty-First  Annual 
Session,  Roswell,  N.  M.,  May  18-20,  1933. 


In  the  present  day  rush  of  life,  we  are,  as  a pro- 
fession, rather  prone  to  forget  our  duty  to  the  com- 
munity in  which  we  reside,  and  conclude  that  the 
general  public  has  been  educated  to  the  point  where 
they  are  capable  of  meeting  the  stress  and  strain  of 
the  daily  grind  without  aid  from  us. 

This  indifference  on  our  part  has  permitted  the 
charlatan  to  cause  great  physical  and  mental  distress 
through  neglect  of  body,  and  misdirected  treatment. 

Go  into  almost  any  portion  of  the  state  and  investi- 
gate, if  you  care  to  convince  yourself  of  the  fact 
that  the  average  citizen  is  densely  ignorant  and  is 
held  by  the  word  "doctor.”  It  seems  to  make  no  dif- 
ference as  to  professional  ability;  no  questions  are 
asked  as  to  basis  for  the  designation  of  the  title. 

Given  a man  of  pleasing  appearance,  fairly  well 
dressed  and  with  a good  gift  of  "gab,”  and  with  le- 
gal authority  to  display  the  sign  "Doctor”  on  his 
place  of  business  and  residence,  and  you  will  be  sure 
that  Mr.  Average  Citizen  will  pass  by  the  place  of 
business  of  the  competent  practitioner  to  patronize 
the  "quack.” 

The  incompetent,  through  ignorance  or  dishonesty, 
principally  the  former,  gives  the  patient  an  erroneous 
diagnosis,  and  then  makes  a wild  claim  to  the  patient, 
his  relatives  and  the  general  public  of  having  accom- 
plished the  impossible  and  having  cured  thg  patient 
of  an  incurable  condition.  Strange  as  it  may  seem, 
these  ignorant  followers  of  one  or  the  other  of  these 
so-called  "Healing  Arts”  will  gather  a clientele,  son- 
times  of  remarkable  proportions. 

There  appears  to  me  but  one  course  open,  that  will 


effectively  protect  the  general  public  from  itself; 
that  is,  legislation  which  will  prevent  the  issuance  oi 
a license  to  practice  any  healing  art  other  than  one 
for  which  the  applicant  is  basically  qualified. 

Two  years  ago  last  winter,  the  "Basic  Science  Law” 
was  passed  by  the  House,  but  later  died  in  the  Sen- 
ate for  lack  of  proper  effort  on  the  part  of  the  medi- 
cal profession.  At  the  last  session  of  the  Legislature, 
we  had  no  lobby,  so  the  act  was  not  introduced  in 
the  Senate. 

Due  to  the  general  indifference  of  our  member- 
ship, we  now  have  on  the  statutes  of  the  state  a law 
that  permits  a school  of  practice,  the  foundation  of 
which  was  to  limit  its  work  to  diseases  or  injury  to 
the  bony  frame,  to  enter  upon  the  general  practice  o 
medicine  in  all  of  its  branches.  Many  of  this  school, 
now  licensed  in  New  Mexico,  had  no  training  in  rr 
teria  medica,  therapeutics  or  general  surgery,  yet 
they  are  now  at  liberty  to  attempt  any  and  all  classes 
of  practice,  which  may  result  in  much  harm  to  manv 
of  our  citizens.  It  is  not  my  opinion  that  many  will 
try  to  go  as  far  as  now  permitted  by  our  state  law, 
but  as  time  passes,  especially  should  the  financial  de- 
pression continue,  more  and  more  of  this  class  will 
enter  general  practice  with  the  result  that  the  young- 
er men  will  be  faced  by  incompetent  and,  in  many 
cases,  unscrupulous  competition. 

I now  urge  upon  this  membership  the  authoriza- 
tion for  the  expenditure  of  sufficient  funds  to  em- 
ploy a paid  lobby  to  represent  this  organization  at 
Santa  Fe  during  the  1931  session  of  the  Legislature, 
to  the  end  that  the  "Basic  _ Science  Law”  may  be 
spread  upon  the  statutes  of  this  fair  state. 

In  the  past  we  have  relied  upon  the  efforts  of  our 
own  membership,  and  much  has  been  accomplsihed, 
such  as  the  defeat  of  the  "Naturopath  Bill”  at  the 
session  of  1931,  but  with  the  activities  of  the  igno- 
rant and  unscrupulous  and  the  money  back  of  them, 
it  behooves  us  to  fight  fire  with  fire. 

The  membership  at  large  must  realize  that  we  are 
all  in  the  same  boat.  Our  business  must  be  carried 
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on,  so  we  cannot  spare  the  time  to  go  to  Santa  Fe  to 
watch  and  fight. 

The  membership  residing  in  Santa  Fe  are  more 
handicapped  than  are  we  who  reside  elsewhere  in  the 
state  as  it  is  harder  for  them  to  watch  the  activities 
close  at  hand,  so  we  should  abandon  our  former  plan 
of  placing  Santa  Fe  members  on  the  Legislative  Com- 
mittee because  of  their  proximity  to  the  legislative 
halls  and  expecting  them  to  spend  six  or  eight  weeks 
in  investigating  the  various  measures  proposed  and 
introduced. 

In  conclusion  it  is  our  desire  to  recommend  that 
this  society,  in  conjunction  with  the  dental  and 
druggist  associations,  employ  an  individual,  prefer- 
ably a druggist,  who  is  in  a position  to  devote  a few 
days  of  his  time  each  quarter  of  the  year  to  visit  the 
larger  centers  of  population  to  investigate  irregulari- 
ties and  gather  data  for  presentation  to  the  session  of 
the  legislature  in  support  of  one  effective  piece  of 
legislation,  preferably  our  Basic  Science  Law,  to  the 
end  that  the  majority  of  our  citizenship  who  are 
basically  unable  to  choose  wisely,  may  have  compe- 
tent advice  and  treatment,  no  matter  what  school 
of  practice  is  desired  by  the  individual  for  his  family 
and  himself,  as  it  is  our  duty  to  carry  into  effect  the 
time-honored  traditions  of  our  profession  which  have 
been  permitted  to  pass  into  neglect  by  our  past  in- 
activity. 


GENITAL  HYPOPLASIA 
IN  WOMEN 


CLARA  SEIPPEL  WEBSTER,  M.  D., 

Tucson,  Arizona. 

(Read  before  the  Forty-second  Annual  meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 

Genital  hypoplasia  in  women  is  a subject  in  which 
we  have  thus  far  apparently  taken  very  little  inter- 
est, though  it  is  so  common  that  Paul  Werner  of 
Vienna,  one  of  the  leading  gynecologists  in  Europe, 
believes  one  out  of  every  five  women  suffers  more 
or  less  from  underdevelopment  of  the  reproductive 
organs.  A few  years  ago  a well-known  French  physi- 
cian stated  that  fully  twenty  per  cent  of  his  coun- 
trywomen belonged  to  the  hypoplastic  type;  to  which 
fact  he  largely  attributed  France’s  declining  birth 
rate.  This  statement  brings  to  our  minds  the  ob- 
servations of  Laurence  Sterne,  the  Irish  novelist  and 
author  of  Tristram  Shandy,  who,  in  1768  published 
A Sentimental  Journey  through  France  and  Italy,  in 


which  he  devotes  a chapter  to  The  Dwarf.  He  began 
to  measure  everybody  walking  on  the  streets  of  Paris, 
and  his  comments  on  them  were:  "Every  third  man  a 
pigmy,  some  by  rickety  heads  and  hump  backs,  oth- 
ers by  bandy  legs;  a third  set  arrested  by  the  hand 
of  Nature  in  the  sixth  and  seventh  years  of  their 
growth;  a fourth  in  their  perfect  and  natural  state 
like  dwarf  apple  trees,  from  the  first  rudiments  and 
stamina  of  their  existence  never  meant  to  grow 
higher.”  It  is  hardly  surprising  then  to  find  marked 
hypoplasia  so  prevalent  among  the  great-grand- 
daughters of  Sterne’s  contemporaries  in  France. 

Every  day  on  our  own  streets  we  see  women  of  the 
type  known  as  hvpoplasia  universalis.  Many  a young 
woman  who  boasts  a bovish  figure  could  not  possiblv 
have  a girlish  figure  if  she  desired  it.  Her  breakfasts 
of  black  coffee  and  cigarettes  get  the  credit  for  an 
assumed  accomplishment  which  is  nothing  more  nor 
less  than  a defect  of  nature,  and  by  this  malnutrition 
she  further  hamoers  the  development  of  an  already 
imperfect  constitution. 

Graves,  of  Harvard  Universitv,  is,  to  mv  knowl- 
edee,  the  onlv  author  of  an  American  textbook  on 
gynecology  who  gives  the  subject  its  merited  consid- 
eration. 

The  infantile  uterus  is  familiar  to  us  all,  and  is 
the  key  to  the  diagnosis;  but  the  associated  abnormal 
anatomy,  pathological  physiology,  morbidity,  and 
complications  of  pregnancy,  rarely  arrest  our  atten- 
tion. 

Meaker  of  Boston,  in  1930,  mapped  out  a most 
thorough  and  scientific  program  of  study  of  this 
subject,  which  has  been  temporarily  interrupted.  He 
says:  "Hypoplasia  of  the  female  reproductive  organs 
is  a common  condition,  as  every  gynecologist  can 
attest — present  in  about  forty  per  cent  of  sterile 
matings — a definite  barrier  to  fertility  in  some  400,- 
000  American  marriages.” 

Hvpoplasia  is  classified  as  primary  and  secondary; 
primary  hypoplasia  is  divided;  hypoplasia  localis 
or  genitalis;  hvpoplasia  universalis.  Genital  hypo- 
plasia is  far  more  common  than  universal  hvpoplasia. 
Secondary  hvpoplasia  follows  excessive  child-bearing, 
prolonged  lactation,  psychoses,  and  oTier  debilitat- 
ing conditions.  In  this  paper  I shall  consider  only 
primary  hypoplasia. 

The  more  one  studies  the  hypoplastic  woman, 
the  more  convinced  he  becomes  that  some  constitu- 
tional factor  is  at  the  base  of  the  trouble.  That  in 
most  cases  it  is  not  primarliy  the  ovary  which  fails 
to  function  properly  but  that  hereditary  influences 
or  infectious  diseases  in  childhood  have  so  affected 
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the  ovaries  that  they  cannot  mature  normally.  Rob- 
ert Young  Sullivan,  of  Georgetown  University,  ob- 
tained histories  from  many  young  women  showing 
arrested  development  at  puberty,  which  revealed 
mental  deficiency,  syphilis  and  alcoholism  in  the  an- 
cestors; sometimes  the  patient  was  a premature  child, 
and  had  rickets  or  tuberculosis  in  early  youth.  Many 
gynecologists  believe  that  chronic  illnesses,  such  as 
tuberculosis  and  intestinal  disorders,  and  acute  infec- 
tious diseases  near  puberty,  are  the  etiological  factors 
which  vitally  affect  and  retard  the  maturing  process- 
es. Wheeler  of  Dublin  reported  a case  of  infantil- 
ism due  to  polyposis  of  the  colon,  and  in  the  British 
Medical  Journal,  Hickocks  describes  infantilism  in  a 
young  woman  suffering  from  adenoma  of  the  liver 
with  malignant  changes. 

Some  writers  speak  of  congenital  and  acquired 
hypoplasia;  Gardner-Hill  of  London  refers  to  endo- 
crine and  cachetic  infantilism. 

Emil  Novak,  of  Johns  Hopkins  University,  studied 
twenty-six  uteri  at  necropsy — nine  in  fetuses,  sev- 
enteen in  children.  The  ages  of  his  subjects  ranged 
from  the  twelfth  week  of  intra-uterine  life  to  the 
fourteenth  year  of  postnatal  life.  He  divides  hypo- 
plasia into  two  groups — an  arrest  of  growth  and  an 
arrest  of  differentiation. 

The  chief  symptoms  of  which  the  hypoplastic 
woman  complains  are:  amenorrhea,  sometimes  asso- 
ciated with  obesity;  delayed,  scanty,  irregular  men- 
struation (occasionally  profuse  and  frequent  flow- 
ing) ; dysmenorrhea,  often  agonizing  in  character; 
sterility. 

The  diagnosis  of  these  cases  can  often  be  made  by 
the  his-ory  alone.  Indeed  hypoplasia  universalis  can 
be  diagnosed  as  the  patient  walks  into  the  office — a 
thin,  lankv,  angular  woman  in  whom  the  secondary 
sex  characteristics  are  practically  or  actually  absent, 
the  body  contour  decidedly  masculine.  Sometimes 
she  is  a small-boned,  doll-like  creature,  with  tiny 
hands  and  feet  and  a very  pretty  face. 

Genital  hypoplasia,  or  hypoplasia  localis,  can  only 
be  detected  by  pelvic  examination.  Sometimes  only 
the  internal  genitalia  are  subnormal,  while  the  ex- 
ternal genitalia  seem  perfectly  formed.  The  pubic 
hair  may  be  absent,  or  very  scant  and  pyramidal  in 
distribution,  with  the  apex  reaching  to  the  umbili- 
cus, the  £atty  cushion  of  the  mons  veneris  is  lack- 
ing; the  labia  majora  are  flabby  and  tag-like,  making 
the  labia  minora  conspicuous;  the  perineum  is  thin 
and  Ps  anterior  portion  may  be  covered  with  mucous 
membrane  instead  of  skin;  the  hymen  very  often  is 
dense  and  fibrous  and  deeply  recessed;  the  vagina  is 


usually  long  and  narrow  but  often  appears  shortened 
because  of  the  uterine  displacement;  the  posterior  for- 
nix is  flattened  and  shallow,  obliterating  the  re- 
ceptaculum  seminis,  which  in  itself  may  be  respons- 
ible for  the  sterility;  the  uterus  is  the  typical  infan- 
tile organ,  with  its  long  conical  neck  and  short,  flat- 
tened fundus;  it  is  very  commonly  retroverted  or 
sharply  anteflexed  and  retrocessed,  or  flexed  and 
verted  in  some  other  combination.  I have  several 
times  found  an  exceedingly  tiny  uterus  well  over  on 
one  side,  close  to  the  pelvic  bone.  The  tubes  are 
long  and  tortuous  and  may  occupy  a position  almost 
paralleling  the  ureters;  the  ovaries  are  small,  spindle- 
shaped,  smooth,  grayish,  with  a thickened  tunica  al- 
buginea; through  this  dense  coat  the  follicles  cannot 
rupture — they  becor/*:  atretic  and  cystic,  and  conse- 
quently there  is  not  sufficient  internal  secretion  to 
meet  the  requirements  of  the  maturing  organism. 

The  anatomical  defect  of  the  uterus  is  associated 
with  a physiological  defect  of  the  endometrium,  but 
Emil  Novak  finds  that  this  endometrium  shows  the 
same  menstrual  cycle  as  that  of  the  normal  uterus. 
However,  because  it  is  so  underdeveloped  and  cov- 
ers so  small  an  area,  he  holds  that  amenorrhea  may  be 
due  to  this  fact  as  well  as  to  failure  of  ovarian  and 
pituitary  stimulation.  The  inability  of  the  engorg- 
ed premenstrual  endomterium  to  accommodate  itself 
to  the  small,  narrowed  uterine  cavity,  he  likewise 
thinks,  may,  by  stimulating  the  uterine  musculature, 
account  for  the  terrific  premenstrual  cramps  which 
subside  when  the  flow  is  established.  The  amenor- 
rheic  girl,  he  observes,  shows  a greater  degree  of  hy- 
poplasia than  the  one  who  suffers  only  from  dys- 
menorrhea. 

It  is  in  the  uterine  and  pelvic  musculature  of  the 
hypoplastic  women  that  the  chief  problems  of  the 
obstetrician  are  rooted.  When  hypoplasia  is  general, 
both  the  voluntary  and  involuntary  muscles  are  flab- 
by. Enteroptosis  and  colitis  are  not  rare  in  these 
subjects,  and  the  ordinary  treatment  for  colitis  is 
usually  unsuccessful.  I can  recall  two  or  three  such 
patients  with  a history  of  treatment  for  colitis  cov- 
ering several  years,  who  gave  it  up  as  a hopeless  un- 
dertaking, and  who,  six  months  or  a year  after  at- 
tention to  their  pelvic  disorders,  noted  a decided 
improvement  in  the  gastro-intestinal  tract. 

Poor  muscles  naturally  mean  limited  endurance, 
and  these  patients  are  fagged  out  after  moderate  ex- 
ertion. When  they  are  ambitious  they  drive  them- 
selves beyond  the  threshhold  of  fatigue  and  feel  more 
exhausted  on  arising  than  when  they  retired.  They 
are  poor  subjects  for  any  form  of  office  treatment. 
Before  instituting  any  local  measures,  I insist  that 
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they  build  up  their  general  resistance  to  a point  at 
least  where  their  consciousness  will  register  fatigue. 

After  these  individuals  are  married  a few  years, 
sterility  is  the  common  complaint  which  impels  them 
to  seek  relief.  And  a more  knotty  problem  does  not 
exist  in  the  whole  realm  of  medicine. 

The  subject  for  this  paper  was  suggested  to  me 
by  a woman  I saw  on  the  operating  table  a few 
months  ago.  Her  surgeon,  before  closing  the  median 
incision,  decided  to  explore  the  pelvis.  The  fundus 
of  the  uterus  could  be  seen  deep  down  in  the  hollow 
of  the  sacrum,  the  tortuous  tubes  were  narly  twice 
the  average  length  and  extended  upward  and  out- 
ward toward  the  pelvic  brim!  at  their  ends  lay  small, 
flattened  ovaries,  the  size  and  shape  of  a shelled  al- 
mond. Here  was  as  typical  a case  of  early  arrested 
development  of  the  internal  genitalia  as  one  will  ever 
see.  The  patient  was  a well-built,  fine-looking  wom- 
an of  thirty-eight,  married  eleven  years,  nullipara, 
of  course.  She  was  hopelessly  sterile,  and  all  attempts 
to  overcome  the  condition  would  be  utterly  useless. 

In  less  severe  and  more  hopeful  grades  of  hypo- 
plasia, we  frequently  obtain  a history  of  sterility  cov- 
ering ten  or  more  years.  All  efforts  to  correct  the 
difficulty  having  ended  in  failure,  the  patient  recon- 
ciles herself  to  childlessness,  and  perhaps  adopts  an 
infant;  then  pregnancy  occurs,  and,  frequently  in 
these  long-standing  cases,  it  progresses  to  a success- 
ful termination. 

In  a very  large  percentage  of  sterile,  hypoplastic 
women,  once  conception  has  taken  place,  the  thin- 
walled  uterus,  with  its  poorly-developed  endome- 
trium, finds  it  impossible  to  meet  the  demands  of  the 
growing  ovum,  and  at  the  eighth,  tenth,  or  twelfth 
week,  expels  its  contents.  This  may  happen  two  or 
three  times,  and  a negative  Wassermann  upsets  our 
theories  perhaps.  A subsequent  pregnancy  may  end 
in  premature  labor  or  finally  reach  full  term. 

When  abortion  occurs  and  curettage  is  indicated, 
the  operation  should  be  performed  with  special  cau- 
tion. It  is  an  exceedingly  easy  matter  to  perforate  a 
normal  pregnant  uterus;  much  more  so  a hypoplastic 
pregnant  uterus. 

The  keynote  to  the  obstetrical  difficulties  in  the 
hypoplastic  woman  lies  in  the  histologic  fact  that 
there  is  a preponderance  of  connective-tissue  cells 
over  muscle  cells.  At  every  step  of  the  way  we  are 
confronted  by  this  unhappy  fact. 

A slightly  generally  contracted  pelvis  often  is  a 
concomitant  of  this  maldevelopment,  but  as  the  fe- 
tus is  usually  small,  that  is  a negligible  factor.  The 
child’s  head,  too,  is  sometimes  hyperflexed,  making 


the  diameter  of  the  presenting  part  still  smaller.  De- 
spite these  facts,  with  the  poor  powers  of  expulsion 
in  the  uterine  and  abdominal  muscles,  the  first  stage 
of  labor  is  usually  prolonged.  Werner  tells  us  that 
quinine  and  pituitary  extract  are  useless  in  such 
instances;  that  ovarian  extract  is  the  preparation 
which  will  stimulate  musculature  contractions. 
Diastasis  recti  is  a not  uncommon  sequel  of  these 
tedious  labors.  The  percentage  of  third  degree  lacer- 
ations is  considerably  higher  than  in  normal  women, 
especially  in  those  whose  thinned-out  perineum  is 
partly  covered  with  mucosa.  The  obstetrician  who 
has  to  deliver  such  a patient  would  do  well  to  pro- 
tect himself  in  advance  by  explaining  the  exact  state 
of  affairs  to  the  husband  before  the  onset  of  labor. 

The  placenta  developing  in  this  defective  endo- 
metrium likewise  is  not  perfect;  the  chorionic  villi 
readily  penetrate  the  thin  mucous  lining  of  the  uterus 
and  invade  the  muscularis;  thus  an  adherent  pla- 
centa may  add  to  the  already  unpleasant  situation. 
Naturally,  with  the  muscle  cells  in  the  minority, 
atony  of  the  uterus  is  likely  to  supervene,  and  post- 
partum hemorrhage  can  be  anticipated.  Puerperal 
infection  is  always  a possible  complication.  Dutta, 
in  India,  sometimes  sees  hyperinvolution  of  the  uterus 
following  delivery. 

To  complete  the  picture,  let  us  not  overlook  the 
poorly  developed  breasts,  which  may  co-exist,  and 
add  ano.her  troublesome  feature  to  the  case,  both 
for  mother  and  child. 

Luckily,  all  of  these  misfortunues  never  happen 
in  a single  case,  but  any  one  of  them  can  be  a source 
of  deep  anxiety  to  the  attending  physician. 

Full-term  pregnancy  usually,  though  not  always, 
cures  the  hypoplasia.  The  system  is  flooded  with 
ovarian  hormones,  and  the  woman  rapidly  blossoms 
out  and  acquires  all  the  characteristics  of  a finely 
matured  individual.  Subsequent  pregnancies  are,  in 
the  vast  majority  of  instances,  normal.  But  if  the 
hypoplasia  is  not  completely  overcome,  there  may  be 
further  threatened  or  actual  abortions  and  com- 
plicated labors. 

When  we  consider  that  we  have  a patient  who 
has  been  married  for  several  years  before  she  seeks, 
or  at  least  finds,  relief  from  sterility,  and  that  sev- 
eral more  years  elapse  before  a full-term  child  is 
born,  we  have  a primipara  near,  and  more  likely 
considerably  over,  thirty  years  of  age.  Ten  or  fif- 
teen years  of  this  woman’s  life  have  been  years  of 
much  anxiety,  to  put  it  mildly,  and  we  can  scarcely 
wonder  that  she  desires  no  more  children.  Frequent- 
ly, the  ordeal  has  been  so  severe  that  further  child- 
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bearing  is  inadvisable  or  even  impossible.  So  that 
one-child  sterility  in  an  elderly  primipara  may  spell 
hypoplasia. 

The  treatment  of  the  hypoplastic  girl  and  woman 
still  leaves  much  to  be  desired. 

In  the  way  of  prevention,  it  would  be  wise  to 
stimulate  in  parents  a more  active  and  serious  inter- 
est in  the  health  of  their  growing  daughters,  espe- 
cially those  so-called  delicate  girls  who  have  been 
sickly  throughout  childhood.  It  is  the  rule  to  rush 
children  back  to  school  before  they  have  completely 
recovered  from  tonsillitis,  influenza,  bronchopneu- 
monia, and  so  forth,  particularly  to  discontinue  med- 
ical attendance  long  before  the  patients  are  really  on 
their  feet.  In  a girl  approaching  puberty  we  must 
discourage  such  a policy  and  guide  her  safely  through 
convalescence. 

Physiologically,  the  complaints  arising  from  gen- 
ital hypoplasia  are  similar  to  those  of  many  women 
who  are  anatomically  perfect,  but  they  are  more  se- 
vere in  degree,  more  difficult  of  cure. 

We  have  all  of  us  had  a few  brilliant  successes  in 
the  treatment  of  amenorrhea,  dysmenorrhea  and  ster- 
ility, and  many  bitter  disappointments.  Relatively 
few  are  the  persons  who  will  persistently  pursue  the 
matter,  or  the  percentage  of  successes  would  un- 
doubtedly be  more  gratifying.  Their  efforts  are 
generally  spasmodic. 

Organotherapy  has  produced  some  spectacular  re- 
sults, but  we  can  never  predict  them  in  any  given 
case.  The  difficulty  is  by  no  means  always  one  of 
the  efficacy  of  the  preparation  used.  Only  in  stub- 
born and  long-standing  cases  are  parents  willing  to 
bear  the  expense  of  endocrine  therapy,  particularly 
as  the  percentage  of  failures  is  not  small. 

During  two  years  that  I held  the  position  of  Dean 
of  Women  and  Medical  Adviser  to  Women  at  the 
University  of  Arizona,  I had  an  opportunity  to 
study  the  menstrual  histories  of  over  twelve  hun- 
dred young  women  in  their  late  teens.  Though  pel- 
vic examination  was  made  only  on  request,  the  symp- 
toms and  histories  many  times  strongly  suggested 
local  hypoplasia,  often,  to  be  sure,  of  a mild  degree; 
others  were  manifestly  of  the  general  hypoplastic 
type. 

Oligomenorrhea  and  dysmenorrhea  were  very  com- 
mon complaints  since  the  onset  of  puberty.  It  was 
most  instructive  to  observe  the  influence  which 
change  in  altitude  and  humidity  had  upon  this  physi- 
ological process.  Many  of  the  students  came  from 
regions  of  a few  hundred  feet  above  sea  level,  where 
the  humidity  is  rather  high  the  year  round.  The  ma- 


jority of  them  had  a history  of  some  respiratory  dis- 
ease which  interfered  with  their  continuous  attend- 
ance at  school  in  the  north.  Many  who  were  born 
in  the  southwest  were  daughters  of  parents  who  came 
here  for  their  own  health — tuberculosis  usually. 

A number  of  girls  who  had  long  intervals  of  amen- 
orrhea or  very  scanty  menses,  at  home,  would  grad- 
ually become  almost  normal  here.  Others  who  had 
always  suffered  from  menorrhagia,  or  who  men- 
struated too  frequently,  experienced  a complete  ces- 
sation for  months  at  a time.  Severe  dysmenorrhea 
endured  since  puberty  would  sometimes  utterly  van- 
ish during  the  school  year.  Girls  who  had  never  had 
pain  would  require  analgesics  month  after  month,  or 
sometimes  only  every  second  or  third  month.  In 
some  instances  they  would  revert  to  their  former 
habits  on  their  return  home;  in  others  not. 

Women  over  twenty  often  complain  of  excessive 
and  prolonged  menstruation  when  they  first  come 
into  this  climate;  sometimes  it  continues  only 
through  the  hot  weather  and  recurs  every  summer. 
In  married  women  it  presents  a puzzling  situation 
at  times,  particularly  in  tuberculous  women,  whose 
intermenstrual  periods  may  extend  over  several 
months.  These  patients  may  have  driven  many  miles 
over  rough  mountain  roads  and  been  bleeding  for  a 
few  days,  usually  with  some  clotting.  Diagnosis  of 
an  early  pregnancy  can  be  exceedingly  difficult  if 
the  patient  can  give  no  helpful  information.  I have 
now  seen  so  many  of  these  cases,  in  whom  pregnancy 
was  eventually  ruled  out,  that  I attribute  the  phe- 
nomenon to  the  altitude  and  the  peculiar  conditions 
which  exist  in  this  section  of  the  country. 

Which  form  of  endocrinotherapy,  if  any,  was 
called  for  in  some  of  these  cases,  it  was  not  always 
easy  to  decide.  A large  majority  of  the  patients 
were  unwilling  to  bear  the  cost  of  hypodermic 
medication  or  to  purchase  the  expensive  preparations 
on  the  market.  I was  therefore  obliged  to  employ 
the  less  costly  drugs,  often  with  entire  satisfaction. 
My  observations  as  to  the  benefits  of  glandular 
products  were  therefore  limited  to  the  very  stubborn 
cases — those  who  had  tried  many  remedies  in  other 
parts  of  the  country,  practically  always  on  an  inter- 
mittent plan.  And  in  these  cases  there  were  some 
impressive  results.  I recall  one  particular  case  of 
amenorrhea  in  a young  woman  of  seventeen,  who 
had  menstruated  very  slightly  only  five  or  six  times 
in  her  life.  She  was  so  obese  that  her  face  was  ex- 
pressionless. On  a combination  of  whole  ovary  and 
anterior  pituitary  extracts,  she  lost  twenty-five 
pounds  in  the  course  of  ten  months,  and  her  normal 
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features  revealed  an  exceedingly  attractive  young 
girl.  Menstruation  recurred  regularly  under  contin- 
ued treatment,  and  gradually  increased  in  duration. 

Meaker  holds  that,  inasmuch  as  the  anterior  pit- 
uitary gland  is  the  motor  of  the  ovary,  its  extract  is 
the  logical  one  to  administer,  and  never  that  of  ovary. 
On  this  premise  the  European  gynecologists  employ 
x-ray  irradiation  of  the  anterior  pituitary  gland, 
with  perhaps  as  great  a percentage  of  good  results  as 
those  of  any  other  method.  They  also  prescribe  it 
quite  freely  to  prolong  the  menstrual  function  in 
women  approaching  the  menopuase,  with  surprising 
effect.  It  preserves  the  woman’s  youth  and  vitality 
for  several  years,  and  can  be  repeated  three  or  four 
times  a year  without  losing  its  influence.  I have 
seen  women  a few  years  past  the  menopause  tremen- 
dously stimulated  by  this  treatment — their  greatly 
increased  energy  lasting  for  months. 

Drips  and  Ford  of  the  Mayo  Clinic  have  had  a 
satisfactory  proportion  of  good  results  from  irradia- 
tion of  the  hypophysis  or  ovaries,  or  both,  in  cases 
of  ovarian  hypofunction. 

Kurzrok  and  Ratner,  in  1932,  at  the  Sloane  Hos- 
pital for  Women,  New  York  City,  studied  thirteen 
women  with  amenorrhea  accompanied  by  some  de- 
gree of  hypoplasia.  Having  found  in  a previous 
study  that  follicular  hormone  is  present  in  the  urine 
of  women  throughout  the  years  of  sexual  activity 
and  often  into  the  menopause,  they  made  a com- 
parative study  with  the  thirteen  aforementioned 
amenorrheics,  and  found  follicular  sex  hormone  pres- 
ent in  the  urine  of  these  patients  in  slightly  in- 
creased amounts.  Their  treatment  with  female  sex 
hormone,  over  a period  of  twelve  months  in  some 
instances,  was  disappointing. 

In  cases  of  scanty  and  irregular  menstruation,  1 
have  obtained  many  satisfactory  results  by  prescrib- 
ing emmenagogues  a few  days  before  the  expected 
period,  repeating  the  treatment  for  several  months 
until  a more  normal  function  is  established.  This 
has  often  mitigated,  and  sometimes  entirely  relieved, 
an  accompanying  dysmenorrhea,  too. 

Dysmenorrhea  has  not  yielded  very  satisfactorily 
to  hormone  therapy  in  my  hands.  Again,  the  cost 
must  share  the  blame,  for  patients  are  not  willing  to 
spend  the  money,  much  less  the  time,  to  wait  for 
several  months,  perhaps,  to  prove  the  efficacy  of 
some  gland  product;  especially  when  there  are  ex- 
cellent analgesics  and  antispasmodics  on  the  market 
which  will  have  immediate  effect  in  at  least  alleviat- 
ing the  pain,  to  such  an  extent  that  an  incapacitat- 
ing dysmenorrhea  is  converted  into  an  ambulatory 


distress.  These  remedies,  of  course,  are  most  efficient 
in  the  milder  grades  of  menstrual  cramps,  and  often 
enable  the  girl  who  is  compelled  to  remain  in  bed 
one  or  two  days  to  be  up  and  about  her  work. 

The  dysmenorrhea,  however,  associated  with  a 
clear-cut  case  of  hypoplasia,  is  often  a terrific  and 
cruel  ordeal  and  no  human  being  should  be  allowed 
to  suffer  such  agony  thirteen  times  a year,  for  one 
or  for  many  years.  Regarded  purely  from  the  stand- 
point of  pain,  no  person  in  his  right  senses  would  en- 
dure thirteen  attacks  of  acute  appendicitis  annually. 
Why  then  should  a young  girl’s  life  and  happiness 
be  blighted  by  such  hideous  suffering  simply  because 
it  originates  in  a so-called  physiological  process? 

Parents  as  a rule  believe  their  daughter  will  out- 
grow the  trouble,  which  may  be  partially  true.  In 
the  meantime  they  are  quite  contented  to  keep  her 
in  bed  a few  days  each  month  and  apply  hot-water 
bags.  It  is  frightfully  unfair  to  put  such  a damper 
on  youth  and  to  keep  a sword  of  torture  dangling 
over  a young  girl’s  head,  especially  when  modern 
medicine  can  do  something  at  least  to  mitigate  such 
pains  in  many  instances,  and  rob  the  anticipated 
period  of  much  of  its  horrible  cruelty. 

First  of  all,  it  may  not  be  a purely  local  problem, 
and  the  removal  of  associated  pathology  may  be  enor- 
mou  ly  beneficial.  Most  of  these  girls  in  their  early 
teens  could,  I believe,  be  comfortably  carried 
through  these  monthly  ordeals  if  the  patient  and  the 
doctor  earnestly  and  persistently  battled  together  to 
conquer  the  trouble.  The  general  attitude  of  mind, 
however,  is  not  so  attuned,  and  the  physician  can 
accomplish  nothing  single-handed. 

When  the  young  woman  becomes  a wage  earner 
and  realizes  something  must  be  done,  she  usually  suc- 
ceeds in  obtaining  relief  by  one  means  or  another,  if 
she  but  perseveres  in  her  quest. 

To  relieve  the  excruciating  cramps  with  morphine 
is  perhaps  occasionally  justifiable  but  scarcely  advis- 
able for  repeated  attacks.  To  encourage  the  taking 
every  twenty-eight  days  of  alcoholic  drinks  until  the 
stupor  of  intoxication  deadens  the  sensation,  is  un- 
worthy of  twentieth-century  medicine. 

The  physician  who  administers  temporary  relief 
should  encourage  the  patient  to  have  the  problem 
more  thoroughly  investigated  with  a view  to  free- 
ing her  permanently,  if  possible,  from  the  affliction, 
or  at  least  so  modifying  the  pains  that  they  will  no 
longer  hamper  her  activities. 

Gradual  dilatatioin  of  the  cervix  has  proved  one 
of  the  most  gratifying  measures  I have  used  in  these 
intensely  severe  cases.  In  the  hypoplastic  uterus,  as 
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well  as  in  uteri  which  seem  to  be  perfectly  normal 
but  are  associated  with  an  incapacitating  dysmenor- 
rhea, there  is  often  a markedly  cicatricial  band  at 
the  internal  os — a callous  stenosis,  as  Bumm  calls  it. 
Slow  dilatation  in  the  office  twice  a week  for  a num- 
ber of  weeks,  can  be  successfully  performed  in  a 
large  number  of  such  cases.  When  the  work  must 
be  done  hastily,  or  if  the  dilatation  is  too  painful,  or 
where  the  stenosis  is  so  great  that  the  smallest  dilator 
cannot  be  passed  without  exerting  unusual  pressure, 
I inject  one  per  cent  novocaine  into  the  cervix,  close 
to  the  canal,  dilate  slowly  and  gradually,  and  insert 
a stem  pessary  which  remains  in  place  through  two 
or  three  menstrual  periods.  This  does  not  produce 
an  endocervicitis.  If  it  becomes  necessary  to  reinsert 
it  later,  it  can  usually  be  slipped  in  without  anes- 
thetizing the  cervix.  It  is  a treatment  to  which  many 
young  women  will  submit  because  it  avoids  the  pub- 
licity entailed  by  entering  a hospital,  requires  no  loss 
of  time,  and  is  much  more  economical  than  an  op- 
eration under  general  anesthesia.  Of  course,  there  is 
always  the  highly  nervous,  sensitive  patient,  who 
cannot  be  dealt  with  while  conscious,  and  then  hos- 
pitalization is  essential. 

In  1915  Emil  Novak  reported  his  experience  with 
atropine  in  the  treatment  of  spasmodic  dysmenor- 
rhea. He  is  perhaps  the  first  American  gynecologist 
to  study  its  effects. 

Experimental  work  done  by  some  German  investi- 
gators showed  that  atropine  has  a direct  action  on 
the  uterine  muscle.  Its  employment  is  based  on  the 
fact  that  atropine  diminishes  the  irritability  of  the 
autonomic  nerve  endings  in  the  uterus.  Novak  gives 
the  drug  by  mouth  about  two  days  before  the  an- 
ticipated flow  and  continues  it  for  two  or  three 
days  after  the  menses  appear.  He  obtains  very  en- 
couraging results  in  a high  percentage  of  cases  and 
considers  it  by  far  the  best  treatment. 

That  the  autonomic  nervous  system  plays  a role 
of  importance,  there  can  be  no  question,  and  the 
latest  therapy  undertaken  for  intractable  dysmenor- 
rhea is  lumbar  sympathectomy,  mentioned  by  Dr. 
Addison  of  the  Mayo  Clinic  when  he  visited  Tucson 
a few  weeks  ago.  This  sounds,  perhaps,  like  a very 
heroic  measure,  but  it  is  no  more  radical  than  hys- 
terectomy, to  which  gynecologists  are  sometimes 
driven  by  their  torture-torn  patients.  Some  years 
ago  I was  obliged  to  remove  the  uterus  in  a young 
woman  of  twenty-four,  whose  pains  yielded  only  to 
large  doses  of  morphine  frequently  administered. 
Naturally  such  treatment  could  not  be  repeated  ev- 
ery four  weeks  indefinitely,  and  as  she  refused  to 
take  any  of  the  drug  whatsoever,  she  literally  writh- 


ed in  pain  for  three  to  five  days,  with  a tempera- 
ture that  reached  104  degrees.  Two  previous  lap- 
arotomies and  a painstaking  study  of  the  case  before 
and  after  hysterectomy — in  which  study  I was  as- 
sisted by  several  eminent  colleagues — failed  to  shed 
the  faintest  ray  of  light  on  the  cause  of  the  torment- 
ing dysmenorrhea. 

Emil  Novak  in  a recent  paper  speaks  of  gratify- 
ing results  with  intramuscular  injections  of  antu- 
itrin  in  spasmodic  dysmenorrhea. 

Whether  the  victim  of  amenorrhea  or  dysmenor- 
rhea is  a hypoplastic  or  not,  her  general  health  should 
be  made  the  basis  of  investigation  at  the  beginning 
of  the  treatment  and  she  should  never  be  regarded 
as  purely  a pelvic  problem  except  by  exclusion  of 
other  pathology.  All  the  endocrinopathies,  tubercu- 
losis, anemia,  and  other  disorders,  may  be  character- 
ized by  amenorrhea;  and  dysmenorrhea  can  be  but 
an  expression  of  some  functional  or  non-pelvic  trou- 
ble. 

We  have  all  seen  young  girls  overcome  their  pain 
under  improved  hygienic  conditions,  or  outgrow  at 
least  the  incapacitating  elements  of  the  pain  as  they 
leave  their  teens.  The  correction  of  poor  muscle  tone 
and  postural  defects  plays  no  small  part  in  accom- 
plishing this,  probably  by  so  increasing  the  general 
resistance  of  the  woman  that  pains  which  once  were 
overwhelming  become  quite  endurable.  Which,  of 
course,  applies  to  all  human  beings  regardless  of  the 
nature  of  their  suffering. 

Miller,  of  the  University  of  Iowa,  gives  physical 
training  much  deserved  credit  for  the  relief  of  dys- 
menorrhea in  college  women,  and  the  physical  activ- 
ity of  nurses,  in  training  schools.  Litzenberg,  of  the 
University  of  Minnesota,  also  found  this  to  be  true 
a number  of  years  previously,  and  his  first  prescrip- 
tion to  young  women  with  dysmenorrhea  is  physical 
exercise.  Clelia  Mosher,  Medical  Adviser  to  Women 
at  Stanford  University  during  the  first  quarter  of 
the  century,  worked  out  a spe'eial  exercise  to  be  tak- 
en during  the  period,  which  proved  highly  beneficial 
in  some  individuals. 

Wendel,  writing  in  one  of  the  German  periodicals, 
in  1931,  on  goitrous  dysmenorrhea,  a functional  dis- 
order, says  if  interstitial  thyrotoxicosis  is  recognized 
more  often,  many  needless  thyroidectomies,  appen- 
dectomies and  pelvic  operations  will  be  unheard  of. 

Duke,  in  his  monograph  on  asthma  and  allergy,  • 
finds  that  patients  with  allergic  complaints,  who  suf- 
fer from  dysmenorrhea,  sometimes  are  entirely  free 
from  menstrual  pain  on  the  completion  of  the  prop- 
er treatment  for  their  allergy. 
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Twentieth-century  medicine,  I believe,  is  no  long- 
er satisfied  with  treating  such  a serious  and  incapac- 
itating affliction  as  dysmenorrhea  often  is,  by  mere- 
ly alleviating  the  pain,  grateful  as  we  are  for  such 
success,  but  is  now  searching  for  measures  to  abol- 
ish it  if  possible. 

The  menstrual  disturbances  are  the  complaints  of 
the  hypoplastic  girl,  who,  when  she  marries,  adds 
another  and  even  more  perplexing  feature  to  the  pic- 
ture. 

Sterility,  to  my  mind,  is  the  most  difficult  prob- 
lem that  confronts  the  gynecologist.  The  congen- 
ital hypoplastic,  of  course,  can  scarcely  cherish  any 
hopes  of  maternity.  If,  either  by  examination,  lap- 
arotomy or  hysterography,  it  can  be  positively  dem- 
onstrated that  such  is  the  condition,  the  patient 
should  be  so  informed. 

We  all  have  personal  friends  who  in  years  past 
were  discouraged  by  their  medical  advisers  from  ever 
hoping  to  have  a family,  but  who,  nevertheless,  in 
later  years  became  happy  mothers.  It  therefore  be- 
hooves us  to  be  guarded  in  our  statements  when  they 
can  be  so  disheartening.  Apparently  such  women  re- 
quired an  additional  ten  or  fifteen  years  to  reach  full 
maturity. 

Werner  believes  that  the  success  which  sometimes 
follows  dilatation  of  the  cervix  for  sterility  is  due  to 
the  irritation  of  the  uterine  canal,  which  stimulates 
the  ovaries.  This  may  likewise  explain  the  progres- 
sive diminution  of  pain  over  a period  of  three  or  four 
months  when  slow  dilatation  is  performed  for  dys- 
menorrhea— better  ovarian  function,  with  increased 
production  of  enzymes  in  the  endometrium  perhaps, 
or  a greater  output  of  follicular  hormone. 

The  German  physicians  place  great  faith  in  meas- 
ures which  bring  about  an  increased  pelvic  hy- 
peremia, and,  in  addition  to  diathermy,  hot  applica- 
tions, hot  irrigations,  and  so  forth,  they  send  their 
patients  to  bathing  resorts  where  the  effervescent 
waters  cause  an  increased  blood  supply  to  the  pelvic 
organs.  Franzenbad  in  Austria  has  been  the  mecca 
of  many  sterile  women  who  later  experienced  the 
joys  of  motherhood. 

In  the  literature  there  are  many  articles  reporting 
the  successful  treatment  of  sterility  with  female  sex 
hormone,  pituitary  gland  and  other  endocrine  prod- 
ucts. When  this  fails,  we  try  mechanical  means — 
the  wearing  of  stem  pessaries.  Of  course  displace- 
ments must  be  overcome  by  pessaries  or  ligament  op- 
erations. Autotransplantation  of  the  ovary  is  more 
popular  with  the  European  gynecologists,  some  of 
whom  regard  it  as  the  most  effective  therapy  for  the 


treatment  of  marked  degrees  of  hypoplasia.  It  is  fol- 
lowed by  a perceptible  increase  in  the  size  of  the 
uterus,  and  fertility  may  be  the  reward.  Artificial 
insemination  is  also  a method  employed  as  a measure 
of  last  resort. 

X-ray  to  the  hypophysis  and  in  small  doses  to  the 
ovaries,  has  its  advocates  and  its  share  of  successes. 
I believe  the  fear  that  irradiation  of  the  ovaries  may 
be  followed  by  deformities  in  the  offspring  is  now  no 
longer  entertained — due  no  doubt  to  improved  tech- 
nic in  roentgenotherapy. 

We  all  agree,  I am  sure,  with  Dr.  Robert  Young 
Sullivan  of  Washington,  that  "Hypoplasia  is  a great 
handicap  in  national,  racial,  social  and  personal  life. 
The  efficiency  and  well-being  of  the  individual  so 
afflicted  is  considerably  reduced,  thereby  curtailing 
both  earning  power  and  other  forms  of  endeavor,  to 
say  nothing  of  the  disadvantages  of  poor  health  from 
the  standpoint  of  pain,  annoying  fatigue,  and  disap- 
pointment in  the  manifest  purposes  of  life.” 

With  a wider  and  deeper  interest  in  the  problems 
of  genital  hypoplasia  in  women,  on  the  part  of  the 
profession,  with  the  painstaking  efforts  of  many 
physicians  constantly  to  improve  our  present  meth- 
ods as  time  advances,  both  for  the  prevention  and 
cure  of  this  wide-spread  affliction,  I hope  and  be- 
lieve that  medical  science  can  make  it  possible  for 
the  va:t  majority  of  the  women  of  the  future  to 
achieve  maturity  and  maternity  without  dread  and 
untold  suffering.  Abolishing  as  nearly  as  possible 
the  monthly,  nerve-wracking  experiences  that  dull 
the  outlook  upon  life  and  rob  it  of  much  of  its  joy, 
we  should  insure  to  the  girls  of  the  coming  genera- 
tions a happier  womanhood  and  a much  more  normal 
motherhood. 
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DISCUSSION 

DR.  MEADE  CLYNE  (Tucson)  : I think  it  is  well 
to  bring  this  subject  to  our  attention. 

One  type  of  genital  hypofunction  which  Dr.  Web- 
ster has  neglected  to  mention  is  seen  in  that  group 
of  women  who  appear  overweight,  sexually  subnor- 
mal as  regards  menstruation  and  ovarian  function, 
with  symptoms'  of  pituitary  and  thyroid  unbalance. 

The  enteroptosis  and  colitis  mentioned  by  Dr. 
Webster,  as  an  accompaniment  of  hypoplasia  may 
not  be  due  wholly  to  the  hypoplasia,  or  vice  versa, 
but  may  rather  be,  as  Graves  thinks,  a portion  of 
the  whole  picture  which  he  has  called  “hypoplastic 
constitution.” 

Sterility  and  dysmenorrhea,  as  a part  of  hypo- 
function  should  not  be  considered  as  entirely  due  to 
this  state  (hypofunction).  The  sterility  in  these  cas- 
es will  frequently  disappear  if  means  are  taken  to 
rectify  abnormalities  in  the  male  partner,  ovarian 
hypofunction,  chemical  reactions  in  the  upper  va- 
gina, or  changes  in  viscosity  in  the  mucous  plug  of 
the  cervix  uteri.  Sterility  in  the  male  is  not  a ques- 
tion for  discussion  here.  Neither  is  the  medical 
treatment  of  ovarian  hypoplasia  which,  as  Dr.  Web- 
ster states,  is  a question  of  glandular  therapy. 
Changes  in  the  chemical  reactions  of  the  vagina  are 
easily  brought  about.  Dilatation  of  the  cervix  fre- 
quently changes  the  viscosity  of  the  mucous  plug. 

Carey  states  that  he  has  frequently  seen  marked 
increase  in  ovarian  function  as  evidenced  by  restor- 
ation, or  regulation,  of  menses  and  increase  in  lib- 
ido, all  brought  about  by  the  use  of  the  Baldwin 
smooth-glass  stem  pessary.  Intractable  cases  of 
sterility  have  been  aided  by  this  pessary  also,  and 
we  feel  it  is  far  superior  to  the  ones'  commonly  used. 

Genital  hypoplasia  of  a primary  nature  may  be 
divided  into  ovarian  hypoplasia  itself,  infantilism  of 
the  uterus,  antef'exion  of  the  uterus,  infantilism  of 
the  external  genitalia,  or  any  combination  of  thrse. 
It  is  somewhat  questionable  what  influence  climate 
or  previous  illness  has  upon  these  isolated  tissues 
themselves.  Graves  considers  geni  al  hyproplasia  as 
but  a part  of  a constitutional  make-up,  in  which  all 
cf  the  glands  of  internal  secretion,  but  most  espe- 
cially the  pituitary,  thyroid  and  ovary,  are  impli- 
cated. 


DR.  A.  K.  DUNCAN,  Douglas:  This  is  an  excel- 
lent paper,  and  we  should  have  more  papers  on 
gynecological  and  obstetrical  subjects.  Mothers  of 
young  girls,  and  the  girls  themselves,  are  learning 
that  it  is  not  necessary  at  this  time  to  suffer  for 
one  to  several  days  out  of  every  month.  Cases  of 
congenital  hypoplasia  are  fairly  common,  and  a good 
history,  physical  examination,  and  a rectal  exam- 
ination, where  a vaginal  is  contra-indicated,  will 
make  the  diagnosis  and  lead  the  way  for  proper 
treatment.  The  day  has  passed  when  people  are  sat- 
isfied with  a sedative  or  a pain  killer  to  be  repeated 
each  month. 

As  we  learn  more  about  the  endocrine  glands  we 
are  more  able  to  recognize  conditions  due  to  some 
disfunction  of  one  or  more  of  them  when  we  meet 
th  m.  I personally  have  had  better  success  with  the 
use  of  anterior  pituitary  gland  preparations  with 
small  doses  of  dessicated  thyroid,  in  the  treatment 
of  these  cases,  than  I have  been  able  to  obtain  with 
the  ovarian  preparations  of  any  kind.  Before  resort- 
ing to  hysterectomy  in  young  women  I believe  that 
a sympathetic  ganglion  resection  should  be  tried.  A 
lumbar  sympathectomy  is  not  necessary  but  the 
much  simpler  resec  ion  of  the  so-called  presacral 
ganglion  just  be’ow  the  bifurcation  of  the  aorta,  as 
practiced  by  Leriche  and  others.  We  are  now  enter- 
ing a period  of  advance  in  our  knowledge  of  what 
functions  various  glands,  especially  the  pituitary, 
haw  on  the  whole  economy  of  our  being.  It  seems 
likely  that  we  will  eventually  have  tests  that  will 
put  our  knowledge  of  the  patient  on  a scientific 
basis,  and  even  now  the  newer  preparations,  with 
certain  active  principles  isolated  give  promise  of 
more  certain  results  in  treatment  as  we  learn  more 
about  them  and  added  experience  teaches  us  how 
to  use  tVm  fo  best  advantage. 

DR.  WEBSTER,  (closing)  : As  to  the  percentage 
of  cases  of  dysmenorrhea  associated  with  hypoplasia, 
I should  estimate  that  perhaps  eighty  to  ninety  per 
cent  of  young  women  suffering  from  intractable 
dysmenorrhea  belong  to  the  hypoplastic  group. 

The  clotting  of  the  menstrual  blood  is  prevented 
by  an  enzyme  secreted  by  the  cells  at  the  mouth  of 
the  tortuous  glands  which  compose  the  endome- 
trium; the  formation  of  this  enzyme  depends  upon 
ovarian  activity.  Clotting  may  therefore  be  due  to 
hypofunction  of  the  ovaries  or  deficient  glandular 
structure  in  the  endometrium,  or  both. 

I wish  to  thank  the  gentlemen  who  have  discussed 
my  paper  and  contributed  to  the  subject. 


GONORRHEA  AND  ITS  COMPLI- 
CATIONS IN  THE  MALE 

JOHN  W.  PENNINGTON,  M.  D. 

Phoenix,  Ariz. 

(Read  before  the  Forty-second  Annual  Meeting  of 
the  Arizona  State  Medical  Association,  held  at  Tuc- 
son, April  20-22,  1933.) 


Gonorrhea  is  a topic  which  receives  little  general 
discussion  in  spite  of  the  prevalence  of  the  disease  and 
the  disability  it  can  cause.  In  this  paper  only  the 
acute  form  and  its  complications  will  be  discussed. 

Based  on  a one-day  census  of  dispensaries,  clinics 
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and  doctors  in  twenty-five  communities  throughout 
the  United  States,  the  United  States  Public  Health 
Service1  estimates  that  there  are  679,000  new  cases 
of  gonorrhea  every  year  in  the  United  States.  This 
would  be  an  incidence  of  5.7  per  1000  population  per 
year,  the  rate  for  the  male  being  8.6  per  1000  per 
year,  for  the  female,  2.7  per  1000  per  year.  These 
figures  cover  fresh  infections  and  the  Public  Health 
Service  estimates  that  acute  cases  are  10  per  cent 
more  prevalent  than  chronic  in  the  male.  The  inci- 
dence of  gonorrhea  is  hard  to  determine,  but  the  con- 
dition is  very  common.  The  above  figures  do  not  in- 
clude self-treated  cases,  nor  those  treated  outside 
the  medical  profession,  and  are  ridiculously  low.  At 
the  rate  of  5.7  per  1000  population  a city  the  size 
of  Phoenix  would  have  only  3 00  fresh  cases  a year, 
which  would  be  an  excellent  condition  if  it  were 
true. 

If  every  case  of  gonorrhea  seen  and  treated  by  a 
physician  were  seen  and  treated  as  often,  and  as  skil- 
fully as  necessary  to  obtain  a cure,  the  number  of 
chronic  cases  would  be  reduced  to  zero.  This  cannot 
be  hoped  for,  because  some  patients  will  disappear 
when  the  discharge  has  ceased,  before  one  can  com- 
plete a cure,  and  occasionally  there  is  a case  in  which 
it  is  very  difficult  to  produce  a cure  even  under  the 
best  conditions. 

The  treatment  to  be  adopted  depends  upon  the 
stage  existing  when  the  patient  is  first  seen.  If  pa- 
tients are  seen  prior  to  the  development  of  a dis- 
charge, prophylactic  treatment  should  be  used  in  an 
attempt  to  prevent  the  infection.  Ballenger,  Elder, 
and  McDonald2  report  that,  by  the  use  of  sealing 
methods,  during  twenty-four  years  of  practice,  when 
applied  within  forty-eight  hours  after  exposure,  only 
one  patient  developed  gonorrhea.  This  patient  was 
cured  by  one  treatment.  The  method  advocated  by 
these  men  is  to  use  one  treatment  if  the  patient  is 
seen  within  forty-eight  hours  after  exposure,  two  if 
three  days  have  elapsed,  and  three  if  four  days  passed. 
The  solutions  used  were  not  mentioned,  but  prob- 
ably include  a number  of  drugs. 

Abortive  treatment  is  justified  when  a patient  is 
seen  with  the  disease  in  a very  early  stage.  There  are 
several  methods  of  doing  this.  Manning’  suggests  one 
which  he  used  on  eighteen  cases  svith  70  per  cent 
success.  This  method  consists  of  inserting  a soluble 
cartridge  containing  an  antiseptic  drug  into  the  ure- 
thra, where  it  slowly  melts  over  a period  of  four  to 
six  hours.  The  cartridge  is  retained  by  bending  the 
penis  and  applying  adhesive  or  a rubber  band.  It 
wold  seem  that  trauma  to  the  urethra  would  be  un- 


avoidable in  this  procedure  and  might  cause  stricture. 
Manning  does  not  state  whether  strictures  were 
found  or  not.  Boyd1  suggests  a method  of  using  acri- 
flavine  in  1-1000  strength  twice  a day  where  the 
injection  is  allowed  to  gradually  ooze  out  with  the 
patient  prone  and  the  penis  held  erect.  He  uses  this 
method  in  cases  of  less  than  forty-eight  hours  dura- 
tion and  reports  only  one  stricture  in  fifty-eight 
cases,  which  is  certainly  a very  satisfactory  result. 
Where  the  infection  has  not  been  present  longer  than 
twenty-four  hours,  I am  now  using  a method  of  seal- 
ing acriflavine  in  the  urethra.  This  method  appears 
to  be  as  effecting  in  aborting  the  disease  as  any  men- 
tioned, but,  like  the  others,  will  have  a fair  percent- 
age of  failures  because  of  the  uncertainty  of  the 
depth  and  extent  of  the  existing  disease  when  treat- 
ment is  started. 

There  is  a rather  wide  variation  of  opinion  on  the 
early  treatment  of  acute  gonorrhea.  Some  men,  main- 
ly the  army  physicians,  advocate  no  local  treatment 
during  the  acute  inflammatory  stage,  while  oth^ 
men  hold  that  moderate  local  treatment  has  a decid- 
ed advantage.  The  army  men  have  a situation  which 
is  almost  unknown  in  practice  because  they  can  put 
their  patients  at  absolute  bed  rest.  I believe  that, 
under  the  ordinary  conditions  in  which  a patient  is 
treated,  it  is  better  to  use  injections,  because:  first, 
one  often  sees  a marked  decrease  in  the  amount  of 
discharge  and  the  number  of  gonococci  present;  sec- 
ond, there  is  possibly  a stimulation  of  the  local  de- 
fense mechanism;  third,  psychic  effect  upon  the  pa- 
tient of  the  idea  that  you  are  doing  something  for 
him — and  this  is  very  important  for  the  patient’s 
viewpoint.  The  antiseptic  used  certainly  should  be  as 
potent  as  possible,  and  yet  irritate  as  little  as  possible. 
Internal  medication  appears  to  have  little  effect  on 
the  uncomplicated  case.  In  a recent  article  by  Davis 
and  Sharpe5  based  on  thorough  and  well-controlled 
experiments  on  the  possibility  of  rendering  the  urine 
germicidal  by  drugs  given  by  mouth,  the  following 
conclusions  were  drawn:  That  pyridium  is  practically 
inert,  caprokol  is  slightly  antiseptic,  methenamine  is 
quite  efficient,  and  acriflavine  in  alkaline  urine  is  un- 
failing when  given  in  capsules  and  not  in  enteric 
coated  tablets.  Drugs  given  in  this  way,  however,  do 
not  penetrate  the  urethral  mucosa. 

The  patient  must  be  given  definite  and  explicit  in- 
structions in  the  proper  method  of  injecting  the 
urethra,  not  to  use  a large  amount  of  solution  and 
not  to  exert  undue  pressure.  This  is  necessary  be- 
cause most  patients  cannot  be  entirely  treated  in  the 
office.  The  patient  must  also  be  given  hygienic  in- 
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structions  for  himself  and  to  protect  those  who  come 
in  contact  with  him.  Detailed  advice  about  sexual 
excitement,  diet,  exercise,  and  alcoholic  beverages  is 
also  necessary.  The  patient  should  be  seen  at  fre- 
quent intervals,  when  the  urine  should  be  obtained  in 
two  glasses  and  carefully  studied.  Smears  should  be 
taken  and  examined  to  determine  the  number  of  or- 
ganisms present  and  the  type  of  cells  in  the  dis- 
charge. 

The  really  important  part  in  the  treatment  of  gon- 
orrhea is  after  the  discharge  ceases.  This  point  is 
often  very  difficult  to  impress  upon  patients  and 
even  doctors.  The  proper  time  to  start  the  use  of 
through  and  through  irrigations,  massage  of  the  pros- 
tate, and  the  passage  of  sounds  is  a matter  of  judg- 
ment. A general  rule  to  use  is  that,  when  the  urine 
is  no  longer  hazy  and  contains  only  shreds,  these 
measures  may  be  started.  Through  and  through  ir- 
rigations should  be  started  first,  and  then  sounds 
should  be  passed  in  increasing  sizes,  starting  with 
about  a number  18  or  20  French,  and  increasing  two 
sizes  every  five  to  seven  days  until  the  urethra  has 
been  thoroughly  dilated.  Not  infrequently  one  will 
see  a recurrence  of  the  discharge  following  the  pass- 
age of  a sound  which  may  be  the  second  or  third 
one  passed.  This  indicates  that  there  has  been  a focus 
which  could  not  have  been  eradicated  without  the 
use  of  sounds.  Such  foci  are  apt  to  cause  a persistent 
chronic  discharge  and  eventually  strictures,  if  not 
eliminated.  By  thorough  dilatation  of  the  urethra,  I 
mean  the  passage  of  sounds  of  increasing  size  followed 
bv  the  Kollmann  dilator,  until  the  urethra  has  been 
stretched  to  its  full  diameter.  Prostatic  massage 
should  be  continued  intermittently  until  the  pros- 
tatic secretion  has  returned  to  normal.  Occasionally 
one  can  not  get  the  urine  free  of  shreds  bv  dilata- 
tion. When  this  occurs,  an  endoscopic  examination 
is  necessary  to  locate  the  focus  and  treat  it. 

The  presumably  ideal  case  of  gonorrhea  begins  as 
an  anterior  infection  and  remains  an  anterior  infec- 
tion until  a cure  is  accomplished.  The  doctor  treat- 
ing the  case  should  do  everything  in  his  power  to 
keep  the  condition  anterior.  The  method  of  using 
heat  throueh  a sound  in  acute  gonorrhea,  is  a very 
excellent  means  of  spreading  the  infection  to  the 
posterior  urethra.  This  type  of  treatment  has  been 
used  and  tried  for  manv  years,  but  is  profitable  onlv 
for  the  people  who  make  and  sell  the  instruments. 
Tbe  use  of  astringent  solutions  which  abruptly  stop 
rh“  d’schnrve  can  not  be  condemned  severely  enough. 
These  solutions  only  coagulate  the  lining  of  the  ure- 
thra and  do  not  eradicate  the  disease,  but  simply  ^enl 


pockets  of  infection  in  the  glands,  which  usually 
later  break  through  and  cause  a chronic  discharge. 
The  danger  of  stricture  formation  is  great. 

Posterior  urethritis,  which  is  estimated  to  occur  in 
SO  to  8 5 per  cent  of  cases,  is  shown  when  the  second 
glass  of  urine  becomes  cloudy,  accompanied  by  fre- 
quency, urgency,  and  painful  urination.  Often  there 
is  a little  terminal  hematuria.  The  above  percentage 
is  too  high  and  should  be  lowered,  and  can  be  if  care 
in  the  treatment  is  used.  If  posterior  infection  oc- 
curs, such  complications  as  acute  prostatitis,  seminal 
vesiculitis,  vasitis,  and  epididymitis  become  immi- 
nent. As  to  the  treatment  of  posterior  urethritis, 
there  is  little  change  from  that  of  anterior  urethritis, 
as  deep  injections  are  harmful.  Oral  medication  may 
be  of  some  benefit  in  controlling  symptoms,  but  does 
not  alter  the  course  of  the  disease. 

The  complications  of  gonorrheal  urethritis  might 
be  divided  into  two  parts,  namely:  the  complications 
of  anterior  urethritis  and  those  of  posterior  urethri- 
tis. Under  the  complications  of  anterior  urethritis 
one  should  first  consider  infection  of  the  urethral 
glands.  This  would  seem  to  occur  in  most  cases  and 
is  responsible  for  the  lighting  up  of  the  infection  fol- 
lowing the  passage  of  sounds,  as  mentioned  above, 
and  also  accounts  for  spongeitis  or  chordee  and  peri- 
urethral abscess. 

Peri-urethral  abscess  is  a complication  which  may 
become  a difficult  problem.  Some  of  these  abscesses, 
if  small,  mav  heal  spontaneously  and  leave  an  in- 
durated nodule,  some  may  rupture  or  point  on  the 
urethral  side  where  they  can  be  opened  intra-urethral- 
lv.  Sometimes  the  abscess  points  externally,  the  com- 
munication with  the  urethra  being  closed.  If  in  the 
pendulous  portion,  one  is  fortunate  indeed  if  the  ure- 
thral opening  has  closed;  otherwise,  fistulae  will  form 
and  these  fistulae  are  often  very  hard,  if  not  impos- 
sible, to  close.  The  large  abscesses  most  commonlv 
occur  in  the  perineum  and  should  be  incised  and 
drained  earlv  to  prevent  destruction  from  the  pus 
burrowing  along  the  fascial  planes.  Free  drainage 
should  be  used,  as  one  need  not  fear  a persistent  fis- 
tula in  this  area. 

Balanooosthitis,  if  caused  by  a phimosis,  should  be 
treated  bv  a dorsal  slit,  otherwise  cleanliness  by  use 
of  irrigations  or  frequent  washings  with  soap  and 
water  is  sufficient. 

Paraphimosis  must  be  reduced;  it  is  sometimes  nec- 
essary to  incise  the  constricting  band.  Dry  heat  is 
verv  beneficial  in  both  balanoposthitis  and  paraphi- 
mosis. 

Chordee  is  a very  painful  and  unpleasant  thing  for 
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the  patient.  The  use  of  hot  sitz  baths  and  bromides 
in  full  dosage  is  the  best  for  prevention,  and  cold 
water  is  best  for  relief.  Recently  I saw  a case  in 
which  chordee  was  very  persistent,  lasting  until  the 
patient  had  received  several  dilatations.  The  per- 
sistence in  this  case  was  due  to  an  old  resistant  stric- 
ture from  a former  attack  of  gonorrhea  twelve  years 
previously. 

The  commonest  and,  indeed,  the  almost  invariable 
complication  of  posterior  urethritis  is  acute  prosta- 
titis, which  may  become  severe  enough  to  cause 
urinary  retention. 

The  differential  diagnosis  between  acute  prostati- 
tis and  prostatic  abscess  is  often  impossible.  Fluctua- 
tion, the  usual  sign  of  abscess,  can  not  be  made  out 
with  one  fjnger  in  the  rectum.  The  pain  in  both 
conditions  is  severe  and  referred  to  the  perineum  and 
rectum.  Marked  dysuria  occurs  and,  as  stated  above, 
may  go  on  to  complete  retention.  The  temperature 
may  be  high.  Chills  and  sweats  are  common.  Nau- 
sea, vomiting,  prostration,  and  even  mental  confu- 
sion, occur  to  complicate  the  picture.  These  latter 
symptoms  are  due  to  uremia,  and  all  degrees  of  kid- 
ney damage  may  be  present.  The  renal  damage  is 
similar  to  that  found  in  retention  from  prostatic 
hypertrophy.  The  pathological  changes  present  may 
vary  from  the  diffuse  inflammation  and  induration 
of  acute  prostatitis  to  large  multilocular  abscesses. 
Between  these  two  conditions  there  are  many  varia- 
tions in  the  changes  present.  There  may  be  many 
minute  abscesses  distributed  throughout  the  gland, 
or  several  slightly  larger  abscesses  in  one  lobe,  or 
multiple  moderately  large  abscesses  throughout  the 
gland,  or  a very  large  multilocular  abscess. 

Under  treatment,  prostatitis  and  prostatic  abscecs 
will  be  considered  together.  The  most  important 
thing  in  the  treatment  is  to  maintain  reasonably 
free  urination.  When  the  condition  causes  an  ob- 
struction to  the  outflow  of  urine,  the  ordinary" 
methods  of  inducing  urination  should  be  tried.  The 
use  of  heat  by  rectal  irrigations,  either  into  the  rec- 
tum directly  or  through  a psvchrophore,  bv  electri- 
cal heaters,  or  by  hot  sitz  baths,  will  often  cause 
enough  subsidence  of  the  condition  to  allow  reason- 
ably free  urination.  Diathermy  mav  be  useful  in 
this  condition.  If  urinary  difficulty  is  persistent  and 
grows  greater,  with  complete  or  almost  complete  re- 
tention ensuing,  this  is  the  signal  for  surgical  treat- 
ment of  the  prostate,  as  frequent  catheterizations,  re- 
tention catheters  or  suprapubic  puncture  for  removal 
of  the  urine,  can  be  used  only  to  prepare  the  patient 
for  a surgical  procedure.  A general  rule  to  follow  is 


that,  if  severe  retention  has  been  present  for  twenty- 
four  hours  or  longer,  surgery  should  be  done  at  once. 
If  severe  uremia  is  present,  the  urinary  retention 
must  be  relieved  by  retention  catheter,  or  suprapubic 
drain,  after  which  the  abscess  may  usually  be  incised 
with  little  delay. 

There  are  only  two  recommended  methods  of  treat- 
ment: rupture  of  the  abscess  with  a sound,  or  inci- 
sion of  the  gland  by  perineal  operation.  In  the  past, 
prostatic  abscesses  have  been  opened  through  the  rec- 
tum. It  is  only  necessary  to  say  that  this  is  absolute- 
ly bad  practice.  The  objection  to  rupturing  an  ab- 
scess with  a sound  is  that  it  is  blind  procedure.  Rup- 
ture of  the  urethra  and  false  passage  may  occur  with- 
out opening  the  abscess.  Very  often,  even  though 
the  abscess  has  been  ruptured,  one  gets  poor  drain- 
age with  residual  cavities  and  diverticula,  or  the 
puncture  hole  closes,  with  recurrence  of  the  abscess. 
The  danger  of  a very  distressing  residual  chronic 
prostatitis  is  great.  On  the  other  hand,  perineal  pros- 
tatomy  is  a very  simple  procedure.  The  prostate  is 
adequately  exposed  and  can  be  thoroughly  explored 
and  all  cavities  drained,  with  much  more  certain  im- 
mediate results.  In  a diffuse  prostatitis  without  cav- 
ity formation,  no  harm  has  been  done,  and  the  con- 
dition responds  to  the  drainage,  while  with  a sound 
the  trauma  will  be  very  harmful.  The  end  results  of 
the  operative  treatment  are  much  better.  The  patient 
is  usually  up  and  around  in  a relatively  short  period 
of  time.  One  writer  who  advocates  a trial  of  non- 
operative treatment — and  I think  we  all  agree  that 
it  should  be  given  a fair  trial — frankly  states  that 
he  has  never  seen  a recurrence  after  perineal  opera- 
tion, but  that  recurrences  do  follow  nonoperative 
treatment,  or  treatment  by  rupture  with  a sound. 

Seminal  vesiculitis  and  vasitis  occur  only  with 
prostatitis  and  are  frequently  found  when  looked 
for,  as  shown  by  pus  in  the  vesicular  secretion.  The 
symptoms  of  vesiculitis  are  similar  to  those  of  pros- 
tatitis and  the  treatment  is  practically  the  same, 
with  local  heat  during  the  acute  stages  and  massage 
later  on.  If  the  infection  becomes  chronic,  some  men 
advocate  injecting  the  vasa  with  various  solutions. 
This  can  be  done  either  in  the  groin  or  by  injecting 
the  ejaculatory  ducts  in  the  urethra.  The  urethral 
method  is  to  be  preferred,  as  the  danger  of  occlud- 
ing the  vas  is  not  as  great.  Abscess  of  the  seminal 
vesicles  not  responding  to  the  ordinary  treatment, 
must  be  drain&d  by  open  operation.  Vasitis  often 
precedes  epididymitis  and  is  ushered  in  by  pain  in  the 
groin  and  aching  in  the  testicle.  Many  times,  if  the 
patient  is  put  to  bed,  ice  applied  to  the  groin,  and 
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testicles  with  the  scrotum  elevated,  frank  epididy- 
mitis may  be  prevented. 

Epididymitis  is  frequent  in  gonorrhea.  Lewin  and 
Bohm°  found  12.4  per  cent  in  1,000  cases  of  gon- 
orrhea. Stone'  gives  4.8  per  cent  in  900  cases  of  acute 
and  chronic  gonorrhea.  Bilateral  involvement  is  stat- 
ed to  occur  in  1 5 per  cent  or  less,  of  all  cases.  It  is 
unnecessary  to  give  the  symptoms  of  this  disease. 

Stone'  gives  a comparison  of  various  treatments, 
in  a relatively  small  number  of  cases,  based  on  three 
factors:  time  until  pain  is  relieved,  period  of  confine- 
ment, and  involution  period.  He  concludes  that  ex- 
pectant treatment  is  inefficient.  He  believes  that 
operative  treatment  relieves  the  pain  sooner,  short- 
ens incapacity  as  compared  with  expectant  treat- 
ment, shortens  the  involution  period,  and  has  lower 
percentage  of  recurrences  than  any  other  form  of 
treatment.  Hagner,  who  is  the  great  exponent  of 
epididymotomy,  states  that,  if  properly  done,  oc- 
clusion of  the  vas  is  less  apt  to  occur  than  after  con- 
servative treatment.  While  operative  treatment  ap- 
pears to  be  the  most  satisfactory,  in  practice  it  is 
very  difficult  to  induce  people  to  assume  the  extra 
expense  of  a hospital  stay.  Most  cases  resolve  in  a 
week  with  the  usual  routine  treatment  of  bed  rest, 
ice  packs  and  elevation  of  the  scrotum.  Any  of  the 
various  solutions  recommended  for  either  intravenous 
or  intramuscular  injections  may  be  tried.  Some  of 
these  soultions  appear  to  have  a little  more  effect 
than  others,  but  too  much  should  not  be  expected  of 
them.  With  no  evidence  of  subsidence  from  ordi- 
nary treatment  in  one  week’s  time,  surgery  should 
be  advised,  as  it  shortens  the  period  of  disability  and 
may  reduce  the  number  of  cases  of  abscess. 

Except  for  local  cystitis  accompanying  posterior 
urethritis,  gonorrheal  cystitis  is  rare  and  involve- 
ment of  the  kidneys  is  even  more  rare.  If  one  finds 
diplococci  in  the  second  glass  of  urine  or  in  a cath- 
eterized  specimen,  one  should  make  a Gram  stain 
and  carefully  search  for  gonococci,  as  secondary  in- 
fection may  complicate  the  picture.  A gonorrheal 
cystitis  will  usually  respond  early  to  treatment  with 
silver-nitrate  solutions.  If  the  cystitis  does  not  re- 
spond in  a reasonable  length  of  time,  the  ureters 
should  be  catheterized.  Gonorrheal  infection  of  the 
kidneys  is  so  rare  that,  before  making  a positive  di- 
agnosis, cultures  should  be  made  and  the  organism 
identified  by  sugar  tests,  as  other  organisms  may 
closely  resemble  gonococci.  The  treatment  is  lavage 
with  weak  silver-nitrate  solutions. 

Whether  or  not  complications  occur  in  gonorrhea, 
a time  comes  when  the  doctor  and  patient  both  wish 


to  know  whether  the  disease  is  eliminated.  One  can 
say  with  great  certainty  that,  as  long  as  any  shreds 
occur  in  the  urine  or  any  marked  excess  of  pus  re- 
mains in  the  prostatic  secretion,  the  disease  is  not 
cured.  If  the  urine  does  become  clear  and  the  pros- 
tatic secretion  shows  only  a slight  excess  of  pus,  1 5 
to  20  cells  per  field  without  clumps,  the  sound  test, 
the  silver-nitrate  test,  or  beer  test  may  be  tried.  If 
these  produce  no  reaction  and  the  urine  remains 
clear,  the  secretion  from  the  vesicles  and  prostate 
should  be  cultured  for  gonococci.  If  this  culture  is 
negative,  we  can  assure  the  patient  that  his  chances 
of  not  being  cured  are  negligible.  If  a physician 
leaves  him  with  shreds  in  his  urine  and  pus  in  the 
prostate,  the  patient  is  subject  to  late  complications 
and  recurrences,  and  he  may  unknowingly  pass  the 
infection  on  to  others. 

In  conclusion,  too  many  physicians  who  assume 
the  responsibility  of  treating  gonorrhea  are  not  fa- 
miliar with  the  criterion  of  cure.  It  is  the  duty  of 
the  profession  to  make  every  effort  to  bring  their 
methods  up  to  the  highest  standards. 
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DISCUSSION 

DR.  T.  W.  WOODMAN  (Phoenix)  : lb  would  cer- 
tainly seem  that  the  subject  of  Gonorrhea  and  Its 
Complications  in  the  Male  has  been  admirably  cov- 
ered by  Dr.  Pennington’s  paper.  I feel  that  further 
emphasis  should  be  made  of  the  responsibility  rest- 
ing on  the  physician  in  stating  to  a patient  that  he 
is  cured.  As  Dr.  Pennington  has  stated,  a great 
many  cases  stop  their  treatment  as  soon  as  the  dis- 
charge has  ceased;  there  is  no  way  we  can  control 
this  type  of  patient.  Frequently,  however,  the  physi- 
cian is  at  fault  in  advising  a patient  he  is  cured 
prior  to  the  obtaining  of  the  negative  tests  outlined 
in  Dr.  Pennington’s  paper. 

Although  I do  not  treat  gonorrhea  in  the  male, 
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it  is  my  custom,  when  one  of  these  cases  comes  to 
me,  to  take  the  time  to  emphasize  the  importance  of 
remaining-  under  the  genito-urinary  man’s  care  until 
the  patient  has  definitely  been  pronounced  cured. 
Frequently  the  gonorrheal  case  feels  that  the  con- 
tinuance of  treatment  after  the  discharge  has  ceas- 
ed is  simply  a desire  on  the  part  of  the  doctor  for 
additional  revenue.  The  man  who  refers  that  case 
to  the  genito-urinary  specialist  quite  frequently 
has  the  confidence  of  the  patient  he  is  referring,  or 
that  patient  would  not  have  come  to  him  in  the  first 
place,  and  for  this  reason  he  is  in  a better  position 
to  safeguard  his  patient  against  the  patient’s  own 
carelessness  than  is  the  stranger  actually  treating 
the  case. 

Gonorrhea  in  the  male  has  for  so  many  years 
been  regarded  lightly  by  lay  people,  as  no  worse 
than  a bad  cold,  that  it  is  difficult  for  the  medical 
profession  to  educate  people  regarding  its  serious 
complications,  although  the  public  is  becoming  pro- 
gressively more  enlightened  regarding  this  disease. 
The  practice  of  some  druggists  to  prescribe  partic- 
ularly for  this  condition,  because  of  the  druggist’s 
feeling  that  the  disease  is  not  serious,  cannot  be  too 
highly  condemned. 

We  have  all  frequently  seen  the  disastrous  results 
following  the  marriage  of  the  male  presumably 
cured  of  gonorrhea  and  the  subsequent  infection  of 
his  wife.  So  frequently  this  leads',  not  only  to  mark- 
ed pain  and  suffering  on  the  part  of  the  infected 
female,  but  frequently  to  sterility  and  the  divorce 
courts.  I remember  one  case  in  particular  in  which 
the  bride  became  infected  while  on  her  honeymoon, 
and  in  this  particular  instance  the  husband  had 
written  reports  from  three  physicians  stating  that 
in  their  opinion  he  was  cured.  This  bride  developed 
salpingitis  and  a pelvic  peritonitis.  After  the  peri- 
tonitis had  subsided  and  the  blood  count  and  temper- 
ature were  normal,  a bilateral  salpingectomy  was 
done.  The  end  result  in  this  instance  was  a divorce, 
and  shortly  after  the  divorce  the  husband  commit- 
ted suicide.  A careful  review  of  this  record  seems 
to  indicate  that  the  whole  course  of  events  is  trace- 
able to  the  pronouncing  of  a cure  before  there  was 
sufficient  evidence  to  prove  a cure. 


CONSIDERATIONS  IN  TREAT- 
MENT OF  PERIARTHRITIS 
OF  THE  SHOULDER 

JAMES  A.  DICKSON,  M.  D. 

Cleveland  Clinic,  Cleveland,  Ohio. 

(Read  before  the  Forty-second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 

An  analysis  of  200  cases  of  periarthritis  of  the 
shoulder  and  a review  of  the  literature  on  this  sub- 
ject suggest  that  there  must  be  some  general  physi- 


ologic disturbance  that  is  responsible  for  this  very 
distressing  and  common  malady.  This  should  be  em- 
phasized, because  this  fact  seems  to  have  been  lost 
sight  of  by  many  workers  in  their  enthusiasm  for  one 
particular  type  of  treatment,  or  in  their  zealous  en- 
deavor to  attribute  symptoms  to  some  particular 
etiologic  factor.  I have  found  in  all  cases  that — 
whether  the  evidence  pointed  to  infection,  metabolic 
disturbances  or  trauma  as  the  important  etiologic 
factor;  whether  the  treatment  stressed  was  eradica- 
tion of  foci,  physical  measures,  manipulation  or  op- 
eration— the  time  required  for  recovery  and  the  total 
duration  of  the  disease  were  remarkably  constant 
throughout. 

In  an  effort  to  elucidate  the  relationship  of  trau- 
ma, foci  of  infection,  and  metabolic  factors,  in  the 
etiology  of  periarthritis  of  the  shoulder,  and  to  de- 
termine the  most  efficacious  treatment  for  this  con- 
dition, I have  analyzed  a series  of  200  cases  that 
have  come  under  our  care  during  the  last  nine  years. 
1 realize  that  I may  be  treading  on  thin  ice  when  I 
use  the  term  "periarthritis  of  the  shoulder,”  but  it 
appears  to  me  that  this  better  describes  the  clinical 
entity  than  "painful  shoulder,”  "subdeltoid  bursitis,” 
"subacromial  bursitis,”  or  "calcifications  of  the  su- 
praspinatus  tendon,”  with  which  names  you  are  all 
familiar. 

It  would  appear  that  the  syndrome  represents  a 
complex  pathologic  state  in  which  the  capsule  liga- 
ments and  tendons  about  the  shoulder  joint  are  in- 
volved. 

Periarthritis  of  the  shoulder  is  a distinct  entity 
and  prerents  a clinical  syndrome  which  is  more  or 
less  constant.  The  complaints  are  largely  of  pain 
and  loss  of  function.  The  patient  relates  a history 
that  he  has  developed  pain  in  his  shoulder,  either  with 
or  without  an  injury.  The  pain  may  be  characterized 
by  aching,  with  sharp,  stabbing  pain  in  certain  lim- 
ited motions,  or  it  may  be  so  severe  that  morphine  is 
required  for  its  control.  The  pain  usually  is  felt  a 
few  inches  above  the  insertion  of  the  deltoid  and  of- 
ten continues,  in  the  nature  of  a neuralgia,  down 
the  outside  of  the  arm  to  the  hand.  There  is  no  al- 
teration in  sensation  or  in  the  reflexes  and  the  nerve 
trunks  are  not  tender  on  palpation.  The  limitation 
of  motion  in  periarthritis  of  the  shoulder  is  quite 
characteristic.  Abduction  is  possible  to  about  45  de~- 
grees;  rotation,  both  internal  and  external,  is  possible 
to  about  5Q  per  cent  of  normal;  while  forward  and 
backward  movement  is  not  limited  and  is  painless. 
In  some  cases,  abduction  is  painful  only  when  the 
arm  is  passing  through  the  arc  from  70  degrees  to 
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90  degrees,  while  abduction  beyond  the  right  angle 
can  be  accomplished  without  discomfort.  There  is  a 
similar  experience  when  the  arm  is  lowered.  Usually 
there  is  little  change  in  the  contour  of  the  shoulder, 
but  atrophy,  both  in  the  deltoid  and  supraspinatus 
regions,  is  present  in  the  chronic  cases.  Except  in  the 
very  acute  cases,  muscle  spasm  does  not  occur  until 
the  movements  are  checked  by  painful  adhesions. 

Only  cases  showing  this  typical  clinical  syndrome 
were  used  for  this  analysis.  The  only  joint  symp- 
toms were  limited  to  the  shoulders  and  no  cases  in 
which  there  was  issociated  multiple  arthritis  were 
considered.  All  cases  of  periarthritis  of  the  shoulder 
following  definite  dislocation  and  fracture  about  the 
shoulder  or  after  severe  injury  with  complete  tearing 
of  the  supraspinatus  tendon,  as  described  by  Codman, 
purposely  were  omitted  from  this  study.  The  clini- 
cal picture  is  that  of  the  patient  who  presents  him- 
self with  the  typical  disturbance  in  the  shoulder  and 
who  gives  a history  of  no  injury  or,  if  there  has  been 
injury,  some  such  thing  as  "excessive  work  in  the 
garden,”  "washing  windows,”  or  a slight  twist  after 
"throwing  a baseball”  or  "playing  golf,”  is  given  as 
a causative  factor  of  his  disability.  In  these  cases 
there  always  is  a question  as  to  whether  or  not  the 
alleged  accident  had  anything  to  do  with  the  condi- 
tion found  in  the  shoulder. 

In  all  cases  in  this  series,  the  thorough  routine  ex- 
amination included  roentgenogram  of  the  involved 
shoulder,  detailed  search  for  foci  of  infection,  rou- 
tine blood  and  urine  examination,  and  whatever  spe- 
cial tests  were  indicated. 

This  study  has  shown  that  the  clinical  syndrome 
is  not  influenced  in  any  respect  by  the  presence  or 
absence  of  calcium  deposits  as  demonstrated  radiolog- 
ically.  The  presence  of  calcium  is  no  indication  of 
the  severity  or  of  the  duration  of  the  symptoms. 
These  deposits  have  been  found  in  shoulders  in  which 
there  were  no  symptoms  and  have  persisted  in  others 
after  all  symptoms  have  disappeared.  Analysis  of 
Table  1 indicates  that  calcium  deposits  occur  in  3 6.5 
per  cent  of  cases,  or  approximately  one  in  three. 

Periarthritis  is  found  as  often  in  males  as  in  fe- 
males and  appears  after  the  age  of  forty  years  in  over 
80  per  cent  of  the  cases.  The  right  shoulder  is  in- 
volved more  frequently  than  the  left.  The  disease 
often  is  bilateral. 

Table  2 shows  that,  of  the  200  patients  with  peri- 
arthritis of  the  shoulder,  only  sixty-seven  gave  a his- 
tory of  trauma.  However,  in  fifty  of  these,  exam- 
ination revealed  some  focus  of  infection  or  toxic  ele- 
ment that  might  have  been  a contributing  factor. 


Of  the  total  number,  176,  with  focal  infections, 
fifty  had  had  some  trauma,  ninety-six  showed  only 
a focus  of  infection,  and  in  thirty  there  were  also 
defini:e  metabolic  irregularities.  In  two,  metabolic 
abnormalities  only  were  found,  while  in  five  no  etio- 
logic  factor  could  be  elicited. 

This  analysis  indicates  that  foci  of  infection  and 
glandular  dysfunction  would  appear  to  be  much 
more  important  than  trauma  as  etiologic  factors,  al- 
though it  is  extremely  difficult  to  evaluate  their 
true  significance.  Calcium  deposits  are  found  in  ap- 
proximately the  same  proportion  in  all  the  groups, 
regardless  of  whether  traumatic,  infectious,  or  gland- 
ular factors  predominated,  which  shows  that  there 
is  some  common  underlying  alteration  in  the  physi- 
cal state  that  must  determine  the  deposition  of  cal- 
cium. Brichner  in  1917  suggested  some  metabolic 
fault  as  an  etiologic  factor.  Nevertheless,  whatever 
the  general  factors,  there  must  be  some  local  dis- 
turbance which  predisposes  to  the  formation  of  these 
calcium  deposits  about  the  shoulder. 

The  treatment  of  periarthritis  of  the  shoulder  has 
been  approached  from  two  angles — the  general  treat- 
ment of  the  patient  and  the  local  treatment  of  the 
shoulder. 

The  general  treatment  consisted  in  removal  of  all 
foci  of  infection — in  the  teeth,  tonsils,  prostate — 
and  in  every  way  attempting  to  bring  the  patient  to 
a normal  state  of  metabolism.  The  importance  of 
treating  the  general  metabolic  condition  of  the  pa- 
tient was  very  strikingly  emphasized  during  the  ob- 
servation of  several  cases  of  periarthritis  of  the  shoul- 
der in  patients  who  were  being  treated  for  severe 
hyperthyroidism.  The  results  of  treatment  of  the 
local  condition  in  the  shoulders  by  the  various  forms 
of  physical  therapy  and  the  preoperative  regimen, 
which  included  complete  rest  in  bed  and  the  admin- 
istration of  Lugol’s  solution,  were  extremely  disap- 
pointing and  the  patients  failed  to  manifest  anything 
but  mild  improvement.  On  the  other  hand,  after 
thyroidectomy  there  was  almost  invariably  extremely 
marked  relief  of  the  joint  symptoms  within  forty- 
eight  to  seventy-two  hours.  The  intense  pains  sub- 
sided rapidly  and,  with  further  use  of  physical  meth- 
ods, there  was  a complete  return  to  normal  func- 
tion. Both  hyperthyroidism  and  hypothyroidism 
have  been  encountered  in  this  series  of  cases;  the  first 
was  treated  by  operation  and  the  latter  with  thyroid 
extract.  Coincident  hyperglycemia  has  been  correct- 
ed by  means  of  a typical  diabetic  regimen.  Dietary' 
regulation  was  insisted  upon  and,  unless  it  was  con- 
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traindicated,  the  patients  were  given  a high-vitamin, 
low-carbohydrate  diet. 

Heliotherapy  has  proved  extremely  beneficial.  Sev- 
eral of  the  patients  showed  very  little  improvement 
with  local  measures  until  they  began  to  acquire  a 
coat  of  tan.  One  patient  had  failed  to  respond  to 
local  and  general  measures,  but  showed  marked  im- 
provement within  three  weeks  after  arrival  in  Florida, 
where  she  spent  much  time  in  the  sun.  Two  other 
patients  were  unemployed  and,  hence,  could  not  af- 
ford the  usual  physical  therapeutic  measures,  but  im- 
proved rapidly  with  no  treatment  except  a daily  sun- 
bath on  the  beach.  The  efficacy  of  this  form  of 
treatment  is  very  familiar  to  you  here  in  Arizona, 
and  I know  it  is  unnecessary  to  emphasize  its  im- 
portance in  the  management  of  all  forms  of  arthritis. 

The  local  treatment  has  varied  somewhat  accord- 
ing to  the  severity  of  the  symptoms,  but  following 
is  a typical  regimen  to  which  our  patients  are  sub- 
jected. 

During  the  acute  stage  with  severe  pain  and  pos- 
sibly muscle  spasm,  rest  of  the  shoulder  is  advised. 
The  arm  is  maintained  in  moderate  abduction  and  ex- 
ternal rotation  by  means  of  traction.  The  position 
of  full  abduction  and  external  rotation,  recommend- 
ed by  many,  has  no  particular  advantage  and  is  like- 
ly to  add  to  the  patient’s  discomfort.  Ice  caps  are 
applied  to  the  shoulder.  Cold  applications  are  more 
efficacious  in  the  acute  stage,  as  any  form  of  heat 
seems  definitely  to  increase  the  pain.  On  the  third 
day,  sedative  diathermia  is  given  and  the  arm  is  pas- 
sively moved  (once  only)  through  the  full  range  of 
abduction  and  internal  and  external  rotation  and  is 
then  fixed  again  in  the  original  position.  This  treat- 
ment must  be  carried  out  cautiously,  for,  if  motion 
is  started  too  soon,  it  will  increase  the  reaction  about 
the  joint.  On  the  other  hand,  if  the  arm  is  kept  too 
long  in  fixation,  the  exudate  becomes  organized,  with 
the  formation  of  adhesions.  The  above  treatment  is 
carried  out  daily  and  voluntary  contraction  of  the 
deltoid  and  other  muscles  is  encouraged  to  the  point 
of  pain.  This  movement  is  beneficial,  while  move- 
ment beyond  this  point,  either  active  or  passive,  is 
detrimental. 

As  the  range  of  voluntary  movement  without  pain 
increases,  the  degree  of  passive  abduction  is  gradual- 
ly increased  until  full  active  abduction  is  possible 
without  discomfort.  The  abduction  splint  is  then 
discarded  and  full  voluntary  movements  are  en- 
couraged until  full  function  is  restored. 

In  the  subacute  cases  the  arm  is  protected  on  an 
abduction  splint  and  the  patient  is  given  treatment 


with  diathermia,  usually  on  alternate  days.  In  1923, 
I reported  very  satisfactory  results  with  diathermia 
in  periarthritis  of  the  shoulder,  and  similar  experi- 
ences were  reported  by  Mumford.  If,  with  the  aid  of 
diathermia  and  active  and  passive  stretching  exer- 
cises, there  persists  limitation  of  range  of  motion  in 
the  joint,  manipulation  of  the  shoulder  under  anes- 
thesia should  be  seriously  considered.  I agree  with 
Perkins  that  the  most  satisfactory  results  from  man- 
ipulative treatment  are  obtained  in  the  group  of  cas- 
es due  definitely  to  trauma.  However,  manipulation 
has  a very  definite  place  in  the  treatment  of  select- 
ed cases  of  the  group  under  consideration.  When 
the  acute  symptoms  have  subsided  and  the  general 
treatment  is  adequate,  if  limitation  of  range  of  move- 
ment persists  on  account  of  strong  adhesions  which 
have  formed,  a great  deal  of  convalescing  time  can 
be  saved  for  the  patient  by  breaking  these  adhesions 
by  manipulation. 

Very  gratifying  and  satisfactory  results  have  been 
obtained  by  the  adoption  of  the  above  principles.  It 
has  been  demonstrated  that  the  calcium  deposits  are 
quite  unstable  and  readily  disappear  with  diathermia 
treatment  (Dickson,  Mumford),  and  the  joint  be- 
comes painless  and  the  normal  range  of  movement 
is  restored.  Of  the  200  patients,  188,  or  94  per  cent, 
recovered  completely,  with  loss  of  pain  and  return 
of  normal  function.  Most  of  the  patients  required 
from  one  to  six  months’  treatment  for  complete  re- 
covery. A few  had  symptoms  from  one  to  two 
years,  but  ultimately  obtained  satisfactory  results. 

While,  in  more  than  50  per  cent  of  the  cases, 
symptoms  were  present  from  six  months  to  two 
years,  over  8 5 per  cent  of  the  patients  recovered  nor- 
mal, painless  function  within  a period  of  six  months 
after  the  institution  of  treatment.  An  interesting 
feature  is  that,  no  matter  whether  the  chief  etiologic 
factor  was  considered  to  be  trauma,  infection,  or 
true  metabolic  irregularities,  or  whether  the  joints 
were  manipulated  under  anesthesia  or  whether  the 
calcified  bodies  were  removed,  the  recovery  period 
was  approximately  the  same  in  all  groups. 

Many  writers  have  given  the  impression  that  they 
considered  those  cases  in  which  a calcified  deposit 
was  demonstrated  radiologically  quite  different  from 
those  similar  in  every  other  respect,  except  that  the 
roentgenogram  revealed  no  shadow.  I feel  that  the 
basic  pathologic  state  is  the  same  in  all  these  cases, 
and  that  the  principles  underlying  treatment  should 
be  identical.  Calcification  tends  to  disappear  with 
the  subsidence  of  symptoms;  it  may  be  that  it  is  just 
an  indication  of  the  stage  of  attempted  repair.  A re- 
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view  of  some  of  the  reports  would  lead  one  to  be- 
lieve that  the  finding  of  a calcified  area  radiological- 
ly  should  be  an  invitation  for  its  surgical  removal.  I 
certainly  can  not  subscribe  to  this  conception.  In 
making  this  statement  I realize  that  only  five  of  the 
seventy-five  patients  who  gave  evidence  of  having 
calcium  deposits  in  the  shoulder  were  operated  on. 
But,  in  comparing  these  five  cases  with  those  in 
which  manipulation  only  was  done,  it  would  not  ap- 
pear that  their  convalescence  was  made  materially 
less  irksome  or  that  the  time  of  their  disability  was 
lessened.  In  all  cases  in  which  operation  was  done, 
it  was  necessary  also  to  break  down  adhesions  in  or- 
der to  obtain  full  abduction  and  rotation  of  the 
arm,  and  it  seems  that  this  was  more  important  to 
the  patient  than  the  removal  of  the  calcium. 

Of  the  200  cases  in  this  series,  twelve  patients 
failed  to  make  a satisfactory  recovery.  In  one,  the 
patient  refused  to  have  foci  of  infection  removed, 
and  in  another  there  was  very  marked  hypothyroid- 
ism which  would  not  respond  to  general  treatment. 
The  remaining  ten  patients  had  adequate  general  and 
local  treatment,  and  although  they  showed  consid- 
erable improvement,  slight  discomfort  continued. 

An  extremely  interesting  fact  has  been  brought 
out  in  the  follow-up  study  of  this  series  of  cases.  Of 
the  200  cases,  ninety-three  were  seen  prior  to  1928 
and,  although  the  affected  shoulder  has  remained 
well  in  all  these,  with  one  exception  (in  which 
there  was  a slight  temporary  recurrence),  thirteen 
patients  later  developed  joint  symptoms  elsewhere. 
Of  these  thirteen,  ten  gave  a history  of  some  gas- 
trointestinal disturbance  at  the  time  they  were  un- 
der treatment  for  the  shoulder  condition.  Five  had 
infected  teeth  and  tonsils  removed  at  that  time,  but, 
in  spite  of  the  eradication  of  foci,  have  subsequent- 
ly developed  other  joint  complications.  This  empha- 
sizes the  fact  that  there  may  be  some  general  meta- 
bolic factor  in  these  cases.  Of  the  107  patients  seen 
since  1928,  none  has  shown  this  tendency  to  date. 

The  study  of  the  cases  reported  in  the  literature 
and  of  this  series  of  200  cases,  has  shown  most  strik- 
ingly that  an  exact  evaluation  of  the  importance  of 
any  one  of  the  factors  which  may  be  involved  in 
the  causation  of  the  disease,  or  of  the  relative  value 
of  the  various  therapeutic  measures,  is  practically 
impossible.  But  the  study  shows  that,  in  all  cases, 
general  rather  than  local  treatment  is  of  paramount 
importance. 


TABLE  I. 

ANALYSIS  OF  200  CASES 


Total  number  200 

Number  showing  calcium  by  x-ray 73 

Number  of  males 96 

Number  of  females 104 

Age  Incidence 

11-20  2 | 41-50  61 

21-30  10  | 51-60  67 

31-40  25  | 61-70  32 

| Over  70  3 

Number  in  right  shoulder 103 

Number  in  left  shoulder 84 

Number  in  both  shoulders 13 

Calcium  deposits,  right 45 

Calcium  deposits,  left 23 

Calcium  deposits,  both 5 

TABLE  II. 


ANALYSIS  OF  200  CASES  OF  PERIARTHRITIS 
OF  THE  SHOULDER 


Number  of  cases  reported. 

200 

Number  showing  calcium — 

-36.5%  

Without 

With 

73 

Calcium 

Calcium 

Total 

Injury  Injury  only 

67  * 

11 

6 

34.7% 

17 

Injury  and 
infection 

36 

14 

28% 

50 

Infection  Infection  only 

176 

59 

37 

38.5% 

96 

Infection  and 
metabolism 

Metabolic 

17 

13 

43.7% 

30 

Problems  Metabolic 

only 
No 

Demonstrable 

1 

1 

2 

Cause 

2 

3 

5 

ANALYSIS  OF  METABOLIC  DISTURBANCES 

Without  With 

Calcium 

Calcium 

Total 

Hyperthyroidism  . 

....  10 

8 

18 

Hvpothyroidism  

4 

3 

7 

Diabetes  

4 

3 

7 

GOLF,  AND  INFANT  FEEDING 

It  is  possible  to  play  over  the  entire  course  with 
a single  club  and  bring  in  a fair  score.  But  playing 
with  only  one  club  is  a handicap.  The  best  scores 
are  made  when  the  player  carefully  studies  each 
shot,  determining  in  advance  how  he  is  going  to 
make  it,  then  seLcts  from  his  bag  the  particular 
club  best  adapted  to  execute  that  shot. 

For  many  years,  Mead  Johnson  & Company  have 
offered  “matched  clubs,  ’ so  to  speak,  best  adapted 
to  meet  the  individual  requirements  of  the  individ- 
ual baby. 

We  believe  this  a more  intelligent  and  helpful 
service  than  to  attempt  to  make  one  “baby  food”  to 
which  the  baby  must  be  adapted. 
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THE  NEW  EXPERIMENT 

(A  Viewpoint  of  the  Report  of  the  Comittee  on  the 
Costs  of  Medical  Care.) 

R.  J.  STROUD,  M.  D., 

Tempe,  Arizona. 

(Read  before  the  Forty-second  Annual  Mreting  of 
the  Arizona  State  Medical  Association,  held  at  Tuc- 
son, April  20-22,  1933.) 

The  majority  of  the  Committee  has  committed  it- 
self to  try  a bizarre  experiment  with  the  people  as 
pawns  and  the  medical  profession  as  goats. 

During  the  past  twenty  years  the  medical  profes- 
sion has  had  to  work  harder  to  relieve  the  poor,  with- 
out pay,  than  at  any  other  time  in  medical  history. 
The  only  thing  free  about  the  "free”  clinic  is  the 
services  of  the  man  who  actually  makes  the  thing 
possible.  A charge  is  made  even  for  drugs  in  most 
cases  and  everybody,  from  the  door-man  up  to  the 
cold-eyed  and  well-paid  manager,  is  paid  according 
to  his  lot.  Public  Health  has  been  taken  over  by  men 
who  ask  taxes  to  support  them,  and  then  encroach  on 
curative  work  as  fast  as  they  are  entrenched.  Parent- 
teacher  associations  have  doctors  take  care  of  school 
children  and  pre-school  round-ups  and  give  them  ex- 
aminations free,  whether  rich  or  poor.  Social  service 
centers  ask  doctors  to  work  free,  while  all  other  help 
is  paid.  Counties  organize  to  give  the  poor  relief 
through  inadequate  salaries  to  physicians;  veterans 
may  go  to  a hospital  for  free  service  and  operations 
whether  the  trouble  is  service  connected  or  not;  and 
every  other  agency  of  the  so-called  "social  sciences” 
has  paid  individuals  going  around  to  see  how  the 
physician  can  be  placed  in  a "free”  job. 

The  greatest  crime  against  the  American  people 
is  the  surfeit  of  individuals  who  go  around  to  fix 
things  their  way.  Usually  they  have  ample  means  to 
do  the  thing  through  a lobby  or  fact-finding  body. 
The  incentive  to  do  something  often  comes  from 
poorly  timed  remarks  of  people  interested  in  helping 
overcome  things  in  their  own  profession.  From  these 
remarks  some  layman  goes  "a-gunning”  and  there 
is  no  closed  season.  In  our  own  calling,  men  have 
gone  on  record  to  say  that  chronic  appendicitis  was 
non-existent  as  a surgical  thing,  and  these  same  men 
were  the  blazers  of  the  appendicitis  paths  and  made 
their  money  in  rather  startling  figures  for  some  years 
that  way.  Those  who  first  decried  the  "split-fee” 
were  those  who  made  their  money  that  way  and  saw 
the  evil.  Then  they  also  went  "a-gunning.” 

So  there  sprung  up,  among  the  profession,  men 


who  looked  into  the  costs  of  illness  to  the  public — 
a public  served  by  the  most  highly  educated  group  in 
the  world,  a group  advised  to  study  at  least  one  hour 
every  day  to  become  better  men.  The  total  bill  is 
not  so  great  as  that  of  cosmetics,  made  up  in  fac- 
tories by  more  or  less  uneducated  people  and  sold 
over  the  counter  by  anybody  who  can  smile  and  tell 
of  the  wonders  the  things  will  do  to  make  users 
young  in  the  eyes  of  the  world.  And  these  same 
cosmetics  are  sold  more  for  the  bizarre  shapes  of 
flashy  containers  than  by  virtue,  the  ingredients  ris- 
ing 100  per  cent  in  value  by  being  in  an  exotic  con- 
tainer with  extravagant  advertising  claims  set  forth. 

As  long  as  doctors  would  go  into  the  small  places 
and  the  country,  work  themselves  to  death  to  leave 
their  families  destitute;  as  long  as  people  were  train- 
ed to  keep  their  doctor  the  last  on  their  lists  pay- 
able; as  long  as  80  per  cent  could  work  the  doctor  by 
taking  advantage  of  him,  even  to  the  payment  of 
fees  as  small  as  $5  to  set  an  arm,  or  a confinement 
fee  of  $10;  as  long  as  the  doctor  was  doctor,  father 
confessor,  teacher,  and  "poor  man”  of  the  commun- 
ity, while  the  banker,  lawyer,  business  man  and 
saloon-keeper  were  the  rich  folks  up  on  the  hill,  who 
lived  to  enjoy  their  nights  at  home  with  their  fam- 
ilies amid  sumptuous  surroundings,  to  enjoy  the  the- 
ater and  visits  among  friends  and  who  could  get  rest 
undisturbed — just  so  long  was  there  no  hue  and  cry 
of  the  fixers  of  things  American  to  "do  something 
about  it.” 

When  the  costs  of  medical  education  began  to 
mount,  and  the  study  period  was  raised  from  a few 
years  to  seven  minimum  to  attempt  to  pass  a state 
board  examination,  these  new  physicians  were  pre- 
pared for  their  life’s  work  under  the  eyes  of  highly 
trained  and  skillful  men  who  used  all  of  the  modern 
paraphernalia  to  diagnose  and  treat  disease.  Being  so 
wonderfully  equipped,  they  became  city  minded  and 
also  con:cious  of  the  fact  that  they  needed  substan- 
tial offices  in  palatial  buildings  and  a good  automo- 
bile so  as  to  visit  the  "nice”  homes  they  might  be 
called  to  sometime.  They  soon  learned  that  the  cost 
of  all  of  this  was  great  and  the  upkeep  greater.  They 
knew  that  they  were  highly  trained  and  gave  a ser- 
vice that  should  bring  a fair  reward  and  stipend  equal 
to  that  service.  The  outcome  of  this  was  that  they 
had  to  get  away  from  giving  service  indiscriminately 
to  all  comers  and  were  compelled  to  make  expenses  or 
starve. 

Along  with  this  came  the  rise  of  the  hospital  from 
an  endowed  institution,  to  which  formerly  only  the 
poor  were  admitted,  to  an  institution  where  space  for 
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private  rooms  far  outnumbered  the  wards  and  where 
the  hospitals  had  to  make  their  own  way  without 
such  endowment.  The  journey  was  all  uphill,  as  they 
had  to  run  a modern  hotel,  coupled  with  a long  line 
of  nurse  attendants,  historians,  technicians,  labora- 
tories, supervisors  and  x-ray  equipment  on  the  side, 
or  else  be  considered  not  quite  a safe  place  for  the 
public  to  go.  This  betterment  came  from  within. 
The  physician  put  in  more  time  to  keep  up  his  rec- 
ords, as  he  wanted  his  hospital  to  get  along  and  not 
suffer  from  his  poor  records.  On  the  other  hand, 
the  public  demanded  complete  service  and  the  hospi- 
tal fees  increased  to  meet  the  expense.  They  could 
not  function  because,  by  being  lenient,  they  lost 
money  and  had  to  demand  pay  in  advance  or  refuse 
admission  except  in  an  emergency.  Then  the  ques- 
tion became  acute  for  a great  many  people  who  de- 
manded hospital  care,  the  same  80  per  cent  whose  an- 
cestors had  "worked”  the  doctor  and  hospital,  for 
now  they  were  required  to  pay  for  some  of  their 
service.  The  grocery  question  had  become  one  of 
cash  and  the  auto  dealers  keep  their  hands  on  a car 
until  the  last  payment.  Apparently  the  doctor  was 
shelved  to  the  last  again,  for  the  loss  of  a car  would 
let  these  people  "down”  before  their  neighbors.  A 
bill  owed  the  doctor  was  harder  to  pay  but  more 
easily  concealed.  And  yet,  "keeping  up  with  the 
Joneses”  was  going  on  in  the  competition  for  the 
best  the  hospital  afforded;  and  the  people  would 
boast  of  the  tribulations  of  their  elective  surgery,  to- 
gether with  x-ray  details,  for  this  topic  is  always  a 
good  one,  then  and  now.  Unfortunately,  the  doctor 
also  demanded  a pay-day  at  a time  when  costs  had 
gone  up  for  everything. 

It  made  no  difference  that  the  costs  of  everything 
had  gone  up  and  business  demanded  shorter  credits 
on  one  hand,  and  the  "dollar  down  and  pay  forever” 
was  giving  the  people  what  they  had  been  taught 
civilization  demanded.  No  commission  went  into 
action  as  to  the  cost  of  cosmetological  care  or  the 
cost  of  transportation  for  those  who  had  a down 
payment  on  an  automobile.  It  never  seemed  to  occur 
to  people  that  all  other  costs  had  gone  up  far  beyond 
the  cost  of  medical  care.  We  spent  more  as  first 
cost  for  an  automobile  than  our  fore-fathers  ever 
spent  in  a lifetime  to  travel.  Each  home  must  have 
its  radio,  electrical  refrigeration,  overstuffed  furni- 
ture, double  bathrooms,  electric  carpet  sweepers,  and 
each  farm  with  a pressure  water  supply  in  addition 
to  these  luxuries,  with  every  conceivable  gadget  that 
a manufacturer  could  ingeniously  put  out  to  sell. 
But  that  was  BUSINESS  in  a big  sense  and  nothing 


must  interfere  with  it  except  the  limitations  of  the 
public’s  pocket-book  and  not  even  a medical  fee  must 
stop  business.  And  the  profits  were  large.  But  it 
never  occurred  to  the  investigators  to  go  into  the 
cost  of  these  things  to  see  if  they  were  too  high.  No, 
that  would  be  obstructing  trade.  Then  these  things 
were  sold  by  high  pressure  salesmen  who  had  noth- 
ing but  unmitigated  gall  as  their  stock  in  trade.  The 
medical  man,  in  this  mad  rush,  kept  his  feet  on  the 
ground  professionally  and  then  wondered  if  he  were 
treating  the  people  fairly  when  they  told  him  his 
bills  were  too  high.  All  he  asked  for  was  to  get  a lit- 
tle of  the  profits  that  were  all  around  him  at  low  fees 
— just  asked  them  to  pay  their  bills  more  promptly. 
Until  the  past  few  months,  nobody  even  thought  of 
investigating  the  big  bankers  who,  through  their 
brokerage  houses,  sold  worthless  bonds  and  stocks 
knowingly  and  shipped  the  money  of  prosperity  to 
the  tune  of  $12,000,000,000  to  Europe  and  South 
America,  that  they  might  make  up  their  bad  loans 
on  the  one  hand  and  reap  a profit  on  the  other,  or 
just  sold  them  for  profit  so  that  they  vacuumed  the 
rest  of  the  country  out  of  its  uttermost  dollar.  Yet, 
these  same  people  who  bought  these  bonds  and  gam- 
bled in  the  market  had  nothing  for  doctors  and  hos- 
pitals out  of  their  surplus.  We  all  know  of  tens  of 
folks  who  had  all  the  above  gadgets,  cars  and  all, 
and  the  salesmen  talking  and  selling  on  a two-car 
basis  for  even  moderate  families,  and  we  know  those 
folks  balked  at  very  moderate  and  sensible  medical 
bills. 

Go  to  an  attorney  to  get  a paper  filled  out,  a mere 
printed  form  bought  for  a few  cents  and  made  up 
by  a stenographer  in  three  minutes,  and  you  pay  $5 
to  $10  for  the  service,  yet  a doctor  who  charges  $3 
for  a forty-minute  examination  that  may  result  in 
keeping  a patient  earning  thousands  of  dollars  in  fu- 
ture years,  is  called  too  high  priced  for  his  clientele. 

Now  we  come  to  the  other  side  of  the  story,  the 
real  gist  of  the  tale,  the  final  goal  of  the  opportunist 
— the  exploitation  and  racketeering  of  the  physician 
by  lay  people.  With  the  individual  doctor  going 
about  his  duties  or  with  small  groups  doing  the  same, 
the  octopus  was  unable  to  fasten  himself  on  the  med- 
ical man.  That  group  of  people  who  skim  the  cream 
from  all  activities  was  missing  a chance.  So  they 
thought.  Salesmen  of  all  types  have  always  exploited 
the  individual  physician,  and  the  time  seemed  ready 
for  mass  delivery.  Newspapers,  especially  in  the 
large  centers,  have  always  cast  greedy  eyes  on  med- 
ical adveritsing,  and  the  barnacles  of  mankind  have 
drooled  at  the  mouth  when  they  thought  of  the  op- 


198 


SOUTHWESTERN  MEDICINE 


portunity  to  exploit  the  medical  men,  if  they  could 
only  get  them  in  large  enough  groups  to  handle. 

The  thing  has  already  begun.  Even  before  times 
were  bad,  the  people  shopped  for  their  medical  and 
surgical  care.  Now  even  low  fees  are  not  to  be 
sneezed  at  in  this  unhappy  time  of  stress.  Henry 
Ford  even  dictated  prices  t othe  men  who  worked 
for  him,  just  the  same  old  piecework  of  industry 
(wonder  what  he  paid  for  his  appendix).  That  shows 
just  where  we  will  land,  only  worse,  for  politicians 
will  grasp  at  part  of  even  those  rewards.  The  panel 
systems  of  England  and  Germany  show  how  a won- 
derful profession  can  be  throttled,  and  how  good  doc- 
tors have  to  resort  to  chicanery  to  make  a living. 
The  survey  shows  that  we  turn  out  too  many  med- 
ical men,  so  the  politically  minded  doctor  and  the 
grafter  with  whom  he  is  compelled  to  work,  will 
give  the  people  indifferent  service  because  they  can 
easily  control  an  overflow.  Individualism,  the  thing 
that  has  made  American  medicine  the  leader,  has  been 
lost  to  our  European  fellows.  The  great  clinics  across 
the  water  are  not  what  they  used  to  be. 

There  are  now  maternity  homes  run  by  trained 
and  untrained  nurses  who  offer  the  whole  confine- 
ment and  care  at  a price,  and  call  a doctor  at  the  end 
for  a very  small  fee.  As  usual,  the  doctor  is  at  the 
bottom  of  the  heap.  As  usual,  a great  many  of  the 
profession  are  willing  to~  become  the  hirelings  of  even 
these  lesser  people.  Just  a little  further  and  the  doc- 
tor becomes  just  the  boob  who  is  blamed  when  things 
go  wrong,  while  lay  people  "take  the  case.” 

In  the  same  way  the  great  centers  will  be  manned 
at  the  top  by  a few  astute  and  politically  minded 
physicians  who  feel  no  compunctions  about  exploit- 
ing their  fellows;  and  lay  people  have  even  less  con- 
science. Then  the  cults  who  will  work  for  less  will 
be  added  to  the  staff  of  the  institution,  then  become 
recognized;  and  the  medical  "Merry-go-Round”  will 
rival  that  of  Washington. 

That  part  of  the  recommendation  dealing  with  the 
extension  of  Public  Health  is  the  first  step  towards 
state  medicine  and  means  further  encroachment  in 
the  future,  for  your  Public  Health  man  is  not  averse 
to  promoting  himself  on  the  foundations  of  indi- 
vidual physicians,  over  their  dead  bodies,  if  needs 
be.  For  that  reason,  Public  Health  doctors  should 
be  governed  by  a board  of  doctors  instead  of  lay  peo- 
ple, who  have  generally  taken  over  the  work. 

The  very  nature  of  the  legal  profession  does  not 
allow  of  exploitation.  The  teaching  profession  be- 
comes very  practical  and  has  numbers  for  backing 
itself  when  its  bread  and  butter  are  threatened.  The 


medical  man  gives  more  in  charities  by  free  work 
than  any  others  and  generally  heads  the  other  lists 
also. 

When  the  groups  start  to  work  the  path  will  lead 
from  the  free  clinic  in  the  morning  to  the  near  free 
clinic  in  the  afternoon,  for  no  amount  of  rhetoric 
will  ever  make  some  types  of  people  pay  a fee.  The 
"free”  clinic  and  the  poor  will  always  be  with  us. 
Even  those  in  the  preferred  20  per  cent  class  that 
can  have  a physician  outside  of  the  group,  will  get 
into  line,  as  they  are  not  now  averse  to  patronize 
free  clinics  wearing  $5  00  furs.  So  the  fees  will  be 
brought  down  to  meet  this  group  and  the  contract 
type  of  practice  and  then,  and  only  then,  will  the 
interested  octopus  be  satisfied  that  he  has  killed  a 
profession  for  greed. 

I will  just  take  one  group  to  show  that  fees  com- 
mensurate with  service  are  generally  charged.  I hold 
no  briefs  for  those  egotists  of  the  profession  whose 
inherent  natures  allow  them  to  take  the  last  dollar, 
and  wish  to  occupy  a glorified  throne  and  profess  to 
be  so  great  above  their  fellows.  The  group  best  un- 
derstood will  be  the  obstetricians,  although  any  oth- 
er group  could  be  chosen.  This  calamity  has  nine 
months’  preparation  and  gives  the  public  time  to  pre- 
pare for  the  "blessed  event.”  From  personal  ob- 
servation, I would  say  in  Maricopa  County,  a typical 
county,  that  60  per  cent  of  deliveries  are  made  for 
$2  5 or  less,  which  includes  county  cases;  20  per  cent 
more  are  cared  for  by  general  men  at  very  moderate 
fees  and  the  other  20  per  cent  for  whatever  the  ob- 
stetrical man  can  agree  on  with  the  patient.  Your 
specialist  requires  the  patient  to  go  to  a Grade  A. 
hospital,  where  the  cost  is  greater  than  the  general 
man’s  fee.  Then  the  fee  is  from  $100  to  $500  for 
the  case.  (In  larger  places  this  ranges  up  to  $10,000.) 
Salaries  from  $2  5 0 to  $3  00  per  month  were  charged 
with  $1,000,  hospital,  nursing,  and  obstetrician’s  ex- 
pense, as  the  price  of  a baby.  And  this  amount  only 
included  the  care  for  the  first  ten  days.  In  these 
hard  times,  these  same  specialists  will  on  occasion 
take  $3  5.00  as  a fee  and  then  guarantee  to  use  instru- 
ments or  cesarean  or  whatever  is  necessary.  This  is 
certainly  not  only  not  too  large,  but  does  not  even 
seem  a fair  return  for  the  amount  of  care  given.  But 
we  have  been  judged  entirely  by  these  higher  brack- 
ets. Certainly  that  committee  did  not  go  to  see  that 
average  practitioner  in  the  byways  and  highways  of 
America,  to  watch  his  work  and  then  the  charge. 
The  charges  which  the  higher-priced  men  believed 
to  be  necessary  for  them  to  keep  caste  with  their  fel- 
lows and  the  public,  have  been  the  basis  of  the  report. 
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Even  at  that,  when  it  was  found  that  the  doctor  re- 
ceived only  30  per  cent  of  his  medical  bill,  the  thing 
had  to  be  changed  to  take  up  all  medical  expenses, 
for  the  physician  was  the  one  to  whom  the  first  sur- 
vey was  directed. 

And  how  avidly  have  the  magazines  taken  up  the 
proposals.  The  Nation’s  Business,  Atlantic  Monthly, 
the  newspapers  and  teaching  profession  have  seen  in 
this  an  opportunity  to  discuss  high  fees  of  our  pro- 
fession and  are  ready  to  give  us  socialistic  medicine. 
Ed  Howe,  the  columnist,  agrees  with  the  majority’s 
findings,  and  in  the  same  magazine  section  of  the 
Republic,  on  the  same  page,  Mrs.  Hurst  speaks  of 
some  people  who  first  lived  beyond  their  means,  then 
moved  into  a less  expensive  neighborhood  and,  by 
getting  their  medical  work  for  nothing  at  the  free 
clinics,  and  other  things,  finally  acquired  affluence! 
meantime,  while  saving  this  money,  they  withheld 
from  legitimate  medicine  at  least  some  fee  on  then- 
way  to  wealth. 

The  American  Medical  Association  points  to  part 
of  the  remedy.  The  doctor  with  the  little  black  bag 
will  have  to  return  to  gain  the  confidence  of  the 
people.  More  general  men  who  treat  people  as  in- 
dividuals and  less  as  numbers,  who  get  the  whole  pic- 
ture. The  only  thing  he  will  leave  out  of  the  "black 
bag”  days  is  the  fact  that  he  will  expect  a reason- 
able compensation  for  his  services.  That  is  what  the 
individual  will  do  to  stem  the  tide  of  the  flood  that 
would  envelop  him.  As  a group,  public  health  peo- 
ple will  have  to  be  kept  in  bounds  by  a united  front, 
and  the  extension  of  the  benefits  of  medicine  by  Fed- 
eral, State  or  County  aid  should  be  limited  to  the 
poor  of  the  community.  Fees  could  be  lowered,  if 
necessary,  when  all  possible  aid  has  been  extended  to 
the  poor,  by  seeing  that  every  individual  who  does 
not  qualify  on  the  poor  lists  pays  a fee  just  as  he 
pays  rent,  light,  and  for  groceries. 

The  United  States  has  been  a very  sick  nation  for 
three  and  one-half  years,  and,  as  yet,  the  best  minds 
in  the  country  have  failed  to  solve  the  problems  that 
confront  us.  It  seems  a pity,  therefore,  that  the 
Committee  on  Costs  of  Medical  Care,  who  have 
solved  a problem  ages  old,  should  have  so  kept  their 
light  under  a bushel  that  they  have  not  offered  their 
intelligence  to  poor  old  Uncle  Sam.  He  needs  it. 
Such  a problem  of  only  a few  years  should  be  easy 
for  the  gentlemen  who  have  so  glibly  solved  the 
problem  of  the  care  of  the  American  sick  for  all 
time.  These  gentlemen  need  no  historical  background 
for  their  findings,  neither  do  they  need  the  experi- 
ences of  this  or  any  other  nation  to  guide  them,  but 


in  a few  years  they  can  solve  weighty  problems.  If 
they  had  but  considered  the  falling  away  of  the 
European  nations  as  clinical  leaders  and  that  the 
trend  has  been  towards  the  West,  they  could  only 
have  seen  that  socialistic  and  governmental  schemes 
wound  up  with  poor  medical  help  and  a poorly 
equipped  and  mercenary,  politically  ridden  profes- 
sion. Mencken  has  grasped  the  situation  truly  and 
pointed  out  the  fallacies,  while  a lot  of  uplift  minds 
catering  to  a moronic  public  through  new  columns, 
have  told  only  one  side  of  the  story. 

And  still  wc  shall  have  to  set  our  house  in  order. 
We  shall  have  to  get  down  to  first  principles,  with 
fewer  patients  going  to  palace  hotels  for  care,  fewer 
laboratory  and  expensive  diagnoses,  which  not  only 
mean  laziness,  but  perhaps  ignorance  of  clinical  facts. 
There  should  be  less  catering  to  specialties  by  both 
the  physician  and  the  public,  less  of  self-made  gods 
within  the  profession,  and  more  of  idealism,  with 
patients  as  human  beings.  Were  it  not  better  to  put 
forty  minutes  with  a patient,  than  to  hurry  him 
through  and  add  a perhaps  unnecessary  laboratory  ex- 
pense— "put  him  through  the  clinic,”  as  it  were,  and 
add  expense  all  along  the  way?  A profession  who 
would  do  this  could  withstand  any  challenge. 

"For  this  is  true.  Doubtless  God,  in  His  infinite 
wisdom,  could  have  made  a better  man  than  a doc- 
tor, but  doubtless  He  never  did.” 


ORAL  ADMINISTRATION  OF 
POLLEN  EXTRACTS,  HAY-FE- 
VER AND  ASTHMA  THERAPY 
(Preliminary  report) 

EUGENE  A.  GATTERDAM,  Jr.,  M.  D. 

Phoenix,  Arizona. 

(Read  before  the  Forty-second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 

Desensitization  by  oral  administration  of  offend- 
ing allergens  has  undoubtedly  been  used,  in  some 
form  or  other,  by  the  lai.y  for  years.  It  is  well 
known,  in  this  section  of  the  country,  that  the  old 
settlers  often  chewed  the  dried  leaves  of  the  ivy 
plant  for  relief  of  ivy  dermatitis.  Commercial  firms 
have  subsequently  produced  an  oral  extract  of  poison 
ivy  which  has  proved  effective  in  therapy. 

While  working  with  pollens,  it  occurred  to  me 
that  oral  administration  of  concentrated  pollen  ex- 
tracts might  prove  of  value  in  the  treatment  of  hay- 
fever.  A nurse  who  has  suffered  so  severely  from 
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Bermuda-grass  pollen  that  she  was  forced  to  leave 
Phoenix  during  part  of  each  summer  for  years,  con- 
sented to  try  this  form  of  treatment.  A three  per 
cent  Bermuda  extract  was  made  in  a phosphate  glycer- 
ol solution  md  treatment  was  begun  about  the  first 
of  April,  193  2.  The  dosage  at  the  beginning  was 
low  for  fear  of  a gastric  upset.  She  began  with 
three  drops  in  a quarter  of  a glass  of  water  three 
times  a day  before  meals.  No  ill  effects  were  noted 
and  the  dosage  was-gradually  increased  until  she  was 
taking  15  to  20  drops.  She  was  symptom  free  even 
after  the  Bermuda  season  was  well  advanced.  She 
then  found  that  only  5 to  10  drops  every  other  day 
was  sufficient  to  keep  her  relieved.  Occasionally  she 
would  forget  and  go  a longer  period  and  would  de- 
velop symptoms.  At  such  a time  a single  oral  dose 
of  15  to  20  drops  would  give  her  'elief  in  15  or  20 
minutes.  This  seemed  incredibe,  but  other  hay-fever 
and  even  asthmatic  patients  reportud  similar  results. 
After  about  two  and  one  half  months’  treatment, 
during  which  she  had  taken  about  2 J4  ounces  of  the 
extract,  she  did  not  require  any  more  medication  for 
the  rest  of  the  season.  So  far  this  year  she  has  been 
entirely  symptom  free  without  treatment,  even 
though  Bermuda  grass  is  pollinating  quite  profusely 
at  this  time.  Another  patient  who  was  bedridden 
from  advanced  tuberculosis  and  who,  in  addition, 
suffered  severely  from  Bermuda,  was  also  placed  on 
the  oral  treatment.  She  obtained  nearly  one  hundred 
per  cent  relief  and  continued  taking  the  extract  dur- 
ing the  season,  with  excellent  results. 

With  these  two  patients  as  a nucleus,  eleven  other 
patients  sensitive  to  Burmuda  pollen  were  placed  on 
oral  administration.  They  had  been  having  symptoms 
from  one  to  three  months.  Six  of  these  were  taking 
intraderm '1  injections  at  the  same  time.  Three  of 
these  six  obtained  only  partial  relief  with  the  oral  ex- 
tract, but  did  not  require  as  many  injections  as  usual 
to  develop  immunity.  The  other  three  experienced  no 
added  relief.  The  remaining  five  took  only  the  oral 
treatment.  Two  of  these  did  not  obtain  any  marked 
relief,  but  the  other  three  obtained  from  75  to  90 
per  cent  relief.  One  of  these,  a female,  who  had  been 
having  severe  symptoms  for  about  three  months,  stat- 
ed that  she  carried  a small  vial  of  the  extract  in  her 
purse,  and  if  symptoms  developed  when  away  from 
home  she  could  take  5 to  10  drops  in  water  and  ob- 
tain relief  in  about  1 5 minutes.  A young  man  sensi- 
tive to  Bermuda  was  exceptionally  miserable  when 
working  about  alfalfa;  he  obtained  relief,  but  the 
dosage  had  to  be  increased  to  30  drops.  Five  of  the 
patients  who  did  not  obtain  relief  last  year  started 


the  oral  administration  pre-seasonally  this  year,  and 
thus  far  have  not  required  any  other  form  of  treat- 
ment. 

In  only  one  of  the  standard  books  on  allergy  was 
any  reference  found  relating  to  oral  administration 
of  pollen  extracts,  and  that  was  in  "Asthma  and 
Hay-Fever  in  Theory  and  Practice,”  by  Coca,  Wal- 
zer,  and  Thommen.  They  report  that  Touart1  used 
it  in  1922.  Thommen"  in  1923  used  it  in  one  case 
sensitive  to  ragweed,  with  90  to  95  per  cent  relief 
from  his  hay-fever  and  entire  relief  from  asthma. 
Black3  treated  a number  of  cases  in  1928  with  most 
gratifying  results. 

Spring  hay-fever  in  Central  Arizona  presents  a 
more  or  less  complicated  problem  because  of  the 
numerous  causative  factors  and  the  overlapping  of 
their  pollination  periods.  Cottonwood  is  the  first  to 
make  its  appearance,  early  in  February,  and  before 
its  pollination  is  over  ash  is  producing  quantities  of 
pollen.  In  March  the  rabbit  bush  (Franseria  del- 
toides)  and  the  desert  ragweed  (Franseria  Dumosa) 
are  heavy  pollinators  and  overlap  the  season  of  the 
ash.  In  addition,  Hymenoclea  salsola  and  canvon 
ragweed  (Franseria  ambrosioides)  are  a consider- 
able factor  at  this  time.  Before  the  seasons  of  these 
pollens  are  over,  Bermuda  grass  makes  its  appearance. 
As  most  of  the  patients  are  multiply  sensitive,  the 
treatment  during  this  time  is  often  most  difficult, 
and  more  or  less  prolonged. 

Nine  patients  were  treated  with  ash  extract.  Onlv 
one  of  these  took  the  treatment  pre-seasonally.  Be- 
cause of  severe  asthma  exnerienced  in  years  past,  she 
began  about  ten  davs  before  the  pollination  started, 
and  continued  for  about  three  weeks.  She  experi- 
enced most  gratifying  results  and  did  not  require  any 
other  form  of  treatment  for  relief  of  her  asthma. 
Ash  produced  fairlv  Urge  quantities  of  pollen  this 
vear.  Of  the  other  eight,  onlv  one  did  not  receive 
anv  relief  and  one  experienced  onlv  about  60  per  cent 
relief.  The  other  six  obtained  from  90  to  95  per  cent 
relief.  Two  of  these  had  considerable  asthma.  One 
patient  had  itching  of  the  eves,  although  the  nasal 
symptoms  were  controlled.  Onlv  one  developed  anv 
constitutional  svmntom  and  that  consisted  of  itching 
in  the  neck.  Tn  this  latter  case  the  dosage  was  re- 
duced. 

Thirteen  patients  suffering  from  the  Franserias 
(rabbit  bush  and  desert  ragweed)  took  an  extract 
made  from  these.  Seven  of  them  were  also  sensitive 
to  ash  and  had  been  taking  the  ash  extract,  so  took 
treatment  to  the  above  pre-seasonallv.  They  all  re- 
ported from  90  to  100  per  cent  relief.  Of  the  six 
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who  took  it  seasonally,  relief  was  obtained  in  all  but 
one.  Due  to  the  lack  of  spring  rains  this  year,  the 
desert  weeds  did  not  pollinate  as  profusely  as  in  some 
years  past.  Eight  of  these  thirteen  patients  were 
alto  Bermuda  sensitive  and  took  the  Bermuda  extract 
at  the  same  time.  One  of  these  patients  was  eight- 
months  pregnant  and  another  suffered  from  diabetes 
mellitus.  The  youngest  patient  was  five  years  of  age 
and  became  negative  to  the  intradermal  test  of  Ber- 
muda extract  (1-3000)  on  the  pre-seasonal  oral  treat- 
ment. 

CONCLUSIONS 

From  the  results  obtained  in  these  few  cases,  it  ap- 
pears that  oral  administration  of  pollen  extracts  has 
a definite  place  in  hav-fever  therapy.  Pre-seasonal 
treatment  gives  the  better  results;  however,  relief 
mav  be  obtained  with  seasonal  treatment.  It  is  pos- 
sible, in  the  results  obtained  in  a few  cases  within  a 
few  minutes  after  taking  the  extract,  that  there  is 
produced  a mild  gastric  or  intestinal  mucosal  reac- 
tion, which  accounts  for  the  rapid  action,  similar  to 
thar  seen  with  skin-testing  reactions.  It  hardly  seems 
possible  that  digestion  and  absorption  would  be  rapid 
enough.  Apparently  the  gastric  Juice  does  not  have 
any  detrimental  effect  on  the  value  of  the  oral  solu- 
tion, but  further  study  should  be  done  along  this 
line,  especially  in  cases  where  results  are  not  obtained. 
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DISCUSSION 

DR.  ORVILLE  HARRY  BROWN  (Phoenix)  : Dr. 
M.  D.  Touart  of  New  York,  (New  York  Medical 
Journal  and  Medical  Record,  August  16,  1922,  pag^ 
199),  referred  to  by  the  essayist,  artemprtd  to  de- 
sensitize hay  fever  patients  by  mouth  administration 
of  the  specific  antigens.  All  pollens  causing  a 
cutaneous  wh^al  over  0.5  cm.  were  regarded  as  of 
etiologic  significance.  A tablet  triturate,  salol  coat- 
ed, containing  0.1  mgm.  of  the  protein  of  each  indi- 
cated pollen  was'  administered  daily  on  a fasting 
stomach.  He  began  treatment,  if  possible,  ten  we^ks 
before  the  season  began  and  continued  up  to  the 
time  of  pollination.  Of  the  result  he  says : 

Six  patients,  one  of  whom  was  subject  to  both 
early  and  late  types  of  hay  fever,  were  treated  by 
this  method.  One  of  the  late  types  obtained  complete 
relief;  two  of  the  early  type  obtained  re’ief  of  symp- 
toms already  begun;  one  of  the  early  type  obtained 
relief  from  asthma  and  about  seventv-five  per  cent 
relief  of  symptoms  already  begun.  Two  of  the  lat" 
type  previously  treated  pre-seascnally  by  hypoder- 
mic method  without  relief  w"re  likewise  not  bene- 
fited by  ingestion  of  the  antigen.  One  of  the  late 


type,  previously  partially  relieved  by  the  seasonal 
(1919)  and  preseasonal  (1920)  hypodermic  treat- 
ment,  obtained  a delay  in  onset  and  partial  relief. 

The  marked  different  in  the  effectiveness  of  the 
treatment  of  the  early  as  compared  to  the  late  type, 
noted  here,  is  usually  obseiwed  in  all  forms  of  treat- 
ment and  is  no  doubt  due  to  the  fact  that  the  Aug- 
ust and  September  exposure  is  more  and  more  pro- 
longed. I believe  that  insufficient  doses  were  used 
and  that  a much  larger  amount  of  antigen  could  b,~ 
admimstered  by  mouth  without  producing  any  un- 
favorab’e  effects.  A further  and  more  extensive 
testing  of  this  method  wall  be  carried  out  in  1922. 

I searched  through  the  Index  M<"dicus  both  under 
title  and  under  Touart’s  name  and  found  no  other 
reference  to  the  ingestion  treatment  of  hay  fever 
by  him.  He  has  written  on  otlwr  treatments  of  hay 
fever.  Presumably  he  tried  it  further  and  dropped 
it. 

I found  reference  in  1929  to  an  article  entitled 
“Homeopathic  Treatment  of  Hayfevcr”  which  I 
judge  may  refer  to  the  treatment  by  an  ingestion  of 
the  pollen  or  its  protein  by  mouth.  This,  however, 
was  in  a French  journal  vrhich  was  not  available. 

It  strikes  me  that  there  might  be  certain,  per- 
haps many,  cases  in  which  an  immunization  by  an 
ingeslion  of  the  pollen  proteins  might  well  be  at- 
tempted. We  all  know  how  patients  are  prone  to 
wait  until  symptoms  develop  before  starting  treat- 
ment for  anything.  Even  we  physicians'  procrasti- 
nate about  our  own  diseases.  I can  really  see  an  ex- 
cuse for  Dr.  Gatterdam’s  method. 

As  a general  proposition  allergic  subjects  are 
poorly  supplied  with  digestive  acid  and  ferments 
and  he  nee  a protein  administered  by  mouth,  espe- 
cially if  coated  so  as  to  pass  into  the  duodenum  be- 
fore digestion  of  it  could  start,  would  likely  be  par- 
tially absorbed  into  the  blood  and  lymph  and  hence 
act  to  desensitize  if  in  proper  dosage.  I presume 
that  one  could  readily  ascertain  the  correct  dosage 
for  the  ingestion  method  as  well  as  for  the  hypoder- 
mic method.  As  a general  rule,  however,  I believe 
that  dosage  by  needle  is  the  easier  with  which  to  be 
accurate. 

The  results  which  Dr.  Gatterdam  reports  certain- 
ly warrant  further  use  of  the  method.  I congratu- 
late the  doctor  upon  his  contribution  to  this  per- 
plexing problem. 

DR.  L.  B.  BALDWIN  (Phoenix)  : Dr.  Gatrtrdam 
has  presented  a very  interesting  method  for  the 
treatment  of  hay  fever.  Theoretically,  there  are  no 
objections  to  giving  the  pollen  by  mouth,  since  there 
is  evidence  that  proteins  may  be  absoi’bed  unchanged 
from  the  gastro-intestinal  tract,  and  this  may  also 
apply  to  all  allergens.  Walzer,  by  a very  interest- 
ing series  of  experiments,  showed  that  egg  and  fish 
eaten  in  large  quantities  entered  the  circulation  of 
normal  individuals  undigested.  To  demonstrate  this 
fact  he  passively  sensitized  the  skin  of  normal  sub- 
jects with  the  atopic  sera  of  fish  and  egg  sensitive 
individuals,  by  the  method  of  Prausnitz  and  Kuster. 
He  then  fed  thes°  normal  subjects  large  amounts 
of  raw  egg  and  fish,  and  observed  that  after  an  in- 
terval of  about  30  minutes,  the  previously  sensitized 
sites  gave  positive  skin  reactions,  the  obvious  infer- 
rnce  being  that  the  protein  circulating  unchanged, 
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reached  the  sensitized  sites  producing  positive  reac- 
tions. If  this  phenomenon  occurs  with  food,  it  is 
possible  that  the  same  thing  may  also  occur  with  pol- 
len allergens.  This  being  the  case,  the  mechanism 
of  alleviating  hay  fever  by  feeding  pollen  may  be 
identical  to  that  following  the  injection  of  pollen. 

We  know  that  in  food  sensitive  individuals,  a tol- 
erance can  be  developed  by  feeding  the  offending 
substances  in  gradually  increasing  amounts,  and  it 
is  not  thcore’ ically  improbable  that  similar  results 
might  be  obtained  by  this  method  in  other  types  of 
hypersensitiveness.  It  would  be  interesting  experi- 
mentally to  investigate  this  question  thoroughly. 

DR.  GATTERPAM  (closing)  : This  paper  is  in- 
tended as  a preliminary  report.  I am  sorry  that  cir- 
cumstances did  not  permit  me  to  make  a more  ex- 
tensive report,  which  I had  hoped  to  be  able  to  do. 
Dr.  Brown’s  suggestion  regarding  the  hypochlorhy- 
dria  usually  as:ociated  with  allergic  individuals  may 
explain  why  the  action  of  the  extracts  is  not  inhib- 
ited. In  some  of  the  cases,  I instructed  th~  patient 
to  take  about  20  grains  of  sodium  bicarbonate  along 
with  the  extract,  on  the  theory  that  the  acid  of  the 
stomach  would  be  neutralized  and  better  results  ob- 
tained. I also  had  tak  n up  with  one  of  the  larger 
pharmaceutical  houses  the  problem  oc  enteric  coat- 
ing capsules  but  was  advised  against  it,  as  the  gela- 
tine capsules  would  be  dissolved.  It  is  also  possible 
that  digestion  of  the  extrac's  i;  essential  and  that 
their  action  may  be  increased  by  proper  digestion. 
Dr.  Brown’s  enthusiasm  for  this  form  of  therapy  is 
certainly  appreciated. 

Regarding  the  dosage,  as  asked  by  Dr.  Wilson,  this 
varied  with  th~  patients  and  was  left  up  to  them 
in  many  cases.  I usually  instruct  patients  to  begin 
with  5 or  10  drops  in  about  one-quarter  of  a glass 
of  water,  to  be  taken  in  the  morning  before  break- 
fast and  at  night  when  retiring.  The  drops  are  in- 
creased by  2 each  day  until  15  to  30  drops  are  tak- 
en. If  symptoms  develop  between  doses,  they  can 
take  additional  doses,  during  the  day  or  night.  Re- 
actions were  more  or  less  absent.  On'  patient  re- 
ported that  he  developed  attacks  of  sneezing  in  about 
20  minutes  after  each  dose;  another  developed  itch- 
ing of  tlw  neck.  One  patient,  my  own  son,  aged  5 
years,  was  able  to  take  30  drops  of  ash  extract  with- 
out any  reaction.  In  one  case  not  reported,  pre-sea- 
sonal  subcutaneous  injections  of  ash  extract  were 
given  and  the  dose  was  increased  up  to  0.6  cc.  of  a 
1 to  50  dilution.  At  one  time  when  a few  symptoms 
developed  he  took  about  two  drachms,  well  diluted, 
by  mouth.  In  about  one-half  hour  there  developed  a 
quite  severe  urticaria  of  both  legs  and  swelling  of 
both  legs  and  swelling  of  the  ankles.  This  subsided 
shortly  after  taking  ephedrine  by  mouth. 

The  work  cited  by  Dr.  Baldwin  is  extremely  inter- 
esting and  it  would  certainly  be  of  value  to  se'  if 
oral  medication  would  produce  a reaction  where  a 
passive  transfer  had  been  made.  The  question  of  a 
protein  being  the  entire  factor  in  these  extracts  is 
still  disputed.  After  removal  of  the  proteins  by  di- 
alysis, it  has  been  shown  there  still  remains  a sub- 
stance that  gives  a positive  reaction  with  skin  tests. 
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ALUM  TOXOID 

It  has  been  fairly  well  established  that  two  doses 
of  diphtheria  toxoid  are  roughly  equivalent  in  im- 
munizing value  to  three  doses  of  toxin-antitoxin. 
There  is  now  strong  evidence  to  justify  the  further 
conclusion  that  the  alum  precipitate  of  toxin  is  a 
preparation  of  still  greater  immunizing  value,  so  that 
a single  dose  of  alum  toxoid  may  be  considered  equiv- 
alent to  three  doses  of  toxin-antitoxin  or  to  two 
doses  of  Ramon’s  toxoid. 

It  was  from  A.  T.  Glenny  and  his  associates  that 
Ramon  got  the  idea  of  using  formalin  to  prepare 
toxoid.  The  newer  precipitated  toxoid  may  also  be 
said  to  derive  from  the  work  of  Glenny,  Pope,  Wad- 
dington  and  Wallace1  in  1926,  although  Roux  and 
Yersin  used  salts  of  calcium  and  aluminum  for  pre- 
cipitating toxin  as  far  back  as  18  89. 

A.  T.  Glenny,  and  his  fellow  workers  in  the  Well- 
come research  laboratories,  at  first  merely  added  alum 
to  the  diphtheria  toxin  without  separation  of  the 
precipitate.  Glenny  and  Barr1  in  1931  worked  out 
the  conditions  under  which  a precipitate  of  maxi- 
mum purity  can  be  obtained.  M.  L.  Smith'  in  1932 
prepared  precipitates  by  salts  of  most  metals  having 
insoluble  hydroxides,  by  some  prosphates  and  by 
various  gelatinous  precipitates,  though  no  method  is 
preferred  by  her  to  the  alum  precipitation.  She  con- 
cludes that  the  toxoid  is  absorbed  on  the  gelatinous 
precipitate. 

In  the  meantime  the  high  antigenic  value  of  the 
precipitated  toxoid  was  being  confirmed  in  labora- 
tory animals,  by  various  workers.  For  example,  Wells, 
Graham  and  Havens'1  found  that  a single  injection 
of  0.3  cc.  alum  toxoid  protected  pigs  against  large 
amounts  of  toxin — even  doses  of  100  M.  L.  D. — in- 
jected only  four  weeks  after  the  immunizing  dose. 
The  explanation  of  this  high  immunizing  value  lies, 
probably,  in  the  relative  insolubility  of  the  antigen. 
The  antigen  is  thus  conserved  longer  in  the  bod) 
and  little,  if  any,  is  lost  by  excretion.  It  must  be 
noted  that,  whereas  the  action  of  the  antigen  is  rel- 
atively prolonged,  the  development  of  immunity  is 
relatively  rapid. 

The  crucial  experiment  is,  of  course,  the  applica- 
tion of  the  new  antigen  to  the  immunization  of 
children.  Encouraging  results  were  reported  last 
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year  by  Park  and  Schroder',  and  by  Wells,  Graham 
and  Havens4.  The  numbers  involved  in  these  re- 
ports were  not  large,  however.  More  recently  there 
have  appeared  two  papers  in  which  alum  toxoid  has 
been  used  on  a larger  scale,  with  results  which  appear 
equally  good.  Saunders'  records  the  immunization  of 
436  children  with  alum  toxoid  during  a diphtheria 
epidemic  in  Cork.  His  paper  would  be  more  inter- 
esting if  he  had  told  something  of  the  technic  of  im- 
munization and  if  a larger  proportion  of  the  436 
children  had  subsequently  taken  the  Schick  test. 
However,  he  may  be  said  to  have  proved  that  his 
alum  toxoid  gave  a better  immunity  than  his  toxin- 
antitoxin  and  that  the  immunity  with  the  former 
agent  was  more  rapidly  developed.  He  records  that 
reactions  were  not  more  severe  with  the  newer  anti- 
gen. Graham,  Murphree  and  Gill7  used  a single  in- 
jection of  alum  toxoid  in  immunization  of  798  chil- 
dren. Of  these,  613  were  subsequently  tested  with 
the  Schick  test  and  96.6  per  cent  were  found  to  be 
negative.  The  original  immunity  status  of  these 
children  was  unknown,  but  72  per  cent  were  of  pre- 
school age. 

The  importance  of  an  antigen  which  will  result 
in  such  a high  proportion  of  immunity  after  a sin- 

Igle  dose  is  immediately  apparent  to  those  of  us  who 
live  in  the  Southwest  and  often  have  to  travel  more 
than  100  miles  to  give  a toxoid  clinic  in  a rural 
school.  Alum  toxoid,  however,  has  other  advantages 
and  especially  the  advantage  that  immunity  is  devel- 
oped by  it  at  least  four  times  as  fast  as  by  toxin- 
antitoxin.  Since  the  antigen  is  a highly  purified 
toxoid,  one  would  expect  less  severe  reactions  from 
its  administration.  The  evidence  so  far  obtainable 
seems  to  show  that  reactions  are  at  least  not  more 
severe  than  with  the  old  toxin-antitoxin.  Alum 
toxoid  can  be  readily  standardized  and  it  should  be 
possible  to  produce  it  commercially  at  a very  reason- 
able cost. 
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AN  INTERESTING  KIDNEY 


Diagnostic  Discussions 


(Case  No.  14143,  from  Case  Records  of  the  Mas- 
saenuaetos  vrenerai  Hospital,  discussed  by  rnoenix 
ciuncai  Club,  May  8cn,  iyis8.) 

CAbE  RECORD 

Male,  at  years  oiu,  came  in  complaining  of  short- 
ness oj.  uitaut  lor  tvvo  years  auu  vonming  ror  tnree 
weexs. 

oeven  years  oeiore  admission  he  had  a rignt  in- 
guinal nernia  repair  io.loweu  uy  atcaexs  or  nnuepi- 
guot^ic  pam  wnicn  came  on  usuany  nan  an  nour  to 
an  nour  alter  mea.s.  it  was  oicen  relieved  by  rood 
or  soua.  ne  oiten  vomited  witn  it.  ne  sometimes 
woum  go  lor  two  montns  without  an  anacx.  hive 
years  nerore  admission  he  had  pneumonia  iollowed 
by  uyspnea  on  exeition  and  some  weaxness  wnen  he 
uieu  to  do  anytmng.  ne  had  aiso  a Slight  non- 
luOiating  chest  pam  localized  over  his  precordium. 
inis  nad  gradually  increased  and  occurred  more 
irequently  wnen  ne  exerted  himseif.  Two  years  be- 
lore  me  onset  ne  had  a ratner  severe  occipital  nead- 
acne,  coming  on  in  tne  evening,  ihe  following  morn- 
ing ne  was  hard  to  arouse.  He  was  fairiy  well 
oriented  but  scarcely  recognized  his  family.  He  was 
said  to  have  had  a shock,  but  no  residual  paralysis 
was  noticed,  ever  since  tnat  time,  however,  nis  per- 
sonality had  been  altered,  his  memory  poor,  anu  he 
had  had  nocturia  increasing  from  0 to  12  times'  at 
nignt.  During  the  past  two  months  he  had  had  in- 
creasing dyspnea  on  exertion,  orthopnea,  and  the 
sense  of  constriction  in  his  chest  had  been  consid- 
erably worse.  For  three  weeks  he  had  vomited  after 
almost  every  meal.  He  gave  no  history  of  swelling 
of  the  ankles. 

His  motner  died  of  dropsy  at  the  age  of  fifty-six. 

He  gave  a past  history  of  pneumonia  at  the  age 
of  14  and  again  five  years  before  admission.  He  had 
had  some  weight  loss  recently. 

Examination  showed  a fairly  well  nourished  man 
with  dyspnea,  some  orthopnea  and  marked  Cheyne- 
Stokes  respiration.  The  face,  lips  and  hands  were 
slightly  cyanotic.  The  rest  of  the  skin  showed  ex- 
coriations. There  were  dental  snags  and  poor  oral 
hygiene.  The  tongue  was  dry.  The  chest  was  barrel 
shaped,  particularly  at  the  base.  There  was  poor 
chest  expansion.  There  was  slight  dorsal  kyphosis. 
The  apex  impulse  of  the  heart  was  felt  11  cm.  to  the 
left  of  midline.  The  sounds  were  of  poor  quality. 
There  was  an  occasional  extrasystole.  The  B.  P. 
was  260/130  on  admission.  An  electrocardiogram 
showed  normal  hythm,  rate  70,  marked  left  axis 
deviation.  He  had  some  dullness  in  his  right  base 
suggesting  fluid.  There  were  congestive  rales  at 
both  bases',  and  some  ankle  edema.  There  was  some 
bulging  in  the  flanks;  it  was  thought  that  he  might 
have  fluid  'in  his  peritoneal  cavity.  In  the  right  up- 
per quadrant  three  to  four  finger-breadths  below  the 
costal  margin  ther''  was  resistance  to  palpation  and 
duPness  to  percussion.  No  edge  was  felt.  He  had  a 
right  scrotal  hernia;  the  left  inguinal  ring  was  also 
enlarged.  There  was  pitting  edema  almost  up  to  his 
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knees.  The  arteries  of  the  fundi  showed  moderate 
sclerosis. 

The  blood  showed  3,500,000  red  cells',  hemoglobin 
80  per  cent,  15,000  white  cells.  The  differential 
count  showed  slight  increase  in  polys.  The  urine 
showed  a specific  gravity  of  1012,  a slight  trace  of 
albumin,  rare  red  cells,  and  occasional  granular  and 
hyaline  casts  in  the  sediment.  A Hinton  test  was 
negative.  The  NPN  was  80  mgm.  The  serum  pro- 
tein was  5 p^r  cent.  The  NPN  rose  gradually  to  92 
and  102  and  finally  just  before  death  dropped  to  87. 
The  specific  gravity  of  the  urine  by  concentration 
langed  from  1008  to  1010.  A renal  function  test 
with  phthalein  showed  only  5 per  cent  in  the  whole 
hour.  There  were  no  other  very  significant  labora- 
tory procedures  except  the  white  cell  count,  which 
varied  from  11,000  to  16,000.  One  stool  examina- 
tion showed  a negative  guaiac. 

On  admission  he  was  somewhat  difficult  to  arouse. 
He  went  along  for  a we^k  and  a half  without  any 
marked  changes  except  that  he  gradually  became 
more  unresponsive.  Finally  he  became  quite  dysp- 
neic  and  entirely  unresponsive  and  died  fifteen  days 
after  admission. 

Discussion  by  Dr.  Frank  J.  Milloy. 

Probably  the  first  Symptoms  of  this  patient’s  very 
interesting  and  complete  past  history,  which  had 
any  bearing  on  the  terminal  condition,  were  the  oc- 
cipital headaches.  Headaches  coming  on  at  this  age 
are  more  likely  to  be  due  to  arteriosclerosis  than 
anything  else.  When  arteriosclerosis  makes  its  pres- 
ence felt  by  any  severe  symptoms,  then  it  is  a race 
between  three  terminal  conditions  to  see  which  will 
prove  the  fatal  one;  namely,  nephritis,  hypertensive 
heart  disease  or  cerebral  hemorrhage.  This  patint 
did  not  have  any  massive  cerebral  insult  from  hem- 
orrhage but  he  may  have  had  minute  hemorrhages 
at  times.  But  it  evidently  was  a nice  race  between 
the  kidneys  and  the  heart  to  see  which  would  carry 
the  patient  off  first,  and  indications  are  that  the 
kidneys  predominated  in  the  picture.  He  had  the 
first  symptoms'  of  a failing  myocardium  during  his 
convalescence  from  pneumonia  five  years  before  the 
terminal  illness. 

But  the  terminal  picture  of  a man  gradually  sink- 
ing into  coma,  B.  P.  260/130,  moderate  secondary 
anemia,  N.  P.  N.  of  80  rising  to  102,  fixed  specific 
gravity  of  the  urine,  low  renal  function,  is  a clear 
picture  of  arteriosclerotic  nephritis  with  terminal 
uremia.  It  is  a safe  prediction  that  the  kidneys 
will  be  small  and  contracted  to  about  half  their 
normal  size.  His  digestive  attacks  were  probably 
due  to  chronic  gall-bladder  disease. 

Discussion  by  Dr.  L.  B.  Baldwin. 

This  case  is  obviously  one  of  chronic  nephritis 
with  a terminal  depressed  renal  function  and  car- 
diac decompensation.  As  in  most  cases  of  chronic 
nephritis  with  nitrogen  retrntion,  it  is  impossible 
without  an  intimate  knowledge  of  the  course  of  the 
disease  to  differentiate  chronic  glomerular  from 
hypertensive  nephritis.  The  ultimate  clinical  pic- 
ture in  the  two  types  is  often  almost  identical.  The 
patient  was  57  years  old,  which  in  itself  is  in  favor 
of  the  diagnosis  of  essential  hypertension,  for  it  is 
rare  to  encounter  glomerulonephritis  after  the  early 
40’s.  His  blood  pressure  was  also  extremely  high 


for  glomerulonephritis,  though  it  may  occasionally 
reach  very  high  figures  in  this  disease. 

The  history  is  rather  interesting.  He  was  appar- 
ently in  good  health  up  to  seven  years  before  admis- 
sion. At  that  time,  he  had  an  inguinal  hernia  repair 
followed  by  epigastric  pain,  characteristic  of  a pep- 
tic ulcer.  It  is  not  likely,  at  this  early  stage  in  his 
morbid  career,  that  the  attacks  of  pain  were  due  to 
beginning  cardiac  decompensation.  The  symptoms 
were  also  not  characteristic  of  congestive  heart  fail- 
ure, in  that  they  were  relieved  by  eating  and  by 
soda,  and  in  that  there  were  free  intervals  of  two 
months  at  a time.  Without  further  information,  it 
is  impossible  to  state  accurately  the  nature  of  the 
pain.  The  present  illness  can  really  only  be  traced 
back  five  years  to  the  time  that  he  had  pneumonia. 
Ever  since  then  he  had  been  short  of  breath  upon 
exertion  and  had  a dull  precordial  pain.  It  is  curi- 
ous how  often  an  acute  infection  precipitates  cardi- 
ac decompensation,  and  hence  attracts  attention  to 
a damaged  heart.  Examination  at  this  time,  would 
no  doubt  have  revealed  an  enlarged  heart  with 
rather  poor  heart  sounds. 

In  the  symptoms  we  have  another  point  in  favor 
of  long  standing  essential  hypertension  resulting  in 
cardiac  dilatation,  hypertrophy,  and  myocardial 
weakness.  The  disease  progressed  and  two  years 
before  admission  he  had  cerebral  accident.  If  there 
were  no  residual  paralyses  following  this  attack,  the 
condition  was  probably  due  to  arteriosclerosis  of  the 
cerebral  vessels  and  not  to  a massive  hemorrhage. 
There  is  nothing  in  the  history  to  suggest  any  other 
brain  condition  to  account  for  this  attack.  The 
subsequent  altered  personality  and  poor  memory  are 
in  keeping  with  the  diagnosis  of  cerebral  arterio- 
sclerosis. Now  we  have  for  the  first  time,  two  years 
before  admission,  an  indication  of  renal  disease.  He 
began  having  increasing  nocturia.  The  disease  ad- 
vanced to  its  termination  in  a slow,  relentless  man- 
ner and  at  his  entrance  into  the  hospital,  he  was 
obviously  suffering  from  both  cardiac  and  renal  de- 
compensation. 

Examination  is  entirely  in  keeping  with  the  clin- 
ical course.  The  patient  was  in  considerable  cir- 
culatory distress.  In  addition,  he  showed  evidences 
of  uremia  and  the  excoriations  of  the  skin  were 
obviou-ly  due  to  scratching  from  pruritus  which  is 
a common  symptom  of  nitrogen  retention. 

It  is  interesting  that,  in  spite  of  marked  dyspnea, 
enlargement  of  the  heart,  dependent  edema  and 
other  signs  of  cardiac  decompensation,  the  blood 
pressure  was  so  high.  I had  a similar  case  recently 
which,  in  spite  of  marked  heart  failure  with  ana- 
sarca, had  a blood  pressure  of  well  over  200.  This 
patient  improved  strikingly  under  digitalis  but  the 
blood  pressure  did  not  become  higher  as  one  would 
expect  with  clinical  improvement.  It  is  apparently 
possible  for  the  heart  to  maintain  very  high  pres- 
sure without  being  able  to  meet  its  circulatory  needs. 
There  must  be  a striking  showing  of  the  blood  flow 
in  these  cases,  and  theoretically,  the  optimum  blood 
pressure  must  b~  at  extremely  high  figures. 

To  return  to  the  present  case,  the  laboratory  data 
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showed  only  a moderate  secondary  anemia  which  is 
more  in  keeping  with  the  nephritis  of  essential  hy- 
pertension than  that  of  primary  involvement  of  the 
glomeruli.  There  wras  a moderate  leukocytosis 
which  might  be  dependent  upon  congestive  pneu- 
monia. There  was  no  evidence  of  pericarditis  in 
this  case,  which  is  a common  terminal  event  in 
uremia.  The  N.  P.  N.  urinalysis,  P.  S.  P.  test,  and 
the  concentration  test,  all  indicated  a markedly  de- 
pressed kidney  function. 

Here  we  have  a patient  slowly  marching  towards 
death  with  two  organs  competing  to  see  which  one 
would  attach  the  final  seal.  The  heart  did  more 
than  its  share  to  undermine  the  health  and  comfort 
of  the  patient,  but  it  was  the  kidneys  which  came 
conspicuously  to  the  foreground  in  the  terminal 
picture  and  with  greater  consideration  for  his  com- 
fort, but  relentlessly  nevertheless,  lulled  him  into  a 
terminal  uremic  stupor. 

Discussion  by  Dr.  J.  D.  Hamer. 

Signs  and  symptoms  of  failing  heart  and  kidney 
function  were  present  in  this  patient  when  he  en- 
tered the  hospital,  and  as  a terminal  phase  of  the 
case  I am  inclined  to  think  the  kidneys  were  more 
at  fault  than  the  heart.  Studying  more  in  detail 
the  findings  as  given,  we  find  a patient  with  a bar- 
rel shaped  chest,  dorsal  kyphosis,  dyspnea,  and  poor 
chest  expansion.  We  have  no  history  as  to  previ- 
ous contributing  causes  for  an  emphysema,  unless 
the  attacks  of  pneumonia  in  some  way  left  residual 
pathological  conditions.  Such  conditions  as  bron- 
chiectasis, with  chronic  cough,  asthma,  and  so 
forth,  if  present,  could  in  time  produce  emphysema 
indirectly,  but  we  do  not  know  that  this  was  the 
case  here.  He  may  have  emphysema,  however;  the 
conformation  of  the  chest  is  highly  suggeslive  and 
if  so,  it  would  be  another  factor  in  helping  to  pro- 
duce heart  failure  sooner  than  otherwise.  Another 
factor  in  favor  of  enlarged  heart  is  emphysema, 
but  we  have  ample  reasons  for  cardiac  hypertrophy 
in  this  case  without  blaming  it  on  emphysema. 

There  is  no  history  for  rheumatism,  syphilis,  valv- 
ular defects,  or  other  causes  of  this  cardiac  enlarge- 
ment, except  the  one  named  above,  and,  in  addition, 
hypertension,  arteriosclerosis  and  nephritis.  At  the 
time  of  admission  the  heart  is  failing  with  signs  and 
symptoms  of  an  improper  water  balance  through 
imperfect  kidney  elimination.  The  lower  limbs,  ab- 
domen and  chest  have  edema  and  fluid  in  them. Hy- 
pertension is  present  to  a marked  degree,  due  partly 
I believe  to  a degenerative  condition  of  the  vascular 
system  and  partly  to  kidney  failure.  An  elevated 
NPN,  fixation  of  specific  gravity,,  a PSP  of  only 
5 per  cent  in  one  hour,  all  point  to  failing  kidney 
function.  Going  back  further  into  the  history  we 
can  see  signs  of  impending  disaster  two  years  previ- 
ously. Five  years  ago,  even,  warnings  were  being 
broadcast  following  his  attack  of  pneumonia.  He 
was  short  of  breath  on  exertion,  weak,  and  had 
chest  pain  over  the  precordium,  increasing  in  se- 
verity as  time  went  on.  I suggest  that,  at  that 
time,  he  was  suffering  from  the  effects  of  a dis- 
abled heart,  probably  hypertension  and  partial  de- 


compensation. Two  years  ago  he  suffered  occipital 
pain,  followed  by  poor  memory  and  altered  per- 
sonality, followed  by  nocturia.  It  would  be  inter- 
esting to  know  what  his  urinary  output  was,  but  I 
will  wager  he  did  not  eliminate  much.  This  history 
sounds  like  one  of  hypertension  with  gradual  ce- 
rebral changes  due  to  cerebral  anemia,  or  to  uremia, 
and  in  this  case  perhaps  to  both.  With  a history 
of  this  sort,  one  is  not  surprised  that  he  ran  a 
down-hill  course. 

He  had,  too,  for  the  past  seven  years  attacks  of 
epigastric  pain  relieved  by  food  or  soda  and  at- 
tacks of  sporadic  vomiting.  He  may  have  had  an 
ulcer  at  that  time,  but  the  history  is  not  conclusive 
and  does  not  carry  us  far  enough  into  subsequent 
yrars  to  make  us  feel  like  diagnosing  an  ulcer  at 
the  time  of  death.  The  next  time  we  hear  of  his 
vomiting  wras  three  weeks  before  death.  His  condi- 
tion at  that  time  would  produce  vomiting  without 
blaming  it  on  an  ulcer.  One  can  only  say  that  he 
probably  had  an  ulcer  seven  years  ago. 

At  autopsy  we  wrould  expect  to  find  congestive 
heart  failure,  hypertensive-arteriosclerotic  in  type; 
cardiac  hypertrophy  and  dilatation;  myocardial  de- 
generative changes;  arteriosclerotic  nephropathy 
with  degenerative  parenchymatous  changes. 

Discussion  by  Dr.  W.  L.  Reid. 

The  important  symptoms  in  the  history  of  this 
case  are:  (1)  The  progressive  dyspnea,  precordia: 
pain,  and  weakness  of  five  years  duration,  (2)  the 
mental  deterioration  and  increasing  nocturia  of  two 
years  standing,  and  (3)  the  orthopnea  and  vomit- 
ing for  two  months  prior  to  hospitalization. 

The  outstanding  facts  in  the  physical  examination 
are  the  stuporous  condition  of  the  patient  on  admis- 
sion, the  high  systolic  and  diastolic  blood  pi'essure, 
the  orthopnea  and  cyanosis,  the  edema  of  the  lower 
extremities,  the  unmistakable  signs  of  passive  con- 
gestion in  the  lungs  and  liver,  and  the  sclerosis  of 
the  retinal  arteries. 

The  important  laboratory  findings  are  the  fixed 
specific  gravity  of  the  urine,  the  extremely  low  re- 
nal function  test  with  the  correspondingly  elevated 
NPN. 

The  characteristic  feature  in  the  course  of  this  pa- 
tient’s illness- is  the  relatively  slow  but  steady  down- 
ward progress  to  the  end.  For  he  was  obviously 
quite  ill  for  several  years  before  he  was  hospitalized. 

This  is  the  picture  so  often  seen  in  the  later  stag- 
es of  cardio-vascular-renal  disease.  The  condition 
often  begins  insidiously.  There  may  be  no  demon- 
strable etiology.  It  may  fellow  a prolonged  or  acute 
illness.  Frequently  the  first  evidence  is  found  dur- 
ing a life  insurance  examination  or  a routine  physi- 
cal check  up.  This  evidence  may  be  in  the  form  of  a 
moderate  hypertension,  or  a slight  albuminuria  with 
a few  casts  in  the  urine,  or  a slight  sclerosis  of  the 
retinal  vessels  discovered  during  the  course  of  an 
eye  examination.  In  its  early  phases  the  symptoms 
are  often  absent,  and  at  best  are  vague  and  in- 
definite— perhaps  hardly  more  than  a sense  of  re- 
duced well-being.  The  patient  remarks  that  he  does 
not  feel  quite  up  to  par.  Howrever,  as  the  disease 
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progresses  the  blood  supply  to  various  organs  and 
tissues  is  compromised  by  the  development  of  sec- 
ondary arteriosclerosis  in  the  smaller  arteries  and 
arterioles,  which  in  turn  is  followed  by  disturbances 
in  function  of  the  organs  involved.  Cardiovascular 
symptoms  are  common  and  are  often  the  first  to  ap- 
pear. The  systolic  pressure  is  often  high  (250)  and 
the  diastolic  is  also  correspondingly  elevated.  The 
blood  vessels  usually  show  demonstrable  changes. 
As  time  goes  on  evidences  of  myocardial  insuffi- 
ciency are  manifested,  with  dyspnea,  edema,  and 
chronic  passive  congestion  of  the  viscera.  The  dysp- 
nea is  often  quite  marked.  It  may  be  more  or  less 
constant,  or  of  the  paroxysmal  type  which  is  espe- 
cially distressing.  Toward  the  end  the  breathing  of- 
ten becomes  the  Cheyne-Stokes'  type  with  or  with- 
out evidence  of  circulatory  failure. 

In  the  early  stages  there  may  be  no  symptoms  ref- 
erable to  the  central  nervous  system,  but  as  the 
disease  progresses  the  patient  complains  of  head- 
ache, tinnitus  or  vertigo;  he  becomes  irritable,  emo- 
tionally unstable  and  cannot  think  clearly.  His  per- 
sonality may  be  completely  altered.  His  memory  be- 
comes poor  and  he  is  likely  to  have  transient  paresis 
or  momentary  aphasis.  Such  attacks  may  be  explain- 
ed on  the  basis  of  vascular  spasm,  local  edema,  or 
multiple  small  hemorrhages  in  the  cerebral  cortex. 
Periods  of  coma,  or  convulsive  seizures  may  occur, 
and  not  infrequently  death  results  from  apoplexy. 

This  wide-spread  disease  also  involves  the  kidneys, 
and,  in  the  late  stages,  to  a marked  degree.  Chris- 
tian states  that  in  the  advanced  stage  such  a kid- 
ney may  be  so  changed  by  the  sclerosis  of  the  small 
vessels  supplying  this  organ,  that  it  is  difficult  to 
differentiate  it  from  the  contracted  kidney  of  a true 
nephritis. 

This  patient  unquestionably  suffered  for  many 
months  from  severe  damage  to  heart,  blood  vessels, 
brain,  and  kidneys  before  the  end  came.  The  exact 
sequence  of  events  and  cause  of  death  is  obviously  a 
debatable  question.  However,  judging  from  the  his- 
tory the  cardiac  damage  appeared  first  as  mani- 
fested by  dyspnea,  precordial  pain  and  weakness. 
This  may  have  resulted  directly  from  the  pneumonia 
or  from  a pre-existing  hypertension,  or  both.  How- 
ever, it  gradually  increased  for  three  years  before 
we  find  additional  symptoms  (namely,  increasing 
nocturia  and  evidence  of  cerebral  arteriosclerosis) 
appearing.  This  is  the  first  evidence  we  have  of 
renal  involvement.  It  has  been  repeatedly  demon- 
strated that  many  cases  of  essential  hypertension 
live  for  years  with  perfectly  adequate  renal  func- 
tion. But  it  is  also  a fact  that  a cardiac  breakdown, 
arteriosclerosis  or  an  acute  infection  often  brings 
about  an  early  renal  decompensation.  And  there  is 
little  doubt  that  this  patient  was  the  victim  of  these 
three  conditions  and  that  a severe  renal  insuffi- 
ciency resulted. 

The  diagnosis  then  is  chronic  progressive  cardio- 
vascular-renal disease  manifested  by  (1)  essential 
hypertension,  (2)  generalized  arteriosclerosis  with 
marked  cerebral  involvement,  (3)  hypertensive  car- 
dio-sclerosis  with  myocardial  failure,  (4)  arterio- 


sclerotic nephritis  with  marked  renal  insufficiency 
(5)  passive  congestion  of  lungs  and  abdominal  vis- 
cera, (6)  he  also  had  a recurrent  right  inguinal 
hernia. 

Pathologic  Discussion  by  Dr.  Mallory, 

Boston,  Mass. 

ANATOMIC  DIAGNOSIS 

Polycystic  kidneys. 

Cardiac  hypertrophy,  left  ventricle. 

Bronchopneumonia. 

Purulent  bronchitis  and  tracheitis. 

Multiple  cysts  of  the  liver. 

Hemangiomata  of  the  liver. 

Accessory  pancreatic  tissue. 

Gastric  ulcer,  healed. 

We  have  a perfect  clinical  picture  of  a small  con- 
tracted kidney,  yet  the  kidneys  we  found  at  autopsy 
weighed  about  1,000  grams  and  were  obviously  poly- 
cystic kidneys. 

The  liver  according  to  our  measurement  was  at 
the  costal  border,  so  that  the  mass'  felt  in  the  right 
upper  quadrant  was  probably  the  right  kidney.  We 
found  nothing  else  to  explain  it.  We  have  had  an 
unusual  number  of  these  cases  this  year.  This  is 
the  fourth.  One  will  often  go  five  years  between 
cases  in  a hospital  of  this  sort. 

A Physician  : Was  there  anything  in  the  data 
suggesting  the  diagnosis  now  that  you  know  what 
it  was? 

There  was  absolutely  nothing  to  suggest  the  diag- 
(Continued  on  page  210) 
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Notes  of  the  Fifty-first  Annual  Session, 
Roswell,  N.  M.,  May  18-20,  1933. 

The  Reception  Committee,  composed  of  Dr.  G.  W. 
Griswold,  president;  Dr.  C.  F.  Beeson,  secretary; 
and  members'  of  the  Chaves  County  Medical  Society, 
as  also  the  Committee  on  Entertainment,  comprised 
of  Dr.  L.  W.  Johnson,  chairman;  Dr.  W.  N.  Worth- 
ington; Dr.  R.  D.  Haire  and  Dr.  E.  K.  Westhafer, 
rendered  gallant  and  valorous  service  in  greeting 
and  entertaining  the  visiting  physicians,  escorting 
them  to  places  of  interest,  and  furnishing  the  brand 
of  hospitality  for  which  Roswell  has  long  been  noted. 
They  richly  deserved  the  commendations  tendered 
in  a resolution  adopted  by  the  Society  at  the  gener- 
al session. 

A feature  of  the  entertainment  was  a special  drill 
rendered  by  the  cadets  of  the  New  Mexico  Military 
Institute.  The  drill  compared  favorably  with  those 
given  for  the  War  Department  inspectors  and  dis- 
played the  high  caliber  of  military  training  for 
which  the  Institute  is  so  justly  famed. 

Those  who  “blew  the  smoke  away”  at  the  smoker 
held  at  the  Country  Club  Thursday  night  seemed  to 
thoroughly  enjoy  the  speeches  and  games  which 
added  to  the  merriment  of  the  occasion. 

The  dinner  dance  at  the  Country  Club  Friday 
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night  was  another  gala  affair,  when  entertained  by 
a special  orchestra  the  physicians  and  their  ladies 
danced  away  dull  care  between  courses  and  regaled 
the  inner  man  between  dances.  The  music,  the 
decorations,  the  excellent  repast,  and  a joyous 
crowd,  which  managed  to  maintain  gravity  during 
the  rendition  of  the  scientific  program,  which  was 
a part  of  the  card,  all  tended  to  a delightful  eve- 
ning. 

The  election  of  officers  resulted  in: 
President-elect,  Dr.  C.  F.  Milligan,  Clayton. 
Vice-president,  Dr.  W.  A.  Gekler,  Albuquerque. 
Secretary-Treasurer,  Dr.  L.  B.  Cohenour,  Albu- 
querque, ( re-elected ) . 

Councilors,  (three  years),  Dr.  W.  T.  Joyner,  Ros- 
well; Dr  H.  A.  Miller,  Clovis. 

Board  of  Managers,  Southwestern  Medicine  (re- 
elected), Dr.  A.  B.  Stewart,  Albuquerque;  Dr.  P. 
G.  Cornish,  Albuquerque. 

Meeting  place  for  1934,  Las  Vegas,  N.  M. 

Important  Business  Transacted 

(1)  Central  Committee  on  Cancer  Control  Work 
appointed  by  president: 

Dr.  J.  H.  Van  Atta,  Albuquerque,  (chairman), 
three  years;  Dr.  J.  W.  Hannett,  Albuquerque,  three 
years;  Dr.  L.  S.  Peters,  Albuquerque,  one  year;  Dr. 
R.  0.  Brown,  Santa  Fe,  three  years;  Dr.  H.  A In- 
galls, Roswell,  two  years 

(2)  Resolutions  passed: 

“The  New  Mexico  Medical  Society  in  recognition 
of  thr  Woman’s  Auxiliary  to  the  American  Medi- 
cal Association  and  of  certain  local  auxiliaries  al- 
ready organized  in  New  Mexico,  do  hereby  approve 
the  organization  of  a Woman’s  Auxiliary  to  the 
New  Mexico  Medical  Society  and  request  the  outgo- 
ing president,  Dr.  F.  D.  Vickers,  and  the  incoming 
president,  Dr.  H.  A.  Ingalls,  to  appoint  a temporary 
president  and  secretary-treasurer  to  serve  until  a 
permanent  state  auxiliary  is  organized.” 

“The  New  Mexico  Medical  Society  urges  repeal 
of  the  Amendment  18  of  the  Federal  Constitution 
and  Article  23,  of  the  State  Constitution,  at  the 
election  September  19,  1933.” 

“The  New  Mexico  Medical  Society  endorses  the 
project  of  a health  survey  in  New  Mexico.’' 

“Vote  of  sincere  thanks  be  ext?nded  to  the  Chaves 
County  Medical  Society,  the  Women’s  Auxiliary,  the 
City  of  Roswell,  the  New  Mexico  Military  Institute, 
the  Elks’  Club,  and  various  organizations  which  have 
contributed  for  the  hospitality  and  entertainment, 
thus1  promoting  the  success  of  this  meeting.” 

“The  New  Mexico  Medical  Society  notes  with  sin- 
cere sorrow  and  regret  the  death  during  the  past 
year  of: 

Dr.  P.  G.  Cornish,  Albuquerque, 

Dr.  A.  C.  Grimes,  Clayton, 

Dr.  H.  E.  Whiteacre,  Tularosa, 

Dr.  A.  H.  Vogt,  Albuquerque, 

Dr.  William  E.  Goods'"  11,  Roswell, 

Dr.  H.  M.  Smith,  Las  Vegas, 

Dr.  E.  M.  Fisher,  Roswell, 


and  hereby  deplores  the  loss  to  the  profession  in  the 
death  of  these  honored  physicians,  and  expresses 
the  sincere  sympathy  of  the  Society  to  the  bereaved 
families.” 

Those  registering  were : 

Balyeat,  Ray  M.,  Oklahoma  City,  Okla. 

Beeson,  C.  F.,  and  wife,  Roswell,  N.  M. 

Bohan,  Peter  T.,  Kansas  City,  Mo. 

Bradley,  R.  L.,  and  wife,  Roswell,  N.  M. 

Brown,  Robert  0.,  and  wife,  Santa  Fe,  N.  M. 
Buchanan,  L.  C.  G.,  Clovis,  N.  M. 

Buchly,  W.  C.,  and  wife,  Roswell,  N.  M. 

Butler,  R.  L.,  and  wife,  Clovis,  N.  M. 

Cathcart,  J.  W.,  wife  and  daughter,  El  Paso,  Texas. 
Cohenour,  L.  B.,  Albuquerque,  N.  M. 

Crail,  F.  H.,  Las  Vegas,  N.  M. 

Culpepper,  M.  B.,  Carlsbad,  N.  M. 

Dixon,  C.  F.,  Rochester,  Minn. 

Duncan,  R.  A.,  Amarillo,  Texas. 

Dutton,  L.  C.,  El  Paso,  Texas. 

Epler,  Crum,  Pueblo,  Colo. 

Evans,  A.  J.,  Elida,  N.  M. 

Fall,  H.  V.,  and  wife,  Roswell,  N.  M. 

Fiske,  E.  W.,  and  wife,  Santa  Fe,  N.  M. 

Gekler,  W.  A.,  Albuquerque,  N.  M. 

Gellenthien,  C.  H.,  Valmora,  N.  M. 

Glazier,  F.  M.,  Carlsbad,  N.  M. 

Goodwin,  Frank  C.,  El  Paso,  Texas 
Griswold,  G.  W.,  and  wife,  Roswell,  N.  M. 

Guttman,  M.  Reese,  Chicago.  111. 

Haire,  R.  D.,  Roswell.  N.  M. 

Halt,  C.  S.,  Dawson,  N.  M. 

Hendrick,  J.  W.,  Amarillo,  Texas 
Homan,  Robert  B.,  El  Paso,  Texas 
Horwitz,  A.  P.,  Roswell,  N.  M. 

Ingalls,  H.  A.,  and  wife,  Roswell,  N.  M. 

Johnson,  L.  W.,  and  wife,  Roswell,  N.  M. 

Jones,  George,  and  wUe,  Clovis,  N.  M. 

Joyner,  W.  T.,  Roswell,  N.  M. 

Kirby,  J.  L.,  and  wife,  Carlsbad,  N.  M. 

Lafhrop,  A.  S.,  and  wife,  Santa  Fe,  N.  M. 

Lemmon,  J.  P.,  Amarillo,  Texas 
Love’ace,  H.  R.,  Albuqurrque,  N.  M. 

MacWhorter,  J.  II.,  El  Paso,  Texas 
McClane,  J E.,  and  wife,  Roswell,  N.  M. 

McBride,  Earl  D.,  Oklahoma  City,  Okla. 

McDaniel,  A.  A.,  Lovington,  N.  M. 

Miller,  C.  A.,  Las  Cruces,  N.  M. 

Miller,  H.  A.,  and  wife,  CJovis,  N.  M. 

Milligan,  C.F.,  and  wife,  Claytcn,  N.  M. 

Moore,  John  T.,  and  wife,  Houston,  Texas 
Moire,  W.  T.,  Las  Vegas,  N.  M. 

MuPhauf,  A.  W.,  El  Paso,  Texas 

Phillips,  William  W.,  and  wife,  Roswell,  N.  M. 

Presley,  T.  E.,  and  wife,  Clovis,  N.  M. 

Puckett,  0.  E.,  Carlsbad,  N.  M. 

Rawlings,  J.  Mott,  El  Paso,  Texas 
Shelmire,  Bedford,  and  wife,  Dallas,  Texas 
Stealy,  C.  L.,  San  Diego,  Cal. 

Steel,  J.  A.,  and  wife,  Hatch,  N.  M. 

Stewart,  A . B.,  and  wife,  Albuquerque,  N.  M. 
Stroup,  H.  A.,  and  wife,  Artesia,  N.  M. 

Stump,  P.  M.,  and  wife,  Winslow,  Ariz. 

Swearingen,  D.  D.,  and  wife,  Roswell,  N.  M. 

Swope,  S.  D.,  El  Paso,  Texas 
Thomas,  John  Wix,  Phoenix,  Ariz. 

Vance,  James,  El  Paso,  Texas 
Vickers,  F.  D.,  Deming,  N.  M. 

Von  Wedel,  Curt,  Oklahoma  City,  Okla. 

Watkins,  W.  Warner,  Phoenix,  Ariz. 

Werley,  G.,  and  wife,  El  Paso,  Texas 
Westhafer,  E.  K.,  and  wife,  Roswell,  N.  M. 

Williams,  J.  P.,  and  wife,  Roswell,  N.  M. 

Womack,  C.  L.,  Artesia,  N.  M. 

Worthington,  W.  N.,  and  wife,  Roswell,  N.  M. 
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WOMAN’S  AUXILIARY  ARIZONA 
STATE  MEDICAL  ASSOCIA- 
TION. 

MRS.  J.  C.  WILSON,  Willcox, 

Press  and  Publicity  Chairman 

This  is  our  first  appearance  in  Southwestern  Med- 
icine and  are  we  proud  to  be  here?  WE  ARE. 

The  month  of  May,  besides  bringing  us  spring 
days,  flowers,  and  memories,  brought  us  a most  in- 
teresting letter  from  our  National  President  and  the 
rame  News  Bulletin  from  our  National  Press  and 
Publicity  Chairman  brings  us  information  regarding 
Unexpected  Favors  at  Milwaukee,  June  12  to  16. 
As  we  read  page  four  of  this  News  Letter  it  makes 
us  wish  for  the  Fairy  Godmother  to  call  our  coach 
and  whirl  us  to  that  convention  city  to  enjoy  the 
social  activities  and  absorb  the  valuable  knowledge 
of  disseminating  health  news  to  our  husbands’  pub- 
lic. We  are  proud  that  our  Auxiliary  will  be  so  well 
repreten^ed  at  the  Milwaukee  Convention  by  our 
own  President,  Mrs.  C.  R.  Swackhamer,  National 
Board  member;  Mrs.  C.  E.  Patterson,  Tucson,  our 
elected  delegate  and  our  elected  alternate,  Mrs.  W. 
A.  Schwartz,  of  Phoenix. 

Then  May  bestowed  upon  us  another  favor — a visit 
and  interesting  message  by  our  efficient  National 
Auxiliary  President,  Mrs.  James  F.  Percy.  She  poured 
out  to  us  such  valuable  knowledge  as  the  reason  for 
an  auxiliary  to  every  medical  society,  the  value  of 
every-day  health  laws — milk  laws,  quarantine  laws 
— and  numerous  suggestions  on  how  the  Women’s 
Auxiliaries  may  become  actual  helping  bodies  to  our 
husbands’  profession.  The  officers,  past  and  present, 
of  the  Arizona  Auxiliary,  honored  Mrs.  Percy  at  a 


luncheon  at  the  Westward  Ho,  presented  her  with 
a gavel  made  of  cactus  and  ironwood,  and  received 
her  assurance  that  she  would  use  it  in  opening  the 
Milwaukee  Convention.  We  regret  that  Mrs.  Percy’s 
visit  was  so  short  and  also  regret  that  not  every 
member  can  be  present  when  this  gavel  is  used  in 
calling  this  convention  to  order. 

Pima  County’s  activities  received  mention  in  the 
May  News  Letter.  Be  sure  to  read  and  file  your  May 
A.  M.  A.  Bulletin;  it  contains  something  that  every 
auxiliary-minded  doc'or’s  wife  should  read. 

Our  next  article  will  contain  news  of  the  con- 
vention by  our  representatives  there,  and  will  be 
published  as  soon  as  possible  after  the  adjournment. 

The  officers  of  the  Woman’s  Auxiliary  to  the 
Arizona  State  Medical  Association  are:  Mrs.  C.  R. 
Swackhamer,  Superior,  President;  Mrs.  J.  M.  Greer, 
Phoenix,  President-elect;  Mrs.  C.  C.  Craig,  Phoenix, 
Recording  Secretary;  Mrs.  O.  W.  Thoeny,  Phoenix, 
Corresponding  Secretary;  and  Mrs.  W.  A.  Schwartz, 
Phoenix,  Treasurer. 


THE  COSTS  OF  DRUGS 

In  this  issue"'  there  is  a review  of  the  annual  pub- 
lication of  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association,  "New  and 
Nonofficial  Remedies.”  Coincidently  there  has  come 
to  our  desk  the  March  issue  of  The  New  Jersey  Jour- 
nal of  Pharmacy  which  contains  material  that  every 
physician  could  read  with  profit.  The  pharmacists 
of  New  Jersey  are  appealing  to  the  physicians  to  keep 
down  the  cost  of  drugs  by  writing  prescriptions 
calling  for  the  U.  S.  P.  or  N.  F.  products,  instead  of 
having  their  patients  pay  several  hundred  per  cent 
extra  simply  to  get  the  same  product  under  a fancy 
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name.  For  example  the  "Diga”  family  will  fill  a 
whole  shelf  of  a prescription  pharmacy,  with  such 
names  as  Digitan,  Digital,  Digalen,  Digafoline,  Digi- 
taline,  Digitaligen,  Digitalis,  Dispert,  Digitax,  Digi- 
fortis,  Digiglucine,  Digitalone,  Digitol, — not  one  of 
which  can  furnish  anything  more  than  the  thera- 
peutic activity  of  U.  S.  P.  Digitalis,  Tincture  Digi- 
talis and  Infusion  Digitalis.  The  Ephedrine  aliases 
sound  like  a new  college  yell, — Ephedraline,  Ephe- 
drinol,  Ephedrol,  Ephinaria,  Ephital,  Ephremel,  Ephe- 
tonin,  Ephrine,  Ephidermol.  Disregard  all  these  and 
prescribe  either  "ephedrine  sulphate”  or  "ephedrine 
hydrochloride”  and  the  percentage  strength  in  wa- 
ter or  oil;  the  result  will  be  exactly  the  same  with  a 
seventy-five  per  cent  saving  to  your  patient. 

The  barbiturate  racket  is  one  of  the  best  exam- 
ples of  the  high  cost  of  proprietary  names;  striking 
examples  are  the  following: 

Barbital,  when  called  Veronal,  costs  360  per  cent 
more. 

Phenobarbital,  when  called  Luminal,  costs  340 
per  cent  more. 

Acetyl-salicylic  acid,  when  called  Aspirin,  costs 
2 52  per  cent  more. 

Theobromine  Sodio-salicylate,  when  called  Diure- 
tin,  costs  430  per  cent  more. 

Methanamine,  when  called  Urotropin,  costs  300 
per  cent  more. 

Potassium  Guaiacol  Sulphonate,  when  called  Thio- 
col,  costs  479  per  cent  more. 

Theophylin,  when  called  Theocin,  costs  203  per 
cent  more. 

Cincophen,  when  called  Atophan,  costs  643  per 
cent  more. 

Elixir  phenobarbital,  when  called  Elixir  Luminal, 
costs  52  5 per  cent  more. 

These  illustrations  are  sufficient  to  show  the  nec- 
essity for  care  in  writing  prescriptions.  By  confin- 
ing prescriptions  to  the  U.  S.  P.  and  N.  F.  products 
the  cost  to  the  patient  will  be  kept  at  a minimum 
r.nd  no  efficacy  will  be  sacrificed.  It  simply  requires 
a little  more  knowledge  of  drugs  on  the  part  of  the 
physician, — ''he  use  of  his  own  brain  instead  of  the 
credulous  acceptance  of  the  detail  man’s  sales  talk. 
*Review  in  July  issue. 


EL  PASO  COUNTY  MEDICAL 
SOCIETY. 

April  10,  193  3 

(Reported  bv  Dr.  Les’ie  M.  Smith,  Secretary) 

El  Paso  County  Medical  Society  met  April  10, 
1933,  at  Hotel  Hussman,  Dr.  J.  A.  Pickett,  presi- 
dent, presiding. 


Open  Reduction  of  Fractures  of  Long  Bones.  Dr. 
Goodwin  discussed  the  technic  used  in  the  open 
reduction  of  fractures.  Not  all  should  be  surgically 
reduced.  The  surgeon  should  be  skilled  in  this  type 
of  work  and  should  have  adequate  equipment.  Im- 
mobilization is  usually  effected  by  plaster  of  paris 
casts. 

Dr.  F.  P.  Miller  commended  Dr.  Goodwin  for  his 
fracture  work.  He  stated  that  not  all  fractures  are 
suitable  for  open  reduction.  Industrial  concerns 
are  coming  more  and  more  to  this  type  of  treatment. 
He  discussrd  the  use  of  the  Anderson  traction 
splint. 

Dr.  Paul  Gallagher  stated  that  the  time  of  re- 
moving bands  depends  on  the  individual  case.  In 
out-of-town  cases  which  are  not  under  close  ob- 
servation, it  is  usually  best  to  remove  them  early. 

Meningitis  Case  Reports.'  Dr.  T.  J.  McCamant. 
The  typical  symptoms  of  epidemic  meningitis  are 
sudden  onset  with  chill  and  stiffness  of  the  neck, 
leukocytosis,  herpes,  and  mental  cloudiness.  He  re- 
ported a family  of  thirteen,  which  developed  six 
cases  of  frank  epidemic  meningitis.  It  is  unusual 
to  have  several  cases  in  a family.  These  cases  de- 
veloped in  spite  of  precaution  against  the  spread 
of  tlm  disease.  However,  the  disease  was  confined 
to  this  family  and  an  epidemic  was  prevented.  One 
patient  died.  Serum  reactions  occurred  in  two  cases, 
in  both  of  "which  the  serum  had  been  given  sub- 
cutaneously. Meningococcus  serobacterin  probably 
lessens  the  severity  of  attacks. 

The  cases  were  discussed  by  Drs.  Rennick,  Mott 
Rawlings,  Swope,  Leigh,  Rheinheimer,  and  Crawford. 

Dr.  McCamant  stated  that  the  Christian  Science 
bill  had  been  reported  favorably. 

The  application  of  Dr.  Walter  H.  Stevenson  for 
membership  in  the  Society  was  accepted  by  accla- 
mation. 

Dr.  Ralph  Homan  inquired  concerning  the  status 
of  the  library  and  stated  that  something  should  be 
done  to  save  the  Society  storage  on  the  books.  The 
president  requested  the  Library  committee,  com- 
posed of  Drs.  Moft  Rawlings  and  F.  C.  Goodwin,  to 
investigate  the  matter. 

On  motion  of  Dr.  S.  D.  Swope,  the  Society  voted 
to  draw  up  resolutions  on  the  death  of  Dr.  R.  L. 
Ramey. 

The  secretary  read  letters  from  Representatives 
Hankamer  and  Jackson  assuring  tlm  Society  of  their 
support  against  the  proposed  bill  to  limit  physicians’ 
fees. 

Adjournment  at  9:30  p.  m. 

April  24,  1933. 

(Reported  by  Dr.  Leslie  M.  Smith,  Secretary) 

El  Paso  County  Medical  Society  met  at  Hotel 
Hussman,  April  24,  1933,  at  8 p.  m.,  Dr.  J.  A.  Pick- 
ett, president,  presiding. 

Bronchiectasis.  Dr.  Ralph  Homan.  Bronchiec- 
tasis usually  follows  infection  in  childhood.  Early 
diagnosis  is  most  important,  for  it  is  then  that 
treatment  has  the  most  to  offer.  Dr.  Homan  dis- 
cussed the  differential  diagnosis,  pathology,  and 
treatment. 
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Dr.  J.  W.  Laws'  stated  that  there  was  usually  lit- 
tle to  accomplish  in  the  way  of  treatment. 

Dr.  F.  P.  Miller  stated  that  the  invasion  of  sec- 
ondary organisms  increases  the  discomfort  and  is 
responsible  for  the  foul  odor.  Phrenic  avulsion  pro- 
motes drainage.  Any  type  of  compression  may 
check  the  progress  of  the  condition. 

Dr.  Ralph  Homan  staged  in  closing  that  surgery 
should  be  resorted  to  if  necessary  to  check  the 
progress.  He  emphasized  the  beneficial  effect  of 
iodides  in  diminishing  the  foul  odor. 

Neurasthenia.  Dr.  S.  D.  Swope.  Cases  of  neu- 
rasthenia have  the  background  of  an  insufficient 
nervous  system  plus  excessive  strain.  With  ade- 
quate nervous  system,  the  same  strain  would  not  be 
felt. 

Dr.  Mott  Rawlings  emphasized  the  high  incidence 
of  neurasthenia  in  our  population.  Rest  is  the  one 
treatment. 

Dr.  J.  W.  Laws  stated  that  these  patients  are  the 
most  benefited  by  intelligent  medical  supervision. 

Dr.  Paul  Rigney  reported  a case  of  bronchiec- 
tasis and  stressed  the  need  of  early  diagnosis  and 
treatment  in  these  cases.  This  case  was  discussed 
by  Drs.  Miller  and  Laws. 

The  secretary  read  a communication  from  the 
chairman  of  the  Spring  Roundup  of  Pre-School 
Children,  requesting  the  cooperation  of  the  Society 
in  this  work.  The  Society  requested  the  Secretary 
to  write  to  the  chairman  of  the  Roundup  that  the 
physicians  were  in  accoi'd  with  the  movement  and 
would  cooperate  in  any  way  suggested. 

Applications  for  membership  were  received  from 
Dr.  E.  G.  Causey  and  Dr.  L.  T.  Cox  and  referred 
to  the  Beard  of  Censors. 

Dr.  Mott  Rawlings  stated  that  he  had  found  a 
desirable  room  in  the  Mills  building  which  could  be 
rented  for  the  libarary  and  meeting  place.  It  was 
suggested  that  the  members  of  the  Society  call  and 
inspect  this  room. 

The  mee  ing  adjourned  at  9:45  p.  m. 


\N  INTERESTING  KIDNEY 
(Continued  from  page  206) 
nosis  except  that  mass  which  was  felt  and  was  in- 
terpreted as  the  liver.  If  that  could  have  been  cor- 
rectly interpreted  as  kidney  one  would  have  had  the 
diagnosis. 

I suppose  we  might  have  got  some  assistance  with 
pyelography  either  by  the  intravenous  or  by  the 
retrograde  method ; but  as  a matter  of  fact  the  di- 
agnosis did  not  occur  to  us,  and  with  respect  to  such 
procedures,  thr  patient  was  rather  too  sick  to  con- 
sider them  anyway. 

Every  symptom  so  far  as  I can  see  is  absolutely 
identical  with  those  of  progressive  vascular  nephri- 
tis, that  is'  they  have  hypertension,  relatively  little 
dema  until  the  end,  the  non-protein  nitrogen  goes 
up  very  little,  and  almost  invariably  they  have 
anemia.  They  generally  show  peripheral  vascular 
changes,  as  this  man  did.  He  showed,  in  the  small 
remaining  amounts  of  kidney  tissue  that  we  could 
find  for  microscopic  examination,  a very  mai’krd 


arteriosclerotic  process.  Whether  it  was  primary 
or  secondary  I cannot  say. 

Dr.  Cabot:  How  big  were  the  kidneys?  Could 

they  have  felt  them  in  life? 

Dr.  Mallory:  It  would  seem  so.  The  pair  of  kid- 
neys were  the  same  size  as  the  liver  nearly,  and  they 
should  have  been  felt. 

Dr.  Cabot:  That  has  come  out  again  and  again  in 
the  years  that  we  have  been  holding  these  exercises 
— why  didnt  we  feel  those?  The  general  answer  is 
that  you  do  not  feel  anything  that  you  do  not  think 
of  looking  for.  As  some  one  here  said,  the  diagno- 
sis of  polycystic  kidneys  is  generally  perfectly  sim- 
ple when  you  think  of  it  at  all  as  a possibility.  We 
generally  forget  it.  The  routine  physical  examina- 
tion is  guided  by  particular  hunches.  This  particu- 
lar hunch  most  of  the  time  does  not  enter  the  ex- 
aminer’s head.  In  the  case  that  we  had  successfully 
diagnosed  some  time  ago  something  put  them  in 
mind  of  it.  They  thought  of  it,  and  because  they 
thought  of  it  they  felt  the  big  cystic  kidneys. 


ACCEPTED  DEVICES  FOR  PHYSICAL  THERAPY 

The  following  device  has  been  accepted  by  the 
Council  on  Physical  Therapy  of  the  American  Medi- 
cal Association  for  inclusion  in  its  list  of  accepted 
devices  for  physical  therapy: 

Titus  Intravenous  Infusion  Apparatus. — An  ap- 
paratus for  intravenous  injection  of  dextrose  solu- 
tions consisting  essentially  of  two  parts:  (1)  that 
comprising  the  tank,  the  timing  and  volume  gage, 
the  dial  valve,  and  the  base,  and  (2)  the  heating 
unit  with  infusion  thermometer.  It  is  claimed  that 
this  instrument,  by  regulating  the  rate  of  intra- 
venous injection  of  dextrose  solution  closely  to  the 
physio’ogic  ability  of  the  body  to  utilize  dextrose, 
gives  the  following  therapeutic  effects:  (a)  It  per- 
mits a maximum  therapeutic  effect  from  a given 
amount  of  injected  dextrose  by  assuring  maximum 
utilization  and  by  preventing  wasteful  “spill” 
through  the  kidneys;  (b)  it  provides  accurate  dos- 
age of  dextrose;  (c)  it  prevents  overstimulation  of 
endogenous  insulin  production,  since  the  physiologic 
rate  of  utilization  is  not  exceeded;  (d)  it  prevents 
velocity  reactions;  (e)  it  prevents  the  injection  of 
cooling  or  cold  solutions.  An  additional  therapeu- 
tic feature,  according  to  the  firm,  is  the  valve  of 
this  instrument  especially  designed  for  use  in  giving 
venocylsis  or  “intravenous  drip;”  and  that  it  also 
may  be  used  for  dextrose  in  salt  solutions  and 
acacia  dextrose.  The  company  claims  that  citra^ed 
blood  transfusions  may  be  given  and  heated  while 
being  given.  No  adjustment  is  required  for  heat 
control.  Overheating  does  not  occur  if  the  flow  of 
fluid  into  the  vein  is  proceeding  properly.  Feick 
Brothers  Company,  Pittsburgh.  (Jour.  A.  M.  A., 
April  8,  1933,  p.  1104). 

PROPAGANDA  FOR  REFORM 

Dilaudid. — The  Council  on  Pharmacy  and  Chem- 
istry reports  that  in  the  past  few  months  a new 
narcotic  drug,  dihydromorphinone  hydrochloride, 
has  been  introduced  for  clinical  use  in  this  coun- 
try under  the  proprietary  name  “Dilaudid.”  It  is 
marketed  by  Bilhuber-Knoll  Corp.,  Jersey  City.  The 
drug  has  been  used  in  Europe  for  some  years,  hav- 
ing been  patented  in  1923.  Briefly  stated,  the 
drug  is  closely  allied  both  chemically  and  pharma- 
cologically to  morphine,  having  the  analgesic  prop- 
erty of  morphine  as  well  as  its  action  on  the  res- 
piratory system.  Its  action  on  the  intestine  is 
probably  less  marked  than  is  that  of  morphine.  It 
is  more  toxic  than  morphine  and  is  clinically  ef- 
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fective  in  doses  which  are  considerably  smaller 
than  are  necessary  with  that  alkaloid.  The  drug 
was  brought  to  the  attention  of  American  clinicians 
largely  by  a statement  by  Alvarez  of  the  Mayo 
Clinic,  published  in  the  Proceedings  of  the  Staff 
Meetings  in  August,  1932.  In  discussing  the  eu- 
phoric action  of  Dilaudid,  Alvarez  stated  that  so 
far  as  he  knew  no  one  had  as  yet  become  habitu- 
ated to  its  use.  Unfortunately,  this  statement  was 
unwarranted  because  already  at  that  time  a num- 
ber of  cases  of  addiction  to  Dilaudid  had  be^n  re- 
ported in  the  literature.  Shortly  after  Alvarez’ 
remarks  were  made,  a similar  statement  appeared 
in  the  public  press  apparently  based  on  a release 
from  “Science  Service.”  Realizing  the  importance 
of  furnishing  accurate  information  in  this  case 
both  to  the  profession  and  to  the  laity,  the  Council 
asked  Dr.  Nathan  B.  Eddy  of  the  Department  of 
Pharmacology  of  tho  University  of  Michigan  to 
make  a report  to  the  Council  on  the  general  status 
of  the  alkaloid.  From  his  study  of  this  question 
Dr.  Eddy  concluded  that  it  has  been  shown  experi- 
mentally and  clinically  that  Dilaudid  is  powerfully 
analgesic  and  that,  like  morphine,  it  can  depress 
the  respiratory  mechanism  profoundly;  that  at  the 
aame  time,  the  experimentc.lly  established  rlatio 
between  effective  doses  of  morphine  and  Dilaudid 
for  the  production  of  desirable  effects  is  not  ma- 
terially different  from  the  ratio  between  their  toxic 
doses;  and  that  clinical  trial  has  not  shown  that 
Dilaudid  is  free  from  tolerance  and  addiction  evok- 
ing properties,  and  that,  while  side  actions  such  as 
nausea,  vomiting  and  constipation  seem  to  occur 
less  frequently  after  it  than  after  morphine,  the 
prolonged  administration  of  Dilaudid  should  be 
entered  on  with  as  much  caution  as  would  be 
exercised  with  morphine  itself.  The  Council  has 
postponed  for  a reasonable  length  of  time  the  con- 
sideration of  the  eligibility  of  Dilaudid  for  inclu- 
sion in  New  and  Nonofficial  Remedies  in  order  to 
give  the  manufacturer  opportunity  to  submit  it  and 
to  revise  the  advertising  in  conformity  with  the 
available  evidence.  (Jour.  A.  M.  A.,  April  1,  1933, 
p.  1031). 

Germania  Tea. — In  the  latter  part  of  1932  and 
the  first  few  months  of  the  present  year  Carl 
Beyer  has  been  pushing  his  Germania  Tea  Com- 
pany. This  company  is  reported  to  have  for  its 
president  and  treasurer  one  F.  W.  Hartman,  for  its 
secretary  Carl  Beyer,  and  for  its  vice-president 
Beyer’s  wife,  Anna.  The  Germania  Tea  Company, 
it  seems,  was  incorporated  in  1927  as  the  Germania 
Novelty  Company,  a name  that  was  changed  in 
March,  1932,  to  Germania  Tea  Company.  The 
Germania  Tea  concern  is  supposed  to  put  out  a line 
of  “teas”  from  1 to  14  in  number.  Germania  Re- 
ducing Tea  serms  to  be  the  big  seller  and  the  most 
heavily  advertised  at  the  present  time.  The  ad- 
vertisements, which  appear  in  newspapers  that  are 
not  above  carrying  the  advertising  of  products  of 
this  type,  feature  one  Margaret  George,  whose 
“before-and-after”  pictures  are  played  up.  Two 
analyses  have  been  made  of  Germania  Tea,  one  by 
the  State  Board  of  Health  of  Kentucky  and  one  by 
the  American  Medical  Associatino.  From  the 
analyses'  of  the  Kentucky  State  Board  of  Health 
and  the  A.  M.  A.  Chemical  Laboratory  the  essen- 
tial drug  in  Germania  Herb  Tea  is  senna.  The 
other  ingredients  seem  to  vary  with  different 
packages.  It  is  apparent  tha  tthe  physiologic  ef- 
fect of  taking  Germania  Herb  Tea  will  be  that  of 
taking  senna.  As  every  physician  knows,  senna  is 
a drastic  purgative  and  is  especially  contraindi- 
cated in  spastic  constipation  and  in  conditions  of 
intestinal  inflammation.  The  persistent  and  indis- 
criminate use  of  purgatives  as  a means  of  reduc- 
ing weight  is  not  only  irrational  but  dangerous. 


Th  E MENACE  OF 

VITAMIN  D DEFICIENCY 

during  pregnancy 

'jvp  physician  needs  to  be  told  how  critical  the  pre- 
j ’ natal  period  is  to  both  mother  and  child.  Even  a 
slight  Vitamin  D deficiency  at  this  time  may  manifest 
itself  in  softening  of  the  mother’s  bones  and  teeth — or 
may  seriously  affect  the  developing  foetus. 

For  Vitamin  D,  as  you  know,  controls  the  absorp- 
tion and  utilization  of  calcium  and  phosphorus;  and 
the  demand  for  these  two  essential  minerals  is  at  least 
twice  as  great  during  pregnancy  as  under  normal 
conditions. 

Many  physicians  safeguard  the  developing  child — 
and  protect  the  mother’s  bones  and  teeth — by  pre- 
scribing Cocomalt.  It  contains  not  less  than  30  Steen- 
bock  (300  ADMA)  units  of  Vitamin  D per  ounce. 
Prepared  as  directed,  each  glass  is  equivalent  in  Vita- 
min D content  to  not  less  than  two-thirds  of  a tea- 
spoonful of  standard  cod  liver  oil.  Laboratory  analyses 
show  that  Cocomalt  increases  the  protein  content  of 
milk  45%  — the  carbohydrate  content  184%  — the 
mineral  content  (calcium  and  phos- 
phorus) 48%. 

Comes  in  powder  form — at  grocers 
and  drug  stores  in  p2-lb.  and  1-lb.  cans. 

Also  in  5-lb.  cans  for  hospital  use,  at  a 
special  price. 

Free  to  Physicians 

Send  your  name  and  address  .or  a ^'.a^-size  caa  o2 
Coccmait>  free* 


Coccmait  is  a scientific  food  concentrate  of  sucrose,  skim  milk,  selected 
cocoa,  barley  inait  extract.  Savoring  and  added  Sunshine  Vitamin  D. 

kDZS  MORE  F 0r  D-tKERGY  N0UR3SHMENT  TO  MSLft 

i Pr arm  red  according  to  label  directions  ) 

it.  £.  DAVIS  CO.,  Dept.  BX-6,  Hoboken,  N.  J. 
.Please  send  me  a trial-size  can  of  Cocomalt,  free. 


/Pidt'caS... ... - - — — 

City State. 


Cocomalt  is  ac- 
cepted by  the 
Committee  on 
Foods  of  the 
American  Med- 
ical Association 
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Whatever  reduction  may  be  brought  about  by  such 
means  is  due  to  the  fact  that  the  food  eaten  is  hur- 
ried through  the  intestinal  tract  before  much  of  it 
can  be  properly  assimilated.  (Jour.  A.  M.  A.,  April 
8,  1933,  p.  1126). 

Lumodrin  Not  Acceptable  for  N.N.R. — The  Coun- 
cil on  Pharmacy  and  Chemistry  reports  that  Lumo- 
drin is  a preparation  in  tablet  form  manufactured 
by  tho  Winthrop  Chemical  Co.,  Inc.,  and  proposed 
for  treatment  of  cough.  It  is  said  to  contain  in  each 
tablet  Ephedrine  Hydrochloride  % gr.,  Luminal  % 
gr.,  and  Pyramidon  2 gr.  The  name  “Lumodrin” 
conveys  no  information  as  to  the  active  compon- 
ents of  the  preparation;  although  these  are  stated 
on  the  reproduction  of  the  label  printed  in  one  cir- 
cular. The  rationale  of  the  combination  of  these 
three  ingredients  in  a cough  mixture  is  not  appar- 
ent. According  to  the  recommended  dosage,  a pa- 
tient might  receive  in  one  day:  3 grains  of  ephed- 
cular.  The  rationale  of  the  combination  of  these  three 
ingredients  in  a cough  mixture  is  not  apparent.  Ac- 
cording to  the  recommended  dosage,  a patient  might 
receive  in  one  day:  3 grains  of  ephedrine.  hydro- 
chloride, 2 grains  of  phenobarbitol  and  16  grains  of 
amidopyrine.  A child  might  receive  up  to  one-half 


this  dosage.  Where  this  is  repeated  several  days,  as 
well  it  might  be  in  whooping  cough,  for  instance, 
untoward  effects  might  occur  frequently,  owing  to 
excessive  dosage  of  one  or  all  of  these  substances. 
With  regard  to  the  claims  made  for  Lumodrin,  so 
far  as  the  Council  knows,  no  evidence  exists:  that 
Luminal  allays  irritation  of  mucous  membranes; 
that  spasmodic  contraction  of  bronchiolar  muscula- 
ture (requiring  ephedrine  or  similar  preparation  for 
relief)  occurs  in  cough  other  than  in  asthma  and 
possibly  in  pertussis;  that  amidopyrine  is  an  “anti- 
spasmodic;”  or  that  any  of  the  components  of  Lumo- 
drin, separately  or  together,  would  relieve  the  con- 
gestion of  the  bronchial  mucous  membrane  in  bron- 
chitis. In  view  of  these  considerations,  and  as  the 
Council  had  already  taken  a definite  stand  with  re- 
gard to  similar  preparations  (Ephedrol,  Allonal, 
Peralga)  the  Council  decided  that  Lumodrin  is  not 
acceptable  for  inclusion  in  New  and  Nonofficial 
Remedies  because  it  is  an  unscientific  mixture  con- 
taining an  excessive  number  of  active  ingredients 
(rule  10)  ; and  because  it  is  marketed  with  unwar- 
ranted and  extravagant  therapeutic  claims  (rule  6), 
under  an  uninforming  and  misleading  name  (rule 
8).  (Jour.  A.  M.  A.,  April  15,  1933,  p.  1172). 


POSTGRADUATE  COURSE  LABORATORY  COURSE 


For  Graduates  in  Medicine  For  Nurses  and  Graduates  of  High  School 

CLASSES  LIMITED  TO  SIX 

Eye,  Ear,  Nose  and  Throat  X-Ray,  Basal  Metabolism,  Electro-cardiography 

A house  doctor  is  appointed  July  1st  and  Jan.  1st.  and  Physical  Therapy 

150  clinical  patients  daily  provide  material  for  classes.  Positions  with  attractive  salaries  in 
hospitals  and  with  group  doctors  await  qual  fied  Technicians 

For  particulars  regarding  either  course  write 

CHICAGO  EYE,  EAR,  NOSE  AND  THROAT  HOSPITAL,  231  West  Washington  Street,  Chicago,  Illinois 


THE  LONG  SANATORIUM 

EL  PASO,  TEXAS. 


Modernly  equipped  for  the  care 
and  treatment  of  tuberculosis  in 
all  stages.  Rates  $15.00  per  week 
and  up.  Nurses  care  and  medical 
attention  included.  $10.00  per  week 
for  convalescents.  Write  for  de- 
scriptive booklet. 


A.  D.  Long,  M.  D. 

Medical  Director 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


Founded  1896  by  Dr.  Hubert  Work 


A modern,  newly  construct- 
ed sanitarium  for  the  scien- 
tific care  and  treatment  of 
those  nervously  and  men- 
tally ill,  the  senile  and  drug 
addicts. 


CRUM  EPLER,  M.  D. 
Superintendent 
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Omnadin  Not  Acceptable  for  N.N.R. — The  Coun- 
cil on  Pharmacy  and  Chemistry  reports  that  Omna- 
din (Prolipin)  is  a preparation  manufactured  by 
the  H.  A.  Metz  Laboratories,  Inc.,  recommended  for 
use  as  nospecific  lipoprotein  therapy  practically  as 
a curr-all.  In  an  advertising  circular  it  is  stated 
to  be  “ ...  a sterile  solution,  composed  of  protein 
substances  obtained  from  non-pathogenic  bacteria 
(sarcina  and  B.  myeoides),  various  animal  fats  and 
lipoids  derived  from  bile.”  In  another  circular  it  is 
said  to  be  “ . . .a  combination  of  proteins'  and  lip- 
oids originated  by  Professor  Much.”  It  is  appar- 
ent that  Omnadin  is  a semisecret  preparation  mark- 
eted under  an  uninformative  name.  The  following 
are  some  of  the  claims  made  for  this  product:  “The 
chief  conditions  in  which  Omnadin  has  proved  of 
value  comprise  influenza,  pneumonia,  erysipelas', 
scarlatina,  measles,  pertussis,  typhoid  fever,  puer- 
peral sepsis,  surgical  sepsis,  arthritis,  gonorrhea,  eye 
infections,  tonsi'litis  and  otitis.  . . colds  . . . gastric 
and  duodenal  ulcer  ...  It  can  also  be  used  advan- 
tageously for  activating  specific  vaccine  therapy. 
. . It  is  extremely  well  borne  by  adults,  children  and 
even  infants.”  The  Council’s  referee  has  reviewed 
the  fairly  extensive  clinical  literature  on  Omnadin 
of  the  past  several  years,  practically  all  of  which 
emanates  from  foreign  sources.  Without  exception, 
the  reports  are  uncritical  and  the  observations  un- 
controlled. There  is  no  reliable  evidence  that  Omna- 
din involves  any  advance  in  nonspecific  immune 
therapy.  The  Council  believes  that  it  must  be 
classed  as  a dangerous  preparation:  If  it  contains 
antigenic,  material,  claims  of  complete  safety  in  its 
therapeutic  use  must  be  considered  reprehensible; 
even  if  it  has  only  a trace  of  antigen,  it  may  yet 
cause  allergic  reactions;  and  if  it  is  devoid  of  anti- 
genic potency,  its  use  is  unwarranted  and  may 
carry  a hazard  in  the  neglect  of  more  effective 
remedies.  The  Council  declared  Omnadin  (Proli- 
pin) unacceptable  for  inclusion  in  New  and  Non- 
official Remedies  because  it  is  an  unscientific  pre- 
paration of  semisec, ret  composition  (rules  1,  2 and 
10),  marketed  wPh  unwarranted  and  extravagant 
therapeutic  claims  (rule  6)  under  an  uninforma- 
tive name  (rule  8).  (Jour.  A.M.A.,  April  15, 
1933,  p.  1173). 


The  discovery  of  Vitamin  D has  been  of  fhe  great- 
est importance  to  mankind.  Because  of  this  discov- 
ery, rickets — once  a familiar  childhood  menace — is 
now  fast  becoming  a rare  disease  in  civilized  coun- 
tries. 

The  value  of  Vitamin  D in  the  dietary  of  the  preg- 
nant woman  can  not  be  over-emphasized.  For  it  is 
largely  in  prenatal  life,  as  McCollum  says,  that  “the 
size  of  the  fund  of  that  something  which  we  call 
vitality  is  determined.  It  is  then  that  the  quality  of 
the  tee^h,  the  skeleton,  and  the  perfection  of  form 
are  determined.” 

Cocomalt  mixed  with  milk  is  useful  in  the  dietary 
of  expectant  mothers — not  only  because  it  has'  al- 
most twice  the  food-energy  nourishment  of  milk 
alone,  not  only  because  it  provides  extra  proteins, 
carbohydrates  and  minerals  (calcium  and  phos- 
phorus)— but  because  it  is'  rich  in  Vitamin  D.  Coco- 
malt is  licensed  by  the  Wisconsin  Alumni  Research 
Foundation  under  Steenbock  Patent  No.  1,680,818, 
and  it  contains  not  less  than  30  Steenbock  (300 
ADMA)  units  of  Vitamin  D per  ounce — the  amount 
used  to  make  one  glass  or  cup. 
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paresis  show  symptomatic  improvement.  The  treatment  is  inexpensive;  does  not  disrupt  the 
patients  daily  routine  of  life  end  is  available  through  the  services  of  his  persona!  physician. 
Clinical  reports  and  treatment  methods  will  he  furnished  on  request. 
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potency  and  always  dependable. 
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. . . . attack  it  as  such 

The  definite  increase  in  mortality  resulting  from  diabetes  indi- 
cates a greater  prevalence  of  the  disease.  In  New  York  City  alone, 
in  1931,  diabetes  took  more  lives  than  Typhoid  Fever,  Measles, 
Scarlet  Fever,  Diphtheria,  Whooping  Cough  and  Cerebral  Menin- 
gitis, all  combined.* 

Modern  living  with  increased  sugar  consumption — over-eating 
— and  lack  of  muscular  exercise  have  contributed  to  the  increase 
of  diabetes  and  placed  a greater  responsibility  on  the  physician 
to  properly  treat  the  disease  and  lessen  its  incidence. 

In  connection  with  the  use  of  Insulin,  E.  R.  Squibb  & Sons 
have  available  a booklet  entitled,  “Insulin  and  the  Management 
of  the  Diabetic  Diet/’  This  booklet  discusses  the  clinical  aspects 
of  the  disease — its  treatment  and  its  complications.  Diet  tables — 
dietetic  foods  and  other  informative  material  is  included.  We  will 
he  pleased  to  send  you  a copy  upon  request.  Just  fill  in  the  coupon 
and  mail  it  today. 

* Dr.  Charles  Bolduan,  New  England  Journal  of  Medicine , 7*14-32. 
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THE  TREATMENT  OF  BONE  AND 
JOINT  TUBERCULOSIS 

JOHN  W.  FLINN,  M.D.,  ROBERT  S.  FLINN, 
M.D.,  and  ZEBUD  M.  FLINN,  M.D. 

Prescott,  Arizona 

(Read  before  the  Forty-second  Annual  Meeting  of 
the  Arizona  State  Medical  Association,  held  at  Tuc- 
son, April  20-22,  1933.) 

In  Europe  there  are  still  two  quite  distinct  schools 
of  practice  in  the  treatment  of  tuberculosis  of  bones 
and  joints.  In  America,  so  far  as  we  have  been  able 
to  determine,  medical  and  surgical  opinion  has  not 
yet  crystalized  into  very  definite  channels.  The 
work  of  the  first  European  school  is  well  illustrated 
in  the  surgical  orthopedic  clinics  in  the  large  indus- 
trial centers  of  Northern  England.  The  methods  of 
the  second  school  are  best  studied  in  the  medical 
orthopedic  clinics  in  the  Swiss  Alps.  It  is  true  that 
the  views  of  the  leaders  of  the  first  school  have  been 
so  modified  in  the  past  thirty  years  that  they  simu- 
late somewhat  those  of  the  second  school.  There  are 
still,  however,  very  distinct  and  important  differ- 
ences in  the  views  held  and  the  practice  followed  by 
each  group. 

The  greatest  contribution  which  the  medical 
school  of  orthopedists  has  made  to  the  knowledge  of 
this  subject  is  in  recognizing  that  tuberculosis  of 
bones  and  joints  is  inherently  and  fundamentally  a 
constitutional  disease.  This  is  simply  following  to 
their  logical  termination  the  conclusions  reached  by 
the  brilliant  Laennec  more  than  one  hundred  years 
ago  regarding  "the  oneness  or  unity  of  tuberculous 
matter.” 

Pathologists  are  quite  generally  agreed  that  tuber- 
culosis of  bones  and  joints  is  seldom,  if  ever,  due  to 
a primary  infection.  The  disease  is,  as  a rule,  sec- 
ondary to  lymph-node  tuberculosis  or  to  pulmonary 
tuberculosis.  This  secondary  infection  is  usually'. 


section  1103,  Act  of  October  3,  1917.  authorized  March  1,  1921.” 

blood-borne,  but  occasionally  may  be  due  to  direct 
extension  from  neighboring  areas.  In  some  respects 
tuberculosis  of  bones  and  joints  bears  a certain  an- 
alogy to  malignant  tumors,  but  with  one  very  strik- 
ing difference.  Tuberculosis  of  bones  and  joints  is 
practically  never  a local  infection,  whereas  a malig- 
nant tumor  remains  a localized  lesion  for  weeks, 
months,  and  sometimes  years.  It  is  only  when  jnetas- 
tasis  occurs  that  the  disease  becomes  constitutional 
and  terms  like  carcinomatosis  are  used  to  indicate 
its  wide-spread  character.  It  would  seem  to  be  just 
as  logical  to  expect  to  cure  a case  of  wide-spread  car- 
cinomatosis by  removing  one  of  the  external  tumors 
or  a portion  of  an  affected  limb,  as  to  cure  a case  of 
bone  and  joint  tuberculosis  by  excising  the  affected 
joint  and  portions  of  the  adjacent  bone. 

Fortunately,  however,  the  tissues  of  the  animal 
body  can  develop  much  greater  powers  of  resistance 
to  constitutional  tuberculosis  than  to  carcinoma. 
These  powers  of  resistance  enable  the  animal  body  to 
absorb  diseased  tissue  and  especially  to  limit  the  lo- 
cal lesions  by  the  formation  of  scar  tissue.  It  is  on 
these  powers  of  resistance,  developed  by  the  animal 
tissues,  that  phthisiotherapists  depend  in  the  treat- 
ment of  pulmonary  tuberculosis.  Their  whole  object 
in  treatment  is  to  encourage  and  increase  these  pow- 
ers of  resistance.  The  medical  school  of  orthopedists 
apply  these  same  principles  in  the  treatment  of  extra- 
pulmonary  tuberculosis. 

MEDICAL  TREATMENT.  GENERAL 
MEASURES. 

REST 

The  first  general  measure  used  by  the  medical 
school  in  the  treatment  of  bone  and  joint  tuberculo- 
sis is  bed-rest — the  remedy  which  is  producing  such 
brilliant  results  in  the  treatment  of  pulmonary  tu- 
berculosis. All  patients  are  kept  on  bed-pan  rest  un- 
til x-ray  films  show  clearly  that  the  local  tubercu- 
lous lesion  is  completely  healed. 

FOOD 

The  second  general  measure  is  very  plain,  easily  di- 
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gested  food  in  quite  moderate  quantities.  While  the 
Herrmannsdorfer-Sauerbruch  salt-free  diet  is  being 
used  largely  in  Europe  in  the  treatment  of  skin  tu- 
berculosis and  to  a limited  extent  in  pulmonary  tu- 
berculosis, it  does  not  seem  to  have  been  adopted  in 
the  treatment  of  bone  and  joint  tuberculosis.  The 
diet  most  commonly  used  in  this  latter  form  of  the 
disease  is  one  supplying  a limited  quantity  of  meat 
and  generous  amounts  of  carbohydrate  in  the  form 
of  cereals  and  vegetables.  Milk,  eggs,  and  cheese  are 
used  in  moderate  quantities  only.  Rollier  is  quite 
firmly  convinced  that  "there  is  a close  relationship 
between  the  function  of  the  skin  as  an  organ  of  ab- 
sorption and  the  amount  of  food  received  by  way  of 
the  alimentary  canal;  as  the  former  is  increased,  so 
does  the  latter  diminish.”  He  advocates  reducing  the 
amount  of  food  taken  and,  above  all,  restricting  the 
amount  of  meat.  He  uses  largely  a vegetarian  diet, 
with  cereals  and  fruits  in  abundance. 

In  America  a modified  salt-free  diet  is  being  used 
at  the  Cedarcrest  State  Tuberculosis  Sanatorium  at 
Hartford,  Connecticut.  Dr.  Henry  Stempa  reports 
some  very  gratifying  results,  especially  in  cases  of 
bone  tuberculosis. 

FRESH  AIR  AND  SUNSHINE 

The  third  general  measure  used  by  the  medical 
school  of  orthopedists  is  the  one  to  whose  use  and 
technic  Rollier  has  devoted  so  much  study  and  with 
which  his  name  is  so  widely  associated — general  air 
and  sun  baths.  To  use  heliotherapy  to  its  greatest 
advantage,  two  climatic  conditions  are  essential.  The 
first  is  a large  amount  of  intensive  sunshine;  the  sec- 
ond is  a cool  moving  atmosphere.  Both  these  condi- 
tions are  filled  to  an  admirable  degree  in  the  high- 
er regions  of  the  Swiss  Alps.  Here,  at  an  altitude  of 
5 000  feet,  the  sun’s  rays  are  quite  intense,  although 
the  latitude  is  47  degrees.  The  atmosphere  is  clear 
and  cool.  This  enables  the  patient  to  spend  many 
hours  a day  comfortably,  with  the  whole  body  ex- 
posed to  the  sun  and  air.  It  is  a condition  to  which 
we  have  applied  the  term  "air-cooled  sunshine”  and 
it  is  one  which  is  quite  essential  to  the  practice  of 
heliotherapy  to  its  fullest  advantage.  If  the  sun’s 
rays  are  less  intense,  the  patient  is  deprived  of  the 
beneficial  effects  of  its  strong  actinic  rays  and,  be- 
sides, the  atmosphere  becomes  so  cool  that  he  cannot 
enjoy  the  air  bath  in  comfort.  If  the  air  is  not  cooled 
by  winds  from  the  surrounding  areas,  the  sun’s  rays 
are  so  hot  that  the  patient  cannot  remain  in  them 
with  advantage. 

Heliotherapy  in  the  Swiss  Alps  produces  three 
very  striking  results. 


The  first  striking  effect  is  an  amazing  amount  of 
muscular  development.  To  one  who  has  not  had  a 
similar  experience  elsewhere,  it  must  seem  almost  un- 
believable that  any  person  can  attain  such  marked 
muscular  development  lying  in  bed.  When  one  com- 
pares the  small  flabby,  undeveloped  musculature  of 
the  child  when  beginning  treatment,  with  the  large, 
thick,  firm,  beautifully  developed  muscles  of  the 
same  child  after  a few  months  of  exposure  to  air 
and  sunshine,  it  is  indeed  difficult  to  believe  that 
such  a change  could  possibly  take  place  without  the 
use  of  these  muscles  in  constant  strenuous  exercise. 
The  muscles  stand  out  like  those  of  a trained  athlete. 
The  advantage  of  such  muscular  development  in 
splinting  and  protecting  diseased  bones  and  joints 
can  scarcely  be  overestimated. 

While,  for  obvious  reasons,  it  is  quite  impossible 
to  segregate  the  effects  of  air  from  those  of  sunshine, 
we  are  inclined  to  regard  this  remarkable  muscular 
development  as  due  to  the  action  of  the  cool  moving 
air  on  the  circulation  of  blood  and  lymph  in  the  skin 
and  underlying  muscles.  This  impression  seems  to  be 
confirmed  by  the  marked  muscular  atrophy  which 
occurs  when  muscles  are  deprived  of  circulating  air 
by  being  covered  in  plaster  of  Paris  casts  for  some 
length  of  time.  Not  only  so,  but  no  amount  of  ex- 
posure to  sun  and  air  will  cause  re-development  of 
muscles  which  have  become  greatly  atrophied  by  long 
confinement  under  plaster  of  Paris  casts. 

The  second  striking  effect  of  sun  and  air  baths  in 
the  Alpine  region  is  the  soft  velvety  condition  of 
the  patient’s  skin,  indicating,  we  presume,  renewed 
and  increased  functional  activity  in  this  important 
organ.  While  a somewhat  similar  change  in  the  char- 
acter and  consistency  of  the  skin  follows  sun  and  air 
treatment  in  all  localities,  it  seems  to  us  it  is  much 
more  intense  in  the  cool  mountain  regions.  In  our 
experience,  this  change  occurs  more  noticeably  in 
the  winter  than  in  the  summer  months.  We  are, 
therefore,  inclined  to  believe  that  this  change  is 
brought  about  primarily  by  the  actinic  rays  of  the 
sun,  and  is  greatly  increased  and  enhanced  by  the 
cool  moving  air. 

The  third  striking  effect  of  heliotherapy  in  the 
Swiss  Alps  is  the  large  amount  of  bone  reproduction 
which  takes  place.  This,  in  our  opinion,  is  the  fac- 
tor which,  in  the  last  analysis,  accounts  for  the  fine 
clinical  results  obtained  in  the  medical  treatment  of 
bone  and  joint  tuberculosis.  Improved  powers  of  re- 
sistance, with  increased  scar-tissue  formation,  are 
essentia]  to  limiting  and  localizing  the  disease  pro- 
cess, but,  without  bone  reproduction,  a good  clini- 
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cal  result  with  restored  function  cannot  be  obtained 

Moreover,  the  work  of  Hess  and  many  others,  on 
rickets,  seems  to  have  proved  quite  conclusively  that 
it  is  the  actinic  rays  which  stimulate  salt  metabolism 
and  cause  bone  production.  The  indications  are  that 
this  is  equally  true  in  bone  and  joint  tuberculosis. 
While  the  sanatorium  regimen  and  the  air  baths  cer- 
tainly aid  materially  in  limiting  the  disease  process 
and  in  interlacing  and  surrounding  it  with  fibrous 
tissue,  it  seems  to  be  left  to  the  actinic  rays  to  stim- 
ulate salt  metabolism,  cause  new  bone  formation  and 
bring  about  a good  functional  result. 

LOCAL  MEASURES. 

The  local  measures  employed  by  the  medical  school 
of  orthopedists  may  be  embraced  under  the  general 
term  orthopedic  devices  and  appliances.  Our  observa- 
tions indicate  that  medical  orthopedists  have  devoted 
a very  great  deal  more  attention  to  orthopedic  de- 
vices and  appliances  than  have  their  surgical  co- 
workers. Their  appliances  have  been  developed  along 
entirely  different  lines  and  seem  to  show  consider, 
ably  more  ingenuity  than  those  of  the  surgical 
school.  They  are  simple,  easily  constructed,  and  read- 
ily applied. 

All  beds  are  fitted  with  hard,  firm  mattresses  and 
in  the  case  of  young  children  and  nervous  adults, 
the  body  is  loosely  strapped  to  the  mattress.  All  im- 
mobilization and  extension  is  produced  by  weights 
and  pulleys.  Extension  is  made  from  quite  narrow 
cuffs  above  prominent  portions  of  the  limb,  con- 
nected to  each  other  and  to  the  pulley  cord  by  nar- 
row side  straps.  The  use  of  closed  casts,  and  espe- 
cially those  of  plaster  of  Paris,  is  absolutely  forbid- 
den. Rollier  states  very  positively  that  the  use  of 
plaster  of  Paris  casts  in  bone  and  joint  tuberculosis 
is  a pernicious  practice.  We  are  very  strongly  in- 
clined toward  the  same  opinion.  Such  casts  deprive 
the  underlying  tissues  of  both  air  and  sunshine,  lead- 
ing in  a few  weeks  to  permanent  atrophy  of  the  mus- 
cles of  that  limb.  As  noted  above,  no  amount  of  air 
and  sunshine  will  restore  muscular  development  to  a 
hmb  whose  muscles  have  been  atrophied  under  a 
closed  cast. 

The  use  of  narrow  cuffs  and  side  straps  permits 
air  and  sunshine  to  come  in  contact  freely  with  the 
skin  of  every  part  of  the  body,  the  cuffs  being  con- 
structed so  that  they  can  be  opened  when  desired. 
The  use  of  weights  and  pulleys  for  immobilization 
and  extension,  permits  the  patient  to  begin  active 
movement  of  the  joiunt  very  early — in  fact,  soon  af- 
ter the  initial  pain  has  disappeared.  Patients  are  en- 
couraged to  begin  very  slight  active  movements 


early,  and  to  increase  them  almost  imperceptibly  as 
the  lesion  heals.  No  passive  motion  is  used  at  any 
time. 

The  object  of  treatment  of  the  medical  school  of 
orthopedists,  is  complete  and  permanent  restoration 
of  joint  function.  To  what  extent  it  is  possible  to 
achieve  this  happy  result  is  well  shown  in  Rollier’s 
statistics  and  in  those  recently  published  by  Garvin, 
showing  the  end  results  after  treatment  at  Perrys- 
burg,  New  York. 

SURGICAT.  TREATMENT 

Prior  to  thirty  years  ago,  tuberculosis  of  bones 
and  joints  was  regarded  solely  as  a surgical  disease. 
Fixation  was  produced  by  splints  and  casts.  Opera- 
tions of  a radical  nature  were  advocated  by  many 
surgeons.  Very  slowly  and  gradually,  however,  the 
trend  of  surgical  opinion  swung  away  from  opera- 
tive procedures,  until  today  most  orthopedic  sur- 
geons are  strongly  opposed  to  operative  measures  in 
the  vast  majority  of  cases  of  bone  and  joint  tubercu- 
losis. Two  very  outstanding  orthopedic  surgeons  of 
Europe  and  America  state:  "The  fact  of  the  matter 
is,  that  from  the  point  of  view  of  general  surgery 
the  invasion  of  tuberculous  bane  by  the  knife, 
curette  and  chisel  stirs  up  the  process  and  does  not 
remove  the  disease.”  Tuberculous  bones  and  joints 
in  children  are  almost  never  operated  by  experienced 
orthopedic  surgeons.  Operative  procedures  are  lim- 
ited to  plastic  work  around  old  healed  lesions,  to  les- 
sen or  remove  deformity  in  an  attempt  to  improve 
the  dysfunction  of  a limb.  In  adults,  excision  of  a 
tuberculous  knee-joint  is  still  performed  in  a limited 
number  of  cases,  where  it  is  supposed  to  save  the  pa- 
tient time.  Even  the  Albee  bone-graft  operation  in 
tuberculosis  of  the  spine  is  now  opposed  by  quite  a 
large  number  of  orthopedic  surgeons. 

Orthopedic  surgeons  today  limit  their  treatment  of 
bone  and  joint  tuberculosis  to  rest  in  bed  in  the  open 
air  with  suitable  nourishment,  and  to  fixation  of  the 
diseased  joint  and  extension  of  the  affected  limb. 
Their  ultimate  object  in  treatment  still  is  strong 
permanent  fixation  of  the  joint.  In  other  words,  the 
views  of  the  surgeon  today  do  not  differ  one  iota 
from  those  of  his  confrere  of  thirty  years  ago  re- 
garding the  ultimate  object  of  treatment.  The  only 
difference  is  in  the  methods  used  to  procure  the  ef- 
fects. Now,  as  then,  surgeons  are  firmly  convinced 
that  a tuberculous  joint  is  never  cured  except  by 
permanent  fixation,  and  to  procure  this  fixation  is 
their  object  in  treatment. 

In  Northern  England,  patients  with  bone  and 
joint  tuberculosis  are  kept  on  bed-pan  rest,  on  open 
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verandas  day  and  night  throughout  the  year.  They 
are  given  good  food  and  excellent  care.  The  climate, 
however,  seems  to  practically  preclude  air  and  sun 
baths.  Artificial  light  seems  to  be  used  in  compara- 
tively few  cases  and  somewhat  spasmodically.  Where 
used  systematically,  its  effects  are  regarded  fairly 
highly,  but  not  enthusiastically. 

Fixation  and  extension  are  obtained  by  use  of  the 
Bradford  frame.  A number  of  orthopedic  surgeons 
are  quite  strongly  opposed  to  the  use  of  the  weight 
and  pulley  on  the  ground  that  "a  continuous  pull 
upon  a limb  is  a traumatic  act.”  They  prefer  an  in- 
termittent pull  followed  by  fixation  and  retention, 
and  these  they  obtain  by  the  use  of  extension  cords 
attached  to  the  Bradford  frame.  Plaster  of  Paris 
casts  are  never  used. 

The  patients  were  well  nourished  and  healthy  in 
appearance.  There  was  a noticeable  absence,  how- 
ever, of  the  velvety  skin  and  beautiful  muscular  de- 
velopment observed  in  the  Swiss  Alps.  The  x-ray 
films  did  not  seem  to  us  to  show  a large  amount  of 
bone  formation.  We  were  not  able  to  obtain  sta- 
tistics regarding  results,  but  the  general  attitude  of 
the  attending  surgeons  towards  these  cases  seemed 
to  be  one  of  quite  marked  pessimism. 

CONCLUSIONS. 

1.  Bone  and  joint  tuberculosis  is  a systemic  dis- 
ease and  calls  first  and  principally  for  the  same 
sanatorium  regimen  as  pulmonary  tuberculosis, 
whether  this  be  applied  in  an  institution  or  in  the 
patient’s  home.  On  this  general  principle  both 
surgical  and  medical  orthopedists  are  now  quite  fully 
agreed. 

2.  In  addition  to  this  essential  general  treatment 
of  the  patient,  local  treatment  to  the  bone  and  joint 
is  necessary.  If  the  ultimate  object  of  treatment  is 
permanent  fixation  of  the  joint,  the  methods  of  the 
surgical  orthopedists  may  be  considered.  If  the  pa- 
tient is  to  have  a useful  functioning  joint,  the 
technic  of  the  medical  orthopedists  must  be  adopted. 

3.  The  general  sun  and  air  bath  is  a very  valu- 
able adjuvant  to  both  the  general  and  local  treat- 
ment of  bone  and  joint  tuberculosis.  The  cool  mov- 
ing air  stimulates  the  flow  of  blood  and  lymph  in 
the  skin  and  underlying  muscles,  and  so  contributes 
largely  to  improved  function  of  the  skin,  but  even 
more  important  is  the  effect  of  the  actinic  rays  in 
stimulating  salt  metabolism  and  bringing  about  new 
bone  formation. 

4.  The  most  desirable  climate  for  sun  and  air 
treatment  is  the  one  in  which  the  heat  of  the  most 
intense  sun’s  rays  is  tempered  by  the  coldest  air  in 


which  one  can  lie  comfortably  in  the  sun,  with  the 
whole  body  exposed,  the  greatest  number  of  hours 
every  day.  For  this  we  suggest  the  term  "air-cooled 
sunshine.”  In  such  a climate,  the  patient  derives  the 
maximum  benefit  from  the  cold  moving  air  and 
from  the  intense  sunshine. 

5.  Statistics  indicate  quite  clearly  that  permanent 
restoration  of  joint  function  can  be  obtained  in  a 
very  large  percentage  of  cases  of  early  bone  and  joint 
tuberculosis  and  in  a very  encouraging  percentage, 
even  when  the  disease  is  more  advanced. 

6.  Suitable  orthopedic  appliances  can  easily  be 
devised,  constructed,  and  applied,  by  any  physician. 
Neither  the  advice  nor  the  assistance  of  a skilled 
orthopedist  is  necessary  in  the  treatment  of  the  great 
majority  of  cases  of  bone  and  joint  tuberculosis. 
The  technic  is  clear  and  simple  and  can  easily  be  ac- 
quired by  any  physician,  without  special  training  or 
unusual  ability. 
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DISCUSSION 

DR.  SAMUEL  H.  WATSON  (Tucson)  : The  Doc- 
tors Flinn  have  very  lucidly  and  rather  concisely 
told  us  how  to  treat  bone  and  joint  tuberculosis. 
There  is  really  nothing  to  add,  they  have  covered 
their  subject  well,  but  I should  like  to  emphasize  two 
cr  three  points  they  have  made.  They  tell  us  of  two 
schools  of  thought  and  designate  these  as  (1)  surgi- 
cal orthopedists  and  (2)  medical  orthopedists.  It 
might  be  well  to  emphasize  that  these  two  schools 
differ  solely  in  their  local  or  orthopedic  manage- 
ment. They  agree  in  everything  else.  One  school 
believes  that  fixation  of  the  joint  must  occur  if  a 
cure  is  to  be  achieved,  the  other  school  believes  that 
a cure  may  and  does  occur  with  a movable,  useful 
joint.  However,  the  really  important  things  in  the 
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cure  of  bone  -and  joint  tuberculosis  do  not  have  to  do 
with  the  local  management.  So  I want  to  emphasize 
especially  what  the  doctors  said  in  drawing  their 
very  first  conclusion.  Listen  to  them:  “Bone  and 
joint  tuberculosis  is  a systemic  disease  and  calls 
first  and  principally  for  the  same  sanatorium  regi- 
men as  pulmonary  tuberculosis,  whether  this  be  ap- 
plied in  an  institution  or  in  the  patient’s  home.” 
This  needs  to  be  remembered  above  everything  else 
they  have  said.  One  could  carry  out  meticulously 
the  dictum  of  either  school  as  to  local  treatment  and 
never  get  satisfactory  results,  unless  one  at  the 
same  time  paid  strict  attention  to  the  fundamentals 
mentioned  in  the  authors’  first  conclusion.  To  over- 
come tuberculosis,  general  resistance  must  be  built 
up.  The  only  way  it  can  be  built  up,  regardless  of 
where  the  disease  appears  locally,  is  by  bed  rest. 
Heliotherapy,  as  Doctors  Flinn  have  told  us,  is  a 
valuable  adjunct  or  adjuvant,  but  only  that,  and  I 
wish  to  emphasize  this — that  it  is  a help,  at  times 
a very  great  help,  but  never,  and  not  in  any  sense, 
is  it  -a  specific  cure,  as  so  many  seem  to  think.  It  is 
sad,  but  true,  that  too  many  these  days  seem  to 
think  all  one  has  to  do  to  cure  all  forms  of  extra- 
pulmonary  tuberculosis  is'  to  get  out  in  the  sun.  We 
see  far  too  many  cases  of  bone  and  joint  tuberculo- 
sis on  exercise.  Attention  is  focused  entirely  too 
much  on  heliotherapy,  a mere  help  in  the  cure,  to 
the  neglect  of  bed  rest,  the  main  agent.  It  is  very 
probable  that,  with  proper  bed  rest,  fresh  air,  and 
good  food,  without  heliotherapy,  we  could  cure  al- 
most as  many  cases  of  bone  and  joint  tuberculosis 
today  as  we  do  with  heliotherapy,  although  I should 
not  want  to  have  to  do  it,  and  I think  it  would  take 
much  longer  to  accomplish.  Do  not  let  us  forget 
that,  long  before  the  days  of  heliotherapy,  an  occa- 
sional surgeon,  dissatisfied  because  of  the  very  poor 
results  obtained  with  the  surgical  treatment  then  in 
vogue,  and  following  the  lead  of  Trudeau,  began 
treating  his'  so-called  surgical  cases  as  Trudeau  was 
then  treating  his  pulmonary  cases,  and  got  remark- 
able results.  Dr.  Wm.  S.  Halstead,  probably  the 
first,  reported  at  the  very  first  meeting  of  the  Na- 
tional Tuberculosis  Association,  held  in  Washington 
in  1905,  on  some  various'  cases  of  bone  and  joint  tu- 
berculosis which  he  had  started  treating  several 
years  before  by  rest  in  the  fresh  air.  These  cases 
got  no  direct  sun,  nor  even  air  baths,  only  bed  rest 
in  the  open  air.  Among  other  things',  he  said,  in 
referring  to  this  group  of  cases:  “Unless  acquaint- 
ed with  the  lamentable  results  usually  obtained  in 
the  treatment  of  cases  such  as  those  herewith  pre- 
sented, one  can  hardly  comprehend  what  has'  been 
accomplished  by  the  open-air  treatment  of  them.  In 
not  one  instance  did  the  disease  make  the  slightest 
appreciable  advance  after  the  treatment  was  in- 
augurated. The  restoration  of  function  is  perfect  in 
all  save  one,  and  in  this  it  is  excellent.  That  most 
cases  of  surgical  tuberculosis  will  recover  without 
operation,  if  they  are  given  a fair  opportunity  in 
the  open  air,  I am  convinced.”  Remember  that  this 
was  nearly  thirty  years  ago,  before  the  advent  of 
heliotherapy  or  air  bathing.  These  patients  were 


treated  by  bed  rest  in  the  open  air,  but  with  their 
bodies  covered  up,  and  he  obtained  almost  as  good 
results  as  we  get  today.  Please  do  not  misunder- 
stand me;  I am  not  decrying  heliotherapy.  I use  it 
in  these  cases  and  know  it  is  beneficial,  but  I do 
want  to  emphasize  what  the  doctors  have  said  in 
their  paper — that  it  is  not  the  essential  thing,  as 
many  seem  to  believe. 

In  closing  my  remarks,,  I should  like  to  compli- 
ment the  authors  on  their  paper  and  leave  this 
thought  with  those  of  you  who  are  going  to  treat 
bone  and  joint  tuberculosis.  You  must,  of  course, 
ally  yourself  with  either  the  surgical  orthopedist  or 
the  medieai  orthopedist,  one  or  the  other.  With  the 
former,  you  will  have  joint  fixation;  with  the  latter, 
not.  But  you  will  cure  the  disease  following  either 
school,  provided  you  remember  that  the  funda- 
mentals in  the  treatment  of  any  kind  of  tuberculo- 
sis, whether  bone  and  joint,  pulmonary  or  “what 
have  you”  are  the  same — rest,  fresh  air,  good  food; 
and,  as  my  good  friend  John  Flinn  first  said,  the 
most  important  cf  these  is  rest,  and  when  we  use 
the  word  rest,  we  both  mean  bed  rest. 

DR.  A.  K.  DUNCAN  (Douglas)  : I well  remem- 
ber the  impression  that  I got  in  1910  when  I had 
the  opportunity  of  seeing  the  work  done  in  Rollier  s 
Clinic  in  Switzerland.  He,  I, believe,  was  the  first  to 
make  popular  the  medical  treatment  of  bone  and 
joint  tuberculosis.  He  allowed  no  surgical  interven- 
tion beyond  the  occasional  aspiration  of  a cold  ab- 
scess to  prevent  rupture.  The  striking  feature  was 
the  appearance  of  well  being  of  his  patients,  espe- 
cially when  contrasted  with  the  average  appearance 
of  the  cases  of  that  time  that  were  largely  succumb- 
ing to  secondary  infection  following  too  much  sur- 
gery. We  can  recall  our  attempts  at  preventing  the 
spread  of  infection  by  swabbing  the  bone  cavities 
at  operation,  with  caustics,  such  as  carbolic,  acid, 
to  seal  them  against  absorption.  This  was  my  first 
real  contact  with  the  medical  treatment  of  these 
cases,  and  I was  converted.  The  “air-cooled  sun- 
shine,” with  proper  i-est,  diet,  and  prevention  of  de- 
formities, has  been  an  advance  in  the  treatment  of 
what  used  to  be  known  as  surgical  tuberculosis.  If 
you  will  stop  to  think  a moment,  I believe  that  you 
will  be  struck  with  the  impression  that  in  the  past 
twenty  years  a radical  change  has  taken  place  in  the 
treatment  of  all  tuberculosis;  the  so-called  surgical 
tuberculosis  has  largely  become  medical  in  its  treat- 
ment; and  the  old  medical  cases,  just  as  hopeless  in 
their  day,  largely  due  to  the  ravages  of  secondary 
infection,  have  become  surgical,  with  marked  im- 
provement in  the  end  results  to  all. 

DR.  MEADE  CLYNE  (Tucson)  : Will  a tubercu- 
lous joint  heal  more  quickly  in  a usable  fixed  posi- 
tion than  by  the  other  method  used  to  get  a full- 
functioning joint?  Does  not  the  economic  question 
many  times  enter  into  the  problem  of  method  to  be 
used? 

DR.  JOHN  W.  FLINN  (in  closing)  : I am  sorry 
that  I cannot  give  a definite  answer  to  Dr.  Meade 
Clyne’s  question  as  to  whether  a tuberculous  joint 
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will  heal  more  quickly  in  a usable  fixed  position  than 
by  the  other  method  used  to  get  a full-functioning 
joint.  However,  I am  strongly  inclined  to  the  belief 
that  a knee  infection  in  an  adult  is  the  only  form  of 
tuberculous  joint  disease  in  which  a fixation  opera- 
tion should  be  considered.  This  seems  to  be  Dr.  Rol- 
lier’s  opinion.  Besides,  I was  amazed  to  hear  out- 
standing orthopedic  surgeons  in  England  take  so 
decided,  unequivocal  a stand  against  fixation  opera- 
tions, and  even  against  the  Albee  operation  in  tuber- 
culosis of  the  vertebrae.  Occasionally,  these  men 
would  do  a fixation  operation  on  a tuberculous  knee- 
joint  in  an  adult,  for  economic  reasons. 


TUBERCULOSIS  FROM  THE 
STANDPOINT  OF  THE 
PEDIATRICIAN. 


WALTER  P.  SHERRILL,  M.  D. 
Phoenix,  Arizona 


(Read  before  the  Forty-second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 

At  one  period  of  our  knowledge,  tuberculosis  was 
considered  essentially  a disease  of  adult  life.  Fol- 
lowing the  discovery  of  the  tubercle  bacillus  by  Koch 
in  18  82,  many  of  the  lesions  found  in  children  were 
proved  to  be  tuberculous.  From  that  period  on,  our 
knowledge  of  childhood  tuberculosis  has  rapidly  in- 
creased. Tuberculosis  has  been  shown  to  be  a specific 
infectious  disease,  due  to  the  tubercle  bacillus.  The 
heated  discussions  which  were  so  prevalent  at  one 
time,  have  now  yielded  to  the  opinion  that  the  indi- 
vidual may  be  infected  by  either  the  human  or  bo- 
vine type  of  Bacillus  tuberculosis.  Up  to  compara- 
tively recent  times,  a large  share  of  tuberculosis  in 
children  was  of  the  bovine  type,  the  organisms  gain- 
ing entrance  into  the  human  body,  in  practically  all 
cases,  by  the  ingestion  of  raw  milk  from  infected 
cows.  Systematic  testing  of  dairy  cattle  and  the  al- 
most universal  pasteurization  of  milk  are  rapidly  re- 
ducing bovine  tuberculosis  to  the  status  of  a clini- 
cal curiosity.  For  this  reason,  the  vast  majority  of 
cases  of  tuberculosis  seen  today  are  of  the  human 
variety.  This  type  of  infection  only,  will  be  consid- 
ered in  this  paper. 

Until  recently,  many  clinicians  held  the  view  that 
tuberculous  infection  in  adults  was  probably  con- 
tracted in  early  childhood.  Von  Behring  expressed 
the  thought  that  adult  tuberculosis  had  its  incep- 
tion in  babyhood  when  he  said  that  "adult  tubercu- 
losis is  the  end  of  a song  which  was  sung  to  a can- 


didate for  tuberculosis  when  in  the  cradle.”  This 
statement  and  other  similar  statements  have  been  in- 
terpreted in  various  ways.  Some  maintain  that  the 
primary  infection  takes  place  in  the  lung  paren- 
chyma in  early  life,  that  the  infection  spreads  by 
the  lymphatics  to  the  hilus  lymph  nodes,  where  it 
remains  dormant  for  a while,  later  to  spread  to  the 
lung  parenchyma  and  produce  the  type  of  disease  re- 
ferred to  as  adult  tuberculosis. 

Ranke  compared  tuberculosis  to  syphilis  by  speak- 
ing of  primary,  secondary,  and  tertiary  stages.  He 
described  the  primary  lesion  as  one  resulting  from 
the  first  infection  and  located  in  any  part  of  the 
lung  parenchyma,  the  secondary  lesion  as  one  devel- 
oping from  the  primary  lesion  but  located  in  the 
hilum  lymph  nodes,  and  the  tertiary  as  developing 
t rom  the  lymph  nodes  but  located  in  the  lung  par- 
enchyma. Evidence  has  accumulated  which  would 
cast  some  doubt  upon  the  correctness  of  the  above 
assumptions. 

Opie  states  that  children  living  in  contact  with 
tuberculosis  have  childhood  tuberculosis  four  times 
as  frequently  and  adult  tuberculosis  twice  as  fre- 
quently, as  children  who  are  not  in  contact.  Meyers 
found  that  5 0 per  cent  of  teen-age  boys  and  girls 
suffering  from  clinical  adult  tuberculosis  also  had 
definite  evidence  that  the  childhood  type  had  ex- 
isted, as  manifested  by  calcifications. 

Opie  found  in  thirty-one  cases  of  pulmonary  tu- 
berculosis of  the  adult  type,  involvement  of  tracheo- 
bronchial lymph  nodes  in  thirteen,  and  a calcified 
nodule  in  nearly  all  the  rest.  This  evidence,  togeth- 
er with  the  fact  that  the  adult  type  of  disease  may 
occur  in  the  opposite  lung  from  the  childhood  type, 
leads  one  to  suspect  that  the  adult  type  is  the  result 
of  reinfection  from  exogenous  sources,  rather  than 
a spreading  from  hilus  glands. 

According  to  Meyers,  when  the  tubercle  bacilli 
first  infect  the  lung  (at  any  age  of  life),  there  is 
no  immunity  present  and,  consequently,  the  lung 
tissue  does  not  have  the  ability  to  fix  or  hold  tuber- 
cle bacilli  in  their  place  of  lodgment.  Therefore, 
many  are  carried  to  the  regional  lymph  nodes,  where 
they  set  up  disease  almost  simultaneously  with  that 
in  the  lung  parenchyma.  The  lesions  resulting  from 
this  first  infection  we  now  speak  of  as  the  child- 
hood type  of  the  disease.  This  first  infection  con- 
fers some  immunity  which  results  in  an  ability  of 
the  tissues  to  fix  or  hold  bacilli  subsequently  gain- 
ing entrance  to  the  body,  wherever  they  find  lodg- 
ment. Thus,  instead  of  being  swept  off  to  the  re- 
gional lymph  nodes,  they  remain  for  the  most  part 
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in  their  place  of  lodgment,  where  they  multiply  and 
produce  the  adult  type  of  disease. 

The  following  characteristics  of  the  childhood  and 
adult  type  of  tuberculosis  have  been  presented  by  the 
National  Tuberculosis  Association. 

CHILDHOOD  TYPE 

1.  Usually  occurs  in  children,  rarely  in  adults. 

2.  Result  of  primary  infection. 

3.  May  be  localized  in  any  part  of  lung. 

4.  Tracheobronchial  lymph  nodes  always  in- 
volved. 

5.  Caseous  lesions  usually  become  calcified. 

6.  Excavation  very  rare,  little  tendency  to  fi- 
brosis. 

ADULT  TYPE 

1.  Usually  occurs  in  adults,  rarely  in  children. 

2.  Result  of  reinfection. 

3.  Localization  is  apical. 

4.  Tracheobronchial  lymph  nodes  not  involved 
by  the  reinfection. 

5.  Caseous  lesions  followed  by  excavation  and 
fibrosis. 

The  prognosis  in  children  with  tuberculosis  de- 
pends largely  upon  the  type  of  lesion.  In  general 
it  may  be  said  that  the  prognosis  is  good  in  the 
childhood  type  when  the  lesions,  on  repeated  roent- 
genologic examinations,  are  shown  not  to  be  pro- 
gressive, or  where  there  is  no  massive  enlargement 
of  tracheobronchial  lymph  nodes. 

The  prognosis  in  the  adult  type  of  disease  is  al- 
ways grave.  Since  the  adult  type  is  the  result  of  re- 
infection, the  necessity  of  making  an  early  diagno- 
sis and  removing  the  child  from  intimate  contact 
with  tuberculosis  in  the  home,  is  obvious. 

From  the  standpoint  of  the  pediatrician,  tubercu- 
losis presents  a number  of  problems:  (1)  prevention, 
(2)  diagnosis,  (3)  treatment. 

PREVENTION 

With  regard  to  prevention,  too  much  stress  can- 
not be  laid  upon  the  necessity  of  preventing  contact 
between  the  child  and  the  infected  member  of  the 
household.  While  the  widest  publicity  has  been  giv- 
en to  the  importance  of  breaking  this  contact,  my 
opinion  is  that  we  as  physicians  are  not  being  suf- 
ficiently insistent  upon  the  plan  being  carried  out. 
I might  state  that  the  last  five  cases  of  tuberculous 
meningitis  which  I have  been  called  upon  to  see, 
were  living  in  intimate  contact  with  a tuberculous 
parent  at  the  time  they  developed  their  fatal  illness. 

The  indiscriminate  hiring  of  strange  maids  and 
cooks  is  frequently  the  cause  of  a family’s  undoing. 
Even  with  reasonable  care,  this  is  not  infrequently 
the  mode  of  entrance  of  the  disease  into  a family. 


Recently  the  mother  of  one  of  my  patients  became 
alarmed  over  the  cough  which  her  maid  had  devel- 
oped. Examination  of  the  maid  revealed  active  pul- 
monary tuberculosis.  Examination  of  the  child  re- 
vealed a very  positive  Mantoux  and  evidence  of  def- 
inite childhood  tuberculosis  in  the  x-ray. 

Healthful  living,  fresh  air,  abundant  food,  prop- 
erly balanced  diet,  mental  and  physical  rest,  and  di- 
version, play  an  important  part  in  prevention. 

DIAGNOSIS 

If  the  child  with  tuberculosis  presented  definite 
symptoms  and  physical  signs,  the  diagnosis  would  be 
simple.  Unfortunately,  such  is  not  the  case.  In  the 
past,  great  importance  has  been  placed  upon  weight. 
The  traditional  association  of  malnutrition  and  tu- 
berculosis has  caused  the  underweight  child  to  be 
viewed  with  suspicion.  The  fallacy  of  depending  up- 
on this  finding  is  amply  demonstrated  by  the  work 
of  Hetherington,  and  more  recently  by  Opie,  who 
found  that  the  child  with  tuberculosis  is  just  as  apt 
to  be  overweight  as  underweight.  Weight  cannot  be 
used  as  an  index  of  tuberculous  infection  until  the 
disease  is  so  far  advanced  that  it  has  undermined 
health. 

Symptoms  may  be  entirely  lacking,  even  in  a child 
who  has  an  extensive  involvement  of  the  tracheo- 
bronchial lymph  nodes,  and  whose  disease  may  be 
progressive.  The  child  who  has  repeated  colds  and 
upper  respiratory  infections  should  certainly  be  sus- 
pected of  having  tuberculosis.  Perhaps  the  common- 
est complaint  is  lassitude.  It  is  not  normal  for  a 
child  to  be  tired  without  excessive  exertion.  When 
a parent  brings  a child  to  me  complaining  that  he 
is  tired  all  of  the  time,  I try  to  make  it  a rule  that 
the  patient  does  not  get  out  without  a Mantoux  be- 
ing done. 

In  my  experience,  cough  has  not  been  a symp- 
tom of  any  great  diagnostic  value  in  childhood  tu- 
berculosis. In  the  adult  form  and  where  the  glands 
are  sufficiently  enlarged  to  produce  pressure  symp- 
toms, it  is  of  more  value. 

The  heat-regulating  mechanism  of  children  is  so 
unstable  that  fever  does  not  have  the  same  signifi- 
cance that  it  does  in  adults.  A persistent  daily  rise 
is,  however,  sufficient  to  warrant  careful  investiga- 
tion. 

The  physical  findings  in  childhood  tuberculosis 
rarely  enable  the  examiner  to  make  a diagnosis. 

Since  the  symptoms  and  physical  findings  rarely 
lead  to  a diagnosis,  obviously  we  must  depend  to  a 
large  extent  upon  the  history,  the  tuberculin  reac- 
tion, and  the  x-ray.  In  fact,  the  diagnosis  cannot  be 
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made  without  the  last  two.  There  are  now  two 
methods  of  giving  the  tuberculin  test.  The  Von 
Pirquet,  or  scarification,  method  and  the  Mantoux, 
or  intradermal,  method.  Because  of  its  greater  ac- 
curacy, I can  see  no  justification  for  using  any  oth- 
er method  than  the  Mantoux.  A negative  reaction 
with  .1  mg.  of  tuberculin  can  be  interpreted  as  ab- 
sence of  infection,  except  after  acute  febrile  diseases, 
and  during  the  pre-allergic  period. 

After  the  invasion  of  the  body  by  the  tubercle 
bacilli,  the  resisting  forces  of  the  body  become  active 
and  allergy  or  hypersensitiveness  appears  and,  with 
it,  reaction  to  tuberculin.  For  a varying  length  of 
time  after  invasion,  there  is  no  detectable  change  or 
reaction  on  the  part  of  the  tissues.  During  this 
period  we  have  no  method  of  determining  infection. 
It  may  be  as  short  as  a few  days  or  continue  for 
eight  weeks.  This  period  is  called  the  pre-allergic 
time.  During  this  time  the  Mantoux  remains  nega- 
tive. The  intensity  of  the  tuberculin  test  may  be 
significant.  Usually,  the  more  intense  the  reaction, 
the  graver  the  infection. 

Since  8 5 to  90  per  cent  of  children  acquire  a posi- 
tive tuberculin  reaction  by  the  time  they  are  15 
years  old,  and  since  our  diagnosis  rests  upon  the  tu- 
berculin reaction  and  the  x-ray,  it  is  obvious  that 
great  care  must  be  exercised  in  the  interpretation  of 
the  x-ray  plate.  Only  about  1 or  2 per  cent  of  chil- 
dren who  have  had  a primary  infection,  as  evidenced 
by  a positive  Mantoux,  later  have  trouble  referable 
to  tuberculosis.  The  enthusiast  who  acquires  an 
x-ray  and  a tube  of  tuberculin  and  goes  about  look- 
ing for  tuberculosis,  is  certainly  going  to  create 
havoc  in  the  community. 

The  most  common  primary  lesion  of  the  lungs  is 
a focal  nodular  lesion.  It  frequently  becomes  caseous 
and  later  either  calcifies  or  disappears  entirely.  It 
cannot  always  be  demonstrated  in  the  x-ray.  After 
it  becomes  calcified,  its  identification  is  much  easier. 
The  ease  with  which  the  tracheobronchial  lymph 
node  enlargement  can  be  demonstrated  depends  upon 
the  degree  of  enlargement  and  the  amount  of  calci- 
fication present.  Caseous  nodes  with  no  calcifica- 
tion are  not  visible  in  the  x-ray  unless  there  is  mas- 
sive enlargement. 

TREATMENT 

The  treatment  of  children  with  tuberculosis  de- 
pends upon  a number  of  factors,  and  consists  large- 
ly of  rest  and  time.  There  is  no  question  regarding 
the  indicated  treatment  of  a child  ill  with  gross, 
clinically  manifested  tuberculosis.  He  must  be  in- 


stitutionalized. The  institutionalization  of  children 
for  long  periods  should  be  avoided  if  possible.  Chil- 
dren who  remain  in  institutions  for  long  periods 
usually  develop  inferiority  complexes  which  hinder 
future  initiative,  and  the  wreckage  of  their  minds 
is  as  great  as  that  of  their  bodies. 

Children  in  whom  some  calcification  of  lymph 
nodes  is  present,  usually  do  satisfactorily  under  a 
modified  rest  program  or  in  open-air  schools.  My 
opinion  is  that  they,  in  order  not  to  become  warped 
individuals,  should  be  allowed  as  much  freedom  and 
activity  as  is  consistent  with  steady  progress.  The 
child  with  a positive  Mantoux  but  no  symptoms 
referable  to  tuberculosis  and  whose  x-ray  reveals  no 
definite  lesions,  requires  no  special  treatment. 

The  traditional  association  of  malnutrition  and 
tuberculosis  in  the  minds  of  the  laity  is  not  without 
foundation.  Too  frequently  children  with  the  above 
conditions  are  markedly  underweight.  It  has  been 
my  practice  to  give  these  children  extra  rest  periods 
and  a high  caloric  diet.  If  this  is  not  sufficient  to 
produce  the  desired  results,  then  their  activities  are 
limited  to  school  only.  The  child  eats  breakfast  in 
bed,  remains  there  until  school  time  and  goes  back 
to  bed  on  his  return  from  school,  eating  supper  in 
bed.  One  patient  gained  12%  pounds  in  three 
months  on  this  program. 

Last  but  not  least  in  the  treatment,  is  removal 
from  contact  with  active  disease.  The  only  gratify- 
ing thing  about  tuberculosis  is  the  rapidity  with 
which  children  recover  when  removed  from  a tuber- 
culous household. 

DICUSSION 

DR.  SAMUEL  H.  WATSON  (Tucson)  : I think 
I can  heartily  endorse  about  everything  Dr.  Sherrill 
has  said  in  his  paper,  except  one  thing — he  recom- 
mended institutional  treatment  for  these  little  chil- 
dren. I am  just  as  strongly  opposed  to  the  treatment 
of  these  little  patients  in  institutions  as  I am  in  favor 
of  institutional  treatment  for  older  patients.  It  is 
all  wrong,  The  one  advantage  of  a good  sanatorium 
in  treatment  is  education  and  community  of  inter- 
est. You  cannot  educate  these  children  so  that  they 
will  carry  on,  and  community  of  interest  means 
nothing  to  them.  A grown  person  must  be  respons- 
ible for  their  care  and  see  that  they  do  what  they 
should.  If  one  could  have  a special  nurse  for  each 
child  in  an  institution  and  educate  that  nurse  and 
be  able  to  send  that  nurse  home  with  the  child  when 
ready  to  go  home  and  carry  on  at  home,  it  would 
be  all  right — but  that  is  not  possible.  So  the  thing 
to  do  is  to  educate  an  adult  at  home  to  watch  and 
care  for  the  child  in  the  beginning,  and  this  person 
can  see  that  the  child  carries  on  to  the  end. 
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REFRACTIVE  ERRORS  IN  THEIR 
RELATION  TO  GENERAL 
MEDICINE. 


HENRY  LEROY  FRANKLIN,  M.  D. 

Phoenix,  Arizona 

(Read  before  the  Forty-second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 

The  eye,  being  the  organ  of  vision,  serves,  after 
the  absolutely  vital  organs,  perhaps  the  most  useful 
and  necessary  function  in  all  human  life.  It  is  rarely 
a perfect  organ,  and  is  subject  to  wide  variations  in 
its  functional  capacity.  In  its  effort  to  overcome 
some  of  its  shortcomings,  certain  local  and  remote 
complaints  arise  which  concern  all  physicians,  re- 
gardless of  their  special  field.  Being  an  external  or- 
gan and  transparent  in  parts,  it  is  a veritable  store- 
house of  information  in  diagnosis.  This  paper  will 
stress  its  functional  variations  and  the  symptoms 
and  results  arising  therefrom. 

A perfect  eye  is  one  which  is  able  to  see  distant 
objects  clearly  without  expending  any  energy;  that 
is,  parallel  rays  of  light  entering  the  pupil  should  be 
brought  to  a sharp  focus  on  the  retina.  Very  few 
individuals  can  do  this  without  some  effort  and  a 
great  many  cannot  do  it  even  with  considerable  ef- 
fort. It  is  not  true  that  the  present  generation  has 
weaker  eves  than  its  predecessors  who  lived  a more 
simple  existence.  Greater  demands  are  being  put  up- 
on the  eyes  now  than  formerly,  and  thus  there  is 
more  strain  and,  consequently,  more  symptoms  are 
produced. 

The  imperfectly  functioning  eve  as  a cause  of  hu- 
man suffering  is  now  generally  known  to  the  medi- 
cal profession  and  the  public.  This  has  led  to  a more 
universal  attention  to  the  eyes  in  certain  com- 
plaints and  thus  a greater  proportion  of  the  popula- 
tion are  wearing  glasses  for  better  vision  and  great- 
er comfort. 

Eves  generally  are  too  long,  or  too  short,  so  that 
parallel  ravs  of  light  come  to  a focus  in  front  of  the 
retina,  or  behind  the  retina.  The  long  eye  is  myopic 
(nearsighted);  the  short  eye  is  hvoeropic  (farsight- 
ed). These  same  conditions  may  be  brought  about, 
though  rarelv  so,  by  a weakness  of  the  refractive 
system,  chiefly  in  the  cornea,  or  lens;  that  is,  the 
curvatures  of  these  structures  may  be  insufficient 
to  bring  rays  of  light  to  a focus  at  the  proper  point. 

Frequently  the  curvature  of  the  cornea,  or  lens. 


is  not  the  same  in  two  or  more  meridians,  in  which 
case  rays  of  light  coming  from  the  vertical  part  and 
rays  coming  from  the  horizontal  part  of  the  object 
gazed  at  will  not  come  to  a focus  at  the  same  place. 
The  object  is  blurred  and  we  call  this  astigmatism. 
In  nearly  every  eye,  one  or  two  of  these  conditions 
exist.  If  present  to  a small  degree,  no  symptom  or 
inconvenience  results. 

Hyperopes,  due  to  the  presence  of  the  ciliary  mus- 
cle in  the  eye,  may  compensate  for  the  deficiency  by 
increasing  the  refractive  power  of  the  lens,  and 
maintain  good  vision.  Their  ability  to  do  this,  how- 
ever, depends  on  the  amount  of  hyperopia,  their  age 
and  state  of  health.  One  who  could  overcome  it  at 
20,  may  not  be  able  to  do  it  at  30,  or  if  there  has 
been  a breakdown  in  health.  The  myopes  have  no 
compensating  mechanism.  They  have  good  near  vi- 
sion and  poor  distant  vision.  Astigmatics  improve 
their  vision  to  some  extent  by  approximating  their 
lids,  thus  creating  a narrow  slit  through  which  light 
rays  pass  into  the  eye. 

As  a rule,  young  people  are  less  affected  by  eye 
strain  than  older  ones.  The  character  of  work  is 
important:  whether  it  is  out  of  doors,  or  in  an  of- 
fice; also,  the  amount  and  character  of  the  illumina- 
tion. The  state  of  health  is  perhaps  the  most  impor- 
tant thing  of  all.  An  individual  who  went  along 
perfectly  well  while  in  good  health,  complains  bit- 
terly of  eye  strain  when  overtaken  by  some  acute  or 
chronic  illness.  This  fact  explains  why  so  many  peo- 
ple throw  away  their  glasses  after  using  them  a 
while.  (There  are,  of  course,  other  reasons  for  this 
habit.) 

As  age  advances  to  the  fortieth  or  forty-fifth 
vear,  the  crystalline  lens  has  lost  so  much  of  its  elas- 
ticity that  it  is  difficult  or  impossible  for  it  to  in- 
crease its  curvature  so  that  divergent  rays  of  light 
(reading,  sewing,  etc.)  can  brought  to  a focus  on 
the  retina.  In  other  words,  there  is  accommodative 
failure.  This  is  called  presbyopia  and  necessitates  the 
wearing  of  convex  lenses  while  doing  near  work. 

Perhaps  the  most  fertile  field  for  our  attention 
is  with  chlidren.  The  school  child  is  fairly  well 
supervised  as  to  his  vision.  However,  a school  card 
showing  normal  vision  does  not  always  mean  that 
the  child  has  normal  eyes.  He  may  be  under  a ter- 
rific strain  to  maintain  good  vision,  which  may  ac- 
count for  poor  grades  because  of  his  reluctance  to 
strain  his  eyes  at  hard  study. 

The  pre-school  child  has  no  supervision  except 
that  furnished  by  the  family  physician.  Most  squints 
begin  at  about  the  second  or  third  year.  They  near- 
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ly  always  have  hyperopia  and  hyperopic  astigmatism 
as  a background.  As  a rule,  they  are  periodic  in  the 
beginning,  becoming  constant  later,  if  nothing  is 
done.  A proper  refraction  and  wearing  of  glasses  in 
the  beginning  will  keep  the  eyes  straight. 

If  the  squint  is  allowed  to  become  constant,  and 
as  the  child  becomes  older,  it  becomes  increasingly 
more  difficult  to  effect  a cure  with  glasses.  In  addi- 
tion to  this,  the  squinting  eye  is  not  being  developed 
functionally  and  will  remain  undeveloped  if  not  at- 
tended to  early  in  life.  This  becomes  of  considerable 
economic  importance  to  the  individuals  in  later  life, 
when  they  seek  employment  where  good  vision  is  re- 
quired. It  is  not  necessary  to  wait  until  the  child  is 
old  enough  to  cooperate  to  have  an  examination 
made.  By  using  atropine  and  the  retinoscope,  a fair- 
ly accurate  refraction  can  be  accomplished.  We  fre- 
quently see  young  adults  with  a high  degree  of  re- 
fractive error  and  very  poor  vision,  which  does  not 
improve  very  much  when  the  correct  glasses  are  pre- 
scribed. This  is  due  to  poor  development  of  retina 
and  visual  centers.  These  people,  if  refracted  early 
in  life  would  have  developed  acute  vision. 

Aside  from  the  local  symptoms  of  refractive  er- 
rors, such  as  styes,  crusted  lids,  inflamed  and  burn- 
ing conjunctiva,  excessive  lacrimation  and  a feeling 
of  fatigue  in  the  eyes,  headache  is  the  most  promi- 
nent symptom.  Elderly  people  have  it  to  a lesser  de- 
gree than  younger  people.  Its  most  frequent  site  is 
behind  the  eyes  and  the  frontal  area.  It  is  more  apt 
to  follow  prolonged  use  of  the  eyes  for  close  work, 
and  more  likely  to  be  present  as  the  day  wears  along. 

As  we  know,  dizziness  and  nausea  may  accompany 
the  headache,  which  may  be  the  beginning  of  a 
vicious  circle  bringing  to  the  fore  many  other  symp- 
toms and  complaints  which,  at  first  thought,  would 
seem  to  be  far  removed  from  the  eye.  In  addition  to 
the  pure  refractive  errors  which  I have  mentioned, 
the  eye  has  other  imperfections  which  cause  a certain 
percentage  of  the  symptoms  of  eye  strain.  I refer 
to  the  extra-ocular  muscles.  Generally  they  are  fair- 
ly well  balanced  so  that  the  two  eyes  are  held 
straight  and  focus  on  the  same  object.  Occasional- 
ly, however,  there  is  a tendency  for  one  eye  to 
deviate  and  it  is  held  in  line  only  by  our  well-devel- 
oped tendency  for  binocular  vision.  In  these  cases, 
then,  there  is  supplied  an  extra  amount  of  nervous 
energy  to  the  muscle  concerned.  This  may  soon  re- 
sult in  fatigue  symptoms  more  severe  than  those  aris- 
ing from  refractive  errors.  To  go  thoroughly  into 
the  examination  of  a suspected  refractive  error,  calls 
for  both  time  and  patience.  A searching  history 


should  be  obtained.  Frequently  from  this  alone  one 
is  able  to  predict  the  probable  outcome. 

Strong  cycloplegics — i.e.  atropine  or  scopalamine 
— should  be  used  on  young  children  except  in  my- 
opes, where  homatropine  may  be  used.  Homatro- 
pine  suffices  for  older  children  and  adults  up  to 
the  forty-fifth  or  fiftieth  year.  After  this  time, 
when  we  are  no  longer  concerned  with  an  active  ac- 
commodative apparatus,  a milder  preparation,  such 
as  cocaine  or  euphthalmin — which  dilates  the  pupil 
only  and  is  evanescent  in  its  action — may  be  used. 
After  the  fortieth  year,  before  using  homatropine 
or  any  other  substance  to  dilate  the  pupil,  it  is  ad- 
visable to  rule  out  glaucoma.  This  being  done,  I can 
see  no  harm  in  the  use  of  these  drugs. 

By  so  placing  the  accommodation  at  rest  and  di- 
lating the  pupils,  we  are  not  only  determining  the 
true  refraction,  but  we  are  better  able  to  examine 
the  lens,  vitreous,  and  fundus,  for  abnormalities 
and  evidence  of  systemic  diseases  which  so  often 
manifest  themselves  in  the  eye.  In  doing  these 
things,  we  are  frequently  of  service  to  the  patient 
and  family  physician.  A diagnosis  of  a systemic 
condition  is  frequently  made  or  suggested.  Local 
pathology,  instead  of  a refractive  error,  may  be 
found  necessitating  treatment;  or,  the  findings  may 
be  of  such  a nature  that  the  patient  can  be  frankly 
told  that  neither  glasses  nor  treatment  would  be  of 
benefit. 

DISCUSSION 

DR.  A.  E.  CRUTHIRDS  (Bisbee)  :We,  at  times, 
and  our  patients,  often,  are  prone  to  regard  the 
eye  as  being  separate  and  distinct  from  the  rest 
of  the  body.  Dr.  Franklin’s  paper  is'  timely  in  that 
it  points  out  how  refractive  errors  of  the  eye  may 
affect  the  rest  of  the  body;  and  how  diseased  con- 
ditions of  the  body  may  affect  refractive  changes 
in  the  eye.  This  is  brought  out  very  clearly  in  cases 
suffering  with  diabetes.  Duke-Elder  in  1925  re- 
ported three  cases  of  diabetes  showing  sudden 
changes  in  refraction;  the  first  one  was  especially 
interesting  from  this  point  of  view.  The  patient’s 
blood  was  estimated  at  intervals  over  a period  of 
six  months,  and  it  was  found  that  a myopic  change 
accompanied  the  increase  in  blood  sugar,  while  a 
hyperopic  change  accompanied  a decrease  in  blood 
sugar,  with  almost  mathematical  precision. 

Middle-aged  patients  may  complain  that  distant 
objects  have  recently  become  indistinct;  while  news- 
paper print  or  sewing,  for  which  glasses  had  pre- 
viously been  necessary,  can  now  be  distinguished 
more  clearly  without  aid.  In  such  cases  as  these, 
the  oculist  should  direct  his  attention  to  the  exam- 
ination of  the  urine,  which  may  reveal  an  advanced 
diabetes,  yet,  the  patient  may  not  know  there  is 
any  change  in  his  general  condition. 

Errors  of  refraction  may  have  some  bearing  in 
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aiding  in  the  diagnosis  of  the  following:  headaches, 
vertigo,  insomnia,  digestive  disturbances,  nervous 
exhaustion  and  hysteria,  backward  and  highly  nerv- 
ous children,  lateral  curvature  of  the  spine  and 
mal-position  of  head. 

Headache  is  the  most  frequent  symptom  found 
with  refractive  error  as  its  cause;  however,  there 
is  no  absolutely  typical  headache  produced  by  re- 
fractive errors.  The  most  frequent  type  of  head- 
ache is  the  frontal,  with  a feeling  of  constriction 
about  the  head,  coming  on  generally  in  the  after- 
noon after  prolonged  close  work,  or  after  a pic- 
ture show,  driving  a long  distance,  or  riding  on  a 
train.  It  has'  been  said  that  morning  headaches  are 
not  of  refractive  error  origin;  however,  morning 
headaches  may  be  produced  by  an  unusual  strain 
the  evening  before.  Headaches  due  to  eye  strain 
also  may  come  on  in  paroxysms  a week  or  so  apart. 

Another  condition  that  may  be  of  ocular  origin  is 
vertigo,  a disturbance  of  equilibrium.  Dr.  Isaac 
Jones  classifies  causes  of  vertigo  as  follows:  (1)  le- 
sion in  the  ear,  (2)  lesion  of  intra-cranial  nerves 
from  the  ear,  (3)  cardiovascular  disturbance,  (4) 
toxic,  (5)  ocular — i.e.,  a lesion  in  the  eye-muscle 
nuclei  and  associated  fibers. 

Ocular  vertigo  occurs  when  there  is  a recent  par- 
alysis of  one  or  more  of  the  ocular  muscles  result- 
ing from  the  interruption  of  the  nerve  supply  of 
the  muscles;  it  also  occurs  with  ocular  muscle  im- 
balance, as  well  as  in  many  cases  of  refractive  er- 
rors and  eye-strain.  Patients'  with  ocular  vertigo 
obtain  relief  while  the  eyes  are  closed,  thereby  prov- 
ing that  the  vertigo  was  due  to  refractive  errors' 
or  ocular  muscle  imbalance. 

Insomnia  is  frequently  caused  by  eye-strain;  it 
is  also  common  for  a patient  with  an  error  of  re- 
fraction to  say  that  he  can  not  stay  awake  if  he 
attempts  any  close  work. 

Digestive  disturbances,  such  as  nausea  and  vom- 
iting, may  be  due  to  errors  of  refraction,  and  cases 
cf  constipation  have  been  known  to  clear  up  with 
no  other  change  than  correction  of  refractive  error. 

Cases'  of  nervous  exhaustion,  or  so-called  “nerv- 
ous breakdown,”  may  have  part  or  all  of  their  or- 
igin in  an  uncorrected  error  of  refraction.  Cases  of 
hysteria  may  be  traced  to  constant  eye  strain. 

When  we  find  backward  and  highly  nervous  and 
irritable  school  children,  we  should  thoroughly  check 
their  vision.  This  testing  should  be  done  under  a 
mydriatic,  for  the  constant  change  in  the  focal  dis- 
tance in  the  eye  whose  focusing  power  has  not  been 
eliminated  makes  accurate  correction  of  the  error 
highly  difficult,  if  not  impossible.  After  proper 
correction,  many  children  will  not  be  under  a ter- 
rific strain,  as  mentioned  by  Dr.  Franklin,  and  will 
get  better  grades,  become  less  nervous  and  irrit- 
able, and  learn  with  more  ease. 

Lateral  curvature  of  the  spine  and  mal-positions 
of  the  head  may  be  thought  by  many  to  belong  en- 
tirely to  the  rea’m  of  the  orthopedics,  but  these  con- 
ditions may  be  brought  about  by  the  patientsi”  as- 
suming certain  twisted  positions  of  the  head  or  body 
so  that  near  or  distant  objects  may  be  more  clearly 


seen.  These  mal-positions  may  be  assumed  because 
of  some  muscular  imbalance  or  refractive  error 
which,  if  properly  corrected  early,  may  be  perma- 
nently cured. 

Now  let  me  thank  Dr.  Franklin  for  the  oppor- 
tunity to  discuss  such  an  instructive  paper,  and  let 
me  repeat  that,  errors  of  refraction  or  ocular  im- 
balance may  have  some  bearing  in  the  diagnosis  of 
the  following  conditions:  persistent  headaches,  ver- 
tigo,  insomnia,  digestive  disturbance,  nervous  ex- 
haustion and  hysteria;  backward  and  irritable 
school  children ; and  cases  of  lateral  curvature  of 
the  spine  and  mal-positions  of  the  head. 


GAS  GANGRENE:  CAUSES  AND 
TREATMENT 


HAL  RICE,  M.  D. 
Morenci,  Ariz. 


(Read  before  the  Forty-second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 

There  is  no  more  serious  complication  of  com- 
pound fracture  or  other  wounds  than  gas  gangrene. 
Though  the  disease  was  probably  known  to  the  an- 
cients, it  remained  for  Maisoneuve,  in  18  33,  to  be 
author  of  its  first  classic  description.  During  the 
next  forty  years  it  was  occasionally  mentioned  in 
medical  literature,  being  called  “putrefactive  phleg- 
mon” or  “fulminating  gangrene,”  all  writers  agree- 
ing that  the  condition  was  accompanied  by  more  se- 
vere symptoms,  local  and  general,  than  any  other 
malignant  infection.  The  paucity  of  references, 
however,  to  so  distinct  a malady,  would  indicate 
that  it  has  always  been  among  the  rarest  of  human 
afflictions. 

In  1892  Welch  destribed  the  B.  aerogenes-cap- 
sulatus.  A year  later  Frankel,  from  clinical  and  ex- 
perimental evidence,  declared  this  organism  to  be  the 
cause  of  gas  gangrene. 

Cramp’s  paper  in  1912  was  of  clinical  interest 
chiefly  as  an  exposition  of  treatment,  his  conclusions 
being  based  on  187  collected  cases,  in  which  the  mor- 
tality was  48  per  cent.  Early  amputation  where  pos- 
sible, deep  multiple  incisions  followed  by  continuous 
irrigations  where  the  location  of  the  infection  pro- 
hibited amputation,  were  the  essentials  he  empha- 
sized. His  conclusion  was  that  the  untreated  case 
was  always  fatal. 

Kenneth  Taylor  in  1916  was  the  first  to  remark 
the  relatively  weak  toxicity  of  Welch’s  bacillus.  His 
investigations  suggested  the  possibility  of  the  pres- 
ence in  the  process  of  other  toxic  agents,  though  he 
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himself  explained  the  characteristic  morbidity  on  a 
mechanical  basis.  His  view  was  that  the  infection 
was  limited  to  muscle  tissue,  and  that  mechanically, 
by  increasing  pressure  of  retained  gas  within  the 
muscle  sheath,  circulation  was  shut  off  and  death 
of  tissue  followed. 

But  the  entire  subject  remained  comparatively  ob- 
scure until  brought  into  the  lime-light  by  the  un- 
precedented number  of  cases  occurring  during  the 
World  War.  Welch’s  bacillus  (more  scientifically 
called  B.  perfringens)  was  still  considered  the  sole 
infective  organism  and  a serum  specific  for  it  was 
soon  developed,  which,  as  an  aid  to  treatment,  was  a 
surprising  disappointment.  Chiefly  to  French  invest- 
igators, working  with  the  abundance  of  material 
found  in  army  hospitals,  must  credit  be  given  for  es- 
tablishing the  polyspecific  nature  of  the  infection. 
Weinberg  and  Scguin  showed  that,  though  the  B. 
perfringens  was  present  in  nearly  all  instances,  other 
organisms  were  always  associated  with  it.  Another 
French  observer,  Sacquepce,  after  much  study  be- 
came convinced  that  B.  perfringens  of  itself  was  in- 
capable of  producing  a potent  toxin.  The  conclu- 
sions of  these  workers  was  that  the  disease  was  due 
to  a combined  bacterial  invasion  and  that  the  vari- 
ance in  clinical  manifestations  exhibited  in  series  of 
cases  was  attributable  to  the  predominance  in  the 
infection  of  one  or  another  of  certain  microbes,  viz: 
(1)  Bacillus  perfrigens,  (2)  vibrion  septique,  (3) 
B.  oedematiens,  (4)  Bacillus  sporogenes.  Recogni- 
tion of  this  fact  led  to  the  production  of  a poly- 
valent serum.  As  to  its  efficiency,  Sacquepee  re- 
ported a series  of  serum-treated  cases  with  a mortal- 
ity of  13  per  cent,  while,  in  the  same  region,  mor- 
tality without  serotherapy  was  75  per  cent. 

Present-day  conception  of  the  subject  is  one  of 
increasing  complexity  in  all  its  phases,  which  ac- 
counts for  the  fact  that  the  U.  S.  Bureau  of  Vital 
Statistics  does  not  as  yet  consider  it  a disease  entity. 
The  diagnosis  "gas  gangrene”  is  not  acceptable  as 
cause  of  death.  An  enlarging  number  of  anaerobes 
have  been  included  in  the  etiology  until  now  at  least 
5 0 strains  are  considered  potentially  causative  fac- 
tors. However,  Larsen  and  Pulford  name  three  or- 
ganisms for  serious  consideration,  the  same  pointed 
out  in  wartime  by  the  French  as  chief  offenders: 

1.  B.  perfringens,  found  by  Vincent  in  82  per 
cent  of  cases.  It  is  the  great  gas  producer.  Requires 
glycogen  for  food,  which  it  finds  abundantly  in 
muscle  tissue.  Symbiosis  with  aerobic  saprophytes 
resuLs  in  greater  toxicity. 

2.  Vibrion  septique.  Produces  little  gas  but  a po- 


tent toxin.  It  attacks  connective  tissue  and  serous 
linings,  and  spreads  along  blood  vessels  and  lymph 
channels. 

3.  B.  oedematiens — is  not  found  migrating  far 
from  the  point  of  inoculation.  The  toxin  it  produces 
causes  an  intense  white  edema,  often  so  extensive  as 
to  obscure  the  underlying  interstitial  emphysema. 

For  the  most  part,  the  numerous  other  organisms 
associated  in  these  infections  are  believed  to  be  non- 
pathogenic.  Many  are  putrefactive  and  proteolytic, 
their  presence  being  responsible  for  the  offensive 
"decaying  meat”  odor  of  the  discharges. 

The  distribution  of  these  microbes  is  explained  by 
the  fact  that  they  are  largely  of  fecal  origin.  Being 
commonly  found  in  the  intestinal  tracts  of  man  and 
the  lower  animals,  they  abound  in  fertilized  soil  and 
street  dirt.  Also,  they  are  recovered  in  cultures  made 
from  animal  products  such  as  hair  and  hides,  more 
especially  wool,  woolen  blankets  and  clothing.  The 
most  pathogenic  are  spore  bearing,  and  ordinary 
boiling  or  steam  cleaning  dees  not  kill  the  spores. 
None  of  these  organisms  shows  ability  to  become  es- 
tablished in  living  tissues,  but,  given  a foothold  in 
tissues  devitalized  by  crushing,  bruising  injuries, 
their  advance  is  overwhelmingly  rapid. 

The  pathologic  changes,  too,  are  variable,  though 
certain  characteristics  of  the  morbid  process  are  fair- 
ly constant.  Invasion  of  the  muscle  is  typical.  The 
infection  travels  easily  from  end  to  end  but  finds 
difficulty  in  passing  from  one  muscle  to  another. 
There  seems  to  be  no  effort  on  the  part  of  the  body 
to  combat  this  invasion.  There  is  no  definite  line  of 
demarcation,  no  leukocytosis  nor  leukocytic  infiltra- 
tion as  a barrier  to  its  spread.  Instead,  an  intense 
serous  effusion  precedes  the  bacterial  invasion  into 
the  tissues.  Rapid  hemolysis  of  red  cells  takes  place. 
The  microscopic  picture  of  the  infected  muscle 
thews,  first,  separation  of  muscle  fibers  from  the  in- 
terstitial tissue  by  a clear  edematous  fluid.  Then  the 
sarcolemma  becomes  indistinct  and  disappears,  and 
finally  the  fibers  themselves  undergo  a gelatinous 
degenerative  change.  Just  ahead  of  the  involved 
muscle  are  intermuscular  planes  filled  with  serum. 
Organisms  cross  these  edematous  planes  and  succes- 
sively attack  contiguous  muscle. 

Another  process  closely  follows  that  of  serous  ex- 
udate, namely,  formation  of  gas  due  to  breaking 
down  of  the  sugar-content  of  the  involved  muscle. 
This  gas  is  non-toxic  but  adds  to  tissue  destruction 
by  mechanically  producing  ischemic  gangrene.  Gas 
retained  within  the  muscle  in  which  it  is  generated 
has  been  shown  to  attain  to  as  high  as  23  pounds  of 


JULY,  1933 


227 


pressure.  "Gas  is  not  found  in  appreciable  amounts 
early  in  the  infection.  Its  presence  is  certain  proof 
of  a well-developed  lesion.”  In  cases  coming  to 
autopsy,  a liver  foamy  with  gas  bubbles  is  a charac- 
teristic and  fairly  constant  finding. 

In  civil  practice  the  incidence  of  gas  gangrene 
most  frequently  is  as  a complication  of  compound 
fracture.  Second  in  order  of  frequency  it  is  found 
as  complicating  lacerated,  crushing  wounds  of  mus- 
cular regions  of  the  body.  Operative  wounds,  gun- 
shot wounds,  even  puncture  by  hypo-needle  have 
been  noted  as  the  starting  point  on  numerous  oc- 
casions. A comparatively  small  number  of  non-trau- 
matic  cases  are  constantly  being  reported,  compli- 
cating such  conditions  as  gangrenous  appendix,  ob- 
stetrical and  gynecological  operations,  and  so  forth. 
The  Industrial  Commission  of  this  State  informs  me 
that  there  have  been  but  two  cases  in  their  records 
since  the  inception  of  the  Commission.  Neither  ter- 
minated fatally.  To  date,  at  least,  it  does  not  appear 
to  be  a major  hazard  in  industrial  surgery  in  Arizona. 

Since  the  progress  of  the  disease  is  rapid  and  its 
termination  in  the  untreated  case  invariably  fatal, 
prompt  diagnosis  is  the  prime  requisite  for  success- 
ful treatment.  According  to  Boland,  suggestive  signs 
may  be  noted  as  early  as  six  hours  or  as  late  as  three 
days,  the  average  being  about  twenty-four  hours. 
There  is  no  dependable  first  sign,  such  as  pain  in 
appendicitis,  but  early  diagnosis  can  be  made  from: 
history  of  a recent  wound;  rapid  pulse,  the  rate  being 
considerably  higher  than  the  temperature  would 
suggest;  swelling  in  which  crepitus  may  be  both  felt 
and  heard;  a thin  sero-sanguineous  discharge  with 
characteristic  fetid  odor;  and  lastly,  roentgenograms 
will  many  times  show  the  presence  of  gas  in  the 
wounded  area  before  it  can  be  otherwise  detected. 

Local  swelling,  as  a rule,  is  pronounced,  due  to 
subcutaneous  edema — a peculiar  white  edema  which 
does  not  pit  on  pressure.  Serum-filled  blebs  appear 
near  the  wound  edges.  Of  the  four  cardinal  symp- 
toms of  inflammation,  swelling  and  pain  are  in  evi- 
dence; the  other  two,  redness  and  heat,  being  con- 
spicuously absent.  Severe  constitutional  reaction  to 
the  infection  accompanies  the  local  disturbance,  but 
it  has  been  often  noted  that,  even  in  the  most  toxic 
cases,  the  mentality  remains  acute  almost  to  the  end. 
It  is  useless  to  wait  for  cultures  to  confirm  the  diag- 
nosis, for,  unless  diagnosis  and  treatment  are  both 
promptly  decided,  the  outcome  is  fatal. 

During  the  World  War  the  use  of  antitoxin  as  a 
prophylactic  against  gas  gangrene  in  cases  selected 
because  of  the  severity  of  their  wounds,  was  consid- 


ered to  have  resulted  in  a notable  drop  in  the  occur- 
rence of  the  disease:  from  7 per  cent  at  the  begin- 
ning to  less  than  2 per  cent  at  its  close.  Ivens  re- 
ported results  obtained  in  433  severely  wounded. 
When  the  serum  was  given  within  twenty-four  hours 
of  the  injury,  at  or  before  the  time  of  the  first  oper- 
ation, there  were  no  deaths  due  to  gas  gangrene. 

Surgical  prophylaxis  is  concerned  with  thorough 
debridement  to  remove  foreign  matter,  such  as  soil 
or  clothing,  and  especially  devitalized  muscle  and 
bicod-clots.  Delayed  primary  closure  of  such  wounds 
is  an  essential  precautionary  measure. 

Whether  in  prophylaxis  or  in  the  treatment  of 
actively  infected  cases,  serotherapy  supplements,  but 
cannot  replace,  surgery.  As  soon  as  the  diagnosis  of 
anaerobic  infection  is  made,  200  cc.  of  the  polyvalent 
serum  should  be  given  intravenously  and  repeated  at 
least  once  within  twenty-four  hours.  This,  as  a rule, 
is  followed  by  marked  clinical  improvement.  In  any 
event,  whatever  surgical  treatment  is  indicated 
should  next  be  done  without  delay.  The  infected 
areas,  with  all  dead  tissue,  are  removed — by  excision 
if  located  on  the  trunk  or  buttocks;  by  amputation 
if  of  an  extremity.  The  Medical  Department  of  the 
United  States  Army  gives  four  indications  for  am- 
putation in  these  cases:  (1)  extensive  laceration  of 
soft  parts;  (2)  extensive  compound  fracture;  (3) 
self-evident  gangrene,  or  division  of  large  arteries,  or 
(4)  early  development  of  general  toxemia.  If  indi- 
cated, it  should  be  done  immediately.  "Only  the 
plane,  not  the  time  of  operation,  is  to  be  determin- 
ed.” It  should  be  made  well  above  the  involved  area, 
through  healthy  contractile  muscle.  Whether  wound 
excision  or  amputation  is  performed,  no  attempt  at 
wound  closure  is  made.  In  the  after-treatment  of 
the  wound,  anaerobic  conditions  should  be  eliminat- 
ed as  far  as  practical:  the  dressing  should  be  made 
light  to  admit  air,  loosely  applied  to  avoid  constric- 
tion. "Open-air  treatment”  under  a cage  is  excellent 
wherever  possible. 

In  combating  constitutional  symptoms,  a progres- 
sive anemia  and  general  toxemia  must  be  met.  Fluids 
in  large  quantities,  possibly  insulin-glucose  intrave- 
nously, are  best  measures  against  the  toxicosis.  The 
secondary  anemia  due  to  hemolysis  may  become  so 
marked  as  to  demand  transfusion. 

A generally  accepted  fact  of  prognostic  import- 
ance is  that  the  longer  the  interval  between  time  of 
inoculation  and  onset  of  symptoms  the  less  virulent 
will  infection  prove  to  be.  Also,  the  United  States 
Army  teaches  that  "cases  in  which  the  trunk  and 
buttocks  are  involved  are  more  serious  than  those 
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cf  the  extremity,  where  prognosis  becomes  more  fa- 
vorable as  the  tip  is  reached.”  Maes  stressed  the  im- 
portance of  location  as  affecting  prognosis.  In  his 
own  comparatively  wide  experience,  he  has  never 
seen  recovery  after  amputation  of  the  upper  extrem- 
ity for  gas  gangrene.  His  explanation  is  that  in 
wounds  of  the  calf  there  is  extension  to  the  knee, 
then  a temporary  halt  because  practically  no  mus- 
cles cross  the  knee!  whereas,  in  the  upper  extremity, 
both  elbow  and  shoulder  are  literally  wrapped  up  in 
muscle.  Millar,  in  a recent  comprehensive  review  of 
collected  cases  in  civil  life,  taken  from  the  Lister  era 
to  1931,  finds  the  mortality  49.7  per  cent.  The 
American  Expeditionary  Force  had  a death  rate  of 
48.5  per  cent. 

CASE  REPORTS 

CASE  I.  On  March  25,  1925,  a Mexican  boy  6 
years  of  age  was  admitted  one-half  hour  after  sus- 
taining a compound  fracture  of  the  left  wrist.  This 
was  reduced  with  full  observance  of  antiseptic  tech- 
nic. On  the  second  day,  36  hours  after  the  injury,  an 
immoderate  swelling  and  unusual  fetid  odor  were 
noted.  Smears  were  positive  for  Welch’s  bacillus, 
but  the  parents  refused  amputation.  Multiple  deep 
incisions  were  made  into  all  flexor  muscles  of  the 
forearm;  the  muscular  tissues  were  tense  and  bulg- 
ed into  the  fascial  incisions'.  Continuously  wet 
dressings  of  permanganate  solution  were  applied. 
Twenty-four  hours  later  an  intense  edema  extended 
half-way  from  elbow  to  shoulder  and  subcutaneous 
crepitus  could  be  elicited  even  over  the  shoulder 
girdle  and  pectoral  region.  His  general  condition 
was  critical.  Under  gas-oxygen  anesthesia,  amputa- 
tion was  done  three  inches  below  the  shoulder  joint. 
This  wound  was  given  the  open-air  treatment  on  the 
porch.  Recovery  was  rapid  and  complete.  Soil,  in 
this  case,  was  probably  the  contaminating  agent. 

CASE  II.  A Mexican  miner  past  fifty  years  of 
age  was  injured  November  11,  1928,  by  fall  of  a 
solid  piece  of  rock  in  the  lime  quarry.  Estimated 
weight  of  the  rock  was  about  two  tons  and  it 
dropped  20  feet.  His  right  hand  was  caught  and 
completely  severed  above  the  wrist,  and  the  lower 
half  of  the  right  leg  was  mangled.  Upon  admission 
to  the  hospital  at  3 p.  m.,  debridement  was  done  un- 
der gas  anesthesia.  Because  of  shock,  further  sur- 
gery was  postponed  until  the  following  morning, 
when  amputation  was  made  6 inches  below  the  knee. 
Forty-eight  hours  later,  gas  bacillus  infection  was 
suggested  by  a foul-smelling  discharge,  and  emphy- 
sema of  the  tissues  was  found  extending  well  up 
onto  the  thigh.  Smears  showed  the  B.  perfringens 
to  be  present.  The  amputation  wound  thereupon 
was  widely  opened,  necrotic  muscles  were  excised 
until  bleeding  was  encountered.  Irrigations  and  wet 
dressings  of  potassium  permanganate  solution  com- 
prised local  treatment.  For  several  days,  further 
excision  of  gangrenous  tissue  was  done  at  each 
dressing,  until  all  muscles  in  the  stump  had  been 
removed.  After  a week  of  stormy  convalescence, 


marked  and  permanent  improvement  was  estab- 
lished. Secondary  amputation  above  the  knee  fol- 
lowed in  three  weeks.  Woolen  underwear,  literally 
ground  into  the  wound,  was  considered  the  source 
of  contamination. 

Nei  her  of  these  cases  received  the  benefit  of 
sero-therapy  because  serum  in  neither  instance  was 
readily  available. 

CONCLUSIONS 

The  experience  of  the  World  War  proved  the  val- 
idity of  previously  conceived  ideas  that,  muscle  be- 
ing the  seat  of  the  infectious  process,  excision  of  in- 
volved muscle  together  with  wide  incision  of  its  fas- 
cia, is  rational  treatment.  To  the  war  also,  we  are 
indebted  for  the  polyvalent  serum,  as  well  as  a con- 
ception of  the  relative  value  of  serotherapy.  More 
radical  attack  on  the  infected  muscle,  combined  with 
serotherapy,  does  result  in  more  conservative  subse- 
quent amputation. 

Gas  gangrene,  though  a comparatively  rare  condi- 
tion in  civil  practice,  is  doubtless  on  the  increase, 
due  to  the  growing  number  of  street  and  highway 
accidents  of  violent  nature.  Because  of  its  obvious 
seriousness,  more  publicity,  particularly  in  medical 
circles,  might  well  be  given  the  subject.  Serotherapy 
should  be  emphasized.  We  rightly  expect  the  supply 
houses  of  large  cities  to  be  adequately  stocked  with 
the  serum,  but  might  not  the  suggestion  be  in  order 
that  a quantity  sufficient  to  treat  at  least  one  case, 
together  with  one  or  two  prophylactic  doses,  be  made 
part  of  the  standard  equipment  of  hospitals  or  first- 
aid  stations  remotely  situated  from  the  larger  cen- 
ters? 
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Perusal  of  the  relevant  literature  will  substanti- 
ate the  view  that  the  present  status  of  transurethral 
surgery  is  the  result  of  the  efforts  of  many  persons, 
each  of  whom  has  added  a little  to  his  predecessor’s 
experience,  either  in  regard  to  clinical  application  or 
instrumental  development.  These  persons  include 
physicists,  machinists  and  manufacturers,  as  well  as 
surgeons.  It  is  only  necessary  to  mention  Mercier, 
Bottini,  Freudenberg,  Luys,  Wishard,  Young,  Caulk, 
Stern,  Davis,  McCarthy,  Braasch,  and  Bumpus,  to 
recall  the  fact  that  the  transurethral  attack  on  the 
prostate  gland  is  not  new,  and  has  been  under  way 
for  more  than  a hundred  years. 

Luys9,  of  Paris,  undoubtedly  was  the  most  per- 
sistent advocate  of  the  transurethral  method  of  treat- 
ing extensive  prostatic  hypertrophy.  His  operation, 
"forage  of  the  prostate,”  was  probably  the  first  in 
which  removal  of  the  obstructing  portions  of  large 
lateral  lobes  was  accomplished.  He  began  his  work 
in  1909,  and  published  his  first  data  in  1913.  Tech- 
nical difficulties,  resulting  in  imperfect  visualization, 
were  encountered  by  other  surgeons,  and  restrict- 
ed widespread  development  of  the  method. 

In  this  country,  Caulk6  has  been  the  principal  ad- 
vocate of  the  transurethral  operation  for  extensive 
prostatic  hypertrophy.  His  cautery  punch  modifica- 
tion of  Young’s  instrument  has  been  used  by  many 
surgeons,  few  of  whom  have  met  with  success  in  op- 
erating on  other  than  small  glands.  Visual  difficul- 
ties also  restricted  widespread  use  of  the  method.  A 
lens  attachment7  recently  has  been  added  to  Caulk’s 
punch,  which  will,  in  some  measure,  lift  this  restric- 
tion, allow  removal  of  much  more  tissue,  shorten 


convalescence,  and  eliminate  second  operations  in 
many  instances. 

The  invention  of  the  resectoscope  by  Stern,  and  its 
further  development  and  application  by  Davis,  re- 
vived the  interest  in  transurethral  resection.  Caulk 
and  Davis  deserve  the  greatest  tribute  for  their  parts 
in  extension  of  this  form  of  surgery  to  the  majority 
of  cases  of  prostatic  hypertrophy. 

The  knife  punch,  as  used  at  present  at  The  Mayo 
Clinic,  is  the  result  of  many  years  of  effort  by 
Braasch  and  later  by  Bumpus,"  who  modified  a di- 
rect-vision cystoscope,  placing  a fenestrum  in  it,  sim- 
ilar to  the  one  in  Caulk’s  punch.  Bumpus’  zeal 
aroused  the  suggestions  of  various  workers  in  the 
Section  on  Urology,  of  urologists  elsewhere,  and  of 
the  instrument  maker;  these  suggestions  have  led  to 
the  development  of  the  present  efficient  model.'" 
Bumpus’  versatility  in  using  any  resectoscope  is  un- 
equalled, as  his  reports' 4 will  testify,  but  he  prefers 
to  operate  with  the  knife  punch.  This  instrument, 
in  my  opinion,  surpasses  any  other  for  prostatic  re- 
section, and  as  Luys1"  has  stated:  "I  cannot  too  much 
insist  upon  the  fact  that  direct  vision  cystoscopy  is 
preferable  to  every  other,  for  it  alone  permits  any 
therapeutic  action  to  be  direct  and  harmonious  with- 
out any  intermediary.” 

There  should  be  no  dispute  about  this,  however, 
for  the  instrument  the  surgeon  chooses  is  of  sec- 
ondary importance  to  his  ability  to  remove  the  ob- 
structing tissue.  A surgeon  unfamiliar  with  land- 
marks at  the  neck  of  the  bladder  has  no  right  to 
attempt  prostatic  resection,  and  would  do  better  to 
continue  to  perform  prostatectomy,  for  his  mortal- 
ity rate  will  be  disappointing.  On  the  other  hand,  I 
am  firmly  of  the  opinion  that  a surgeon  who  can 
recognize  certain  important  features  of  prostatic  en- 
largement, can  operate  on  patients  who  are  extreme- 
ly ill,  with  a low  death  rate.  If  a surgeon  resects 
within  a certain  limited  field,  and  is  discreet  in 
postoperative  care,  the  procedure  is  as  safe  as  any  ma- 
jor surgical  operation.  At  The  Mayo  Clinic,  there- 
fore, we  have  not  denied  any  patient  whose  renal 
function  was  even  fair,  and  who  was  still  able  to  get 
out  of  bed,  the  benefit  of  removal  of  obstructing 
prostatic  tissue.  During  193  2 only  two  patients  were 
sent  home  to  continue  with  drainage  by  urethral 
catheter.  One  patient  had  an  extensive  prostatic 
carcinoma;  the  other  had  suffered  recent  cerebral 
hemorrhage,  and  was  more  than  eighty-five  years  of 
age.  At  the  clinic  we  have  resected  the  prostate 
glands  of  many  patients  who,  because  of  coinci- 
dental disease  elsewhere  in  the  body,  would  ordinar- 
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ily  be  considered  as  constituting  poor  risks.  I might 
add  that,  during  1932,  276  patients  underwent 
transurethral  prostatic  resection,  and  only  thirty- 
nine  prostatectomy.  Prostatectomy  was  performed 
only  twice  after  August  1,  whereas  transurethral 
resection  was  performed  in  142  cases.  It  is  also  im- 
portant to  add  that  in  not  a single  case  did  failure  of 
transurethral  resection  necessitate  resort  to  pros- 
tatectomy. 

When  enumerating  the  associated  diseases  which 
add  to  the  risk  of  operations  on  the  prostate  gland, 
the  first  to  consider  are  those  of  the  bladder  and  kid- 
ney. Such  disease  may  be  coincident  with  obstruc- 
tion at  the  vesical  neck  or  the  result  of  it.  Renal  in- 
sufficiency, caused  by  back-pressure  or  infection, 
was  present  in  22  per  cent  of  cases,  as  evidenced  on 
admission  by  values  for  urea  of  more  than  SO  mg.  in 
each  1 00  cc.  of  blood.  The  highest  value  for  urea 
noted  was  381  mg.  for  each  100  cc.  of  blood,  and, 
contrary  to  my  expectations,  this  patient,  after  pre- 
liminary drainage  by  cystotomy,  withstood  prostatic 
resection  without  incident.  In  many  of  the  cases 
ureteral  reflux  could  be  demonstrated,  and  one  pa- 
tient with  bilateral  hydro-ureter  and  hydronephrosis 
was  operated  on  safely.  Another  patient  with  unilat- 
eral reflux,  who  suffered  renal  colic  at  each  voiding, 
was  completely  relieved  when  the  prostatic  obstruc- 
tion was  removed.  In  another  similar  case,  nephrec- 
tomy early  in  postoperative  convalescence  was  nec- 
essary because  of  recurrent  fever  and  chills,  caused 
by  severe  recurrence  of  the  renal  infection.  Tumors 
of  the  bladder  were  present  in  two  cases,  and  were 
destroyed  by  electrocoagulation  at  the  time  of  resec- 
tion. In  a number  of  cases,  resection  and  litholapaxy 
were  performed  at  the  same  operation. 

The  presence  of  diverticulum  of  the  bladder,  in 
most  instances,  is  a serious  complication,  and  unless 
the  diverticulum  empties  when  the  bladder  is  empty, 
diverticulectomy,  preliminary  to  transurethral  resec- 
tion, is  probably  the  best  procedure.  Cabot,  how- 
ever, has  stated  that  he  can  think  of  no  serious  ob- 
jection to  preliminary  removal  of  the  obstructing 
prostatic  tissue,  as  far  as  later  surgical  attack  on  the 
diverticulum  is  concerned,  should  it  be  necessary.  On 
that  basis,  we  have,  in  three  cases  in  which  supra- 
pubic operation  seemed  to  carry  inordinate  risk,  re- 
moved the  prostatic  tissue  and  let  the  diverticulum 
remain.  Postoperative  convalescence  was  uneventful 
and  normal  urination  was  established,  but,  of  course, 
one  cannot  be  certain  that  diverticulectomy  has  been 
permanently  avoided. 

Malignant  change  in  the  prostate  gland  is  a grave 


complication  of  obsruction  of  the  vesical  neck,  usual- 
ly not  for  immediate  reasons,  but  certainly  from  the 
prognostic  standpoint.  During  1932,  thirty-eight 
patients  with  prostatic  carcinoma  were  completely 
relieved  of  their  symptoms  of  obstruction  by  trans- 
urethral resection,  and  despite  the  extreme  difficulty 
occasionally  encountered,  not  a single  patient  was 
seen,  in  operating  on  whom  it  was  impossible  to  pass 
the  resectoscope.  Prostatic  resection,  I believe,  offers 
mere  comfort  to  the  patient  with  prostatic  carci- 
noma than  any  other  method  of  relieving  the  ob- 
struction. Even  in  cases  in  which  metastasis  is  al- 
ready present,  the  relief  of  urinary  difficulty  by  this 
method  can  well  be  considered.  Because  of  objec- 
tions to  catheterization,  and  at  the  insistence  of  rel- 
atives, resection  was  performed  on  a man  with  ex- 
tensive invclvement  of  the  spinal  column,  thus  en- 
abling him  to  void  freely  until  his  death,  seven 
months  later. 

Cardiovascular  disease  has  been  found  in  39  per 
cent  of  the  cases-  This  includes  those  cases  in  which 
the  systolic  blood  pressure  was  more  than  160  mm. 
of  mercury.  It  was  the  opinion  of  the  internist  that 
severe  coronary  sclerosis  existed  in  1 1 per  cent  of  the 
cases.  The  electrocardiograms  of  six  patients  indi- 
cated the  presence  of  bundle-branch  block,  and  two 
patients  gave  definite  histories  of  angina  pectoris. 
All  convalesced  uneventfully. 

Senile  changes  indicating  cerebral  arteriosclerosis 
were  noted  in  the  majority  of  a group  of  twenty-one 
patients  who  were  aged  more  than  seventy-five 
years.  The  oldest  patient  was  aged  eighty-seven 
years,  and  proved  to  be  very  difficult  to  treat  be- 
cause of  his  set  opinions  against  the  necessity  of 
certain  essential  postoperative  care.  One  can  expect 
an  occasional  death  among  senile  patients,  but  com- 
pared to  prostatectomy,  the  rate  will  still  be  very 
low  in  experienced  hands. 

Various  conditions,  such  as  diabetes,  Parkinson’s 
disease,  hepatic  cirrhosis,  asthma,  and  marked  obesity 
or  emaciation,  might  be  considered  as  contributing 
to  the  risk.  Patients  with  these  disorders,  however, 
seemed  to  withstand  the  operation  without  serious 
reaction;  many  who  formerly  had  been  denied  oper- 
ation, and  who  had  been  under  the  necessity  of  using 
a catheter  for  several  years,  were  most  grateful  to 
be  able  to  void  freely  again. 

In  preoperative  care  the  first  consideration  is  to 
establish  free  and  complete  urinary  drainage.  This 
is  not  important  if  patients  have  a small  amount  of 
residual  urine,  unless  there  is  also  marked  infection. 
Renal  function  in  such  cases  is  usually  good;  hence, 
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1 have  not  hesitated  to  proceed  with  the  operation 
immediately  in  any  case  in  which  the  value  for  urea 
was  less  than  40  mg.  in  each  100  cc.  of  blood,  and 
in  which  residual  urine  measured  less  than  5 ounces 
(150  cc.),  and  was  free  of  infection,  or  only  mod- 
erately infected.  The  old  teaching  that  these  patients 
demand  a minimal  period  of  drainage  by  catheter,  I 
believe  is  wrong,  and  the  last  year’s  experience,  to 
my  mind,  proves  this.  In  the  presence  of  marked  in- 
fection or  moderate  renal  injury,  preliminary  drain- 
age by  inlying  catheter,  accompanied  by  forced  in- 
take of  fluids  and  induction  of  sweating  by  heat, 
are  indicated.  Not  more  than  a third  of  the  patients, 
however,  will  require  any  form  of  preliminary  drain- 
age, either  by  cystostomy  or  catheter.  The  other 
two-thirds  not  only  do  not  need  preliminary  drain- 
age, but  will  have  a smoother  course  without  the  so- 
called  vaccination,  which  I believe  has  been  falla- 
ciously held  important.  At  The  Mayo  Clinic  oral  in- 
take of  fluid  is  supplemented  by  intravenous  injec- 
tion of  saline  solution,  usually  1,500  cc.  daliy,  until 
a maximal  renal  output  is  established.  In  cases  in 
which  it  appears  that  drainage  will  be  demanded  for 
more  than  ten  days,  suprapubic  cystostomy  is  usual- 
ly done.  Of  the  276  patients  on  whom  transurethral 
resection  was  performed  in  1932,  forty-eight  (17.3 
per  cent)  were  thus  treated.  It  is  well  to  ligate  the 
ductus  deferens  to  prevent  epididymitis,  since  usual- 
ly the  patients  who  require  suprapubic  drainage  are 
in  such  condition  that  every  complication  should  be 
avoided.  The  presence  of  a suprapubic  tube  does  not 
in  any  way  make  the  transurethral  operation  more 
difficult.  On  the  contrary,  it  is  an  added  measure 
of  safety,  which,  although  it  lengthens  the  postoper- 
ative course,  does  not  lengthen  it  as  much  as  the  sec- 
ond stage  in  prostatic  enucleation.  Stimulation  of 
the  appetite  by  good  food,  and  careful  attention  to 
regulation  of  movements  of  the  bowels  is  necessary. 
Conversation  with  men  who  already  have  undergone 
the  operation  will  bolster  the  morale  of  the  timid  pa- 
tient who  is  contemplating  submitting  himself  to  it. 

Experience  at  The  Mayo  Clinic  in  1932  indicates 
there  are  very  few  cases  of  prostatic  enlargement  in 
which  the  transurethral  operation  is  inapplicable.  The 
only  cases  in  which  it  is  an  impossibility  are  those  in 
which  the  instrument  cannot  be  passed.  In  such 
cases,  and  probably  in  a few  others  in  which  the 
glands  are  excessively  large,  the  better  treatment  is 
prostatectomy.  I have  removed  45  gm.  of  tissue  at 
one  time  and  Bumpus,  in  two  operations  on  one  pa- 
tient, has  taken  out  63  gm.  It  seems  that  few  pa- 


tients will  have  more  than  that  much  obstructing 
tissue. 

Interest  at  present  is  centered  on  the  other  ex- 
treme; namely,  the  small  gland..  Some  urologists  feel 
that  early  transurethral  resection  in  such  cases  will 
ultimately  be  the  ideal  treatment.  This  I believe  is 
unlikely,  and  certainly  it  is  undesirable,  for  it  may 
lead  to  promiscuous  and  dangerous  surgery.  At  first 
thought,  one  might  conclude  that  the  smallest  gland 
is  the  easiest  and  safest  on  which  to  operate..  True 
enough,  there  is  little  tissue  to  remove,  but  there  is 
also  a smaller  margin  of  safety.  In  such  a case  the 
wall  of  the  bladder  has  not  hypertrophied,  and  there 
is  no  thickening  of  the  trigone;  hence,  a deep  incision 
might  extend  out  into  the  perivesical  or  subtrigonal 
tissue,  or  possibly  into  the  rectum.  On  the  other 
hand,  the  patient  who  has  had  obstructive  symptoms 
for  months  or  years  has  a thickened  vesical  wall,  and 
the  trigone  is  hypertrophied  and  protected  by  under- 
lying prostatic  tissue;  consequently,  if  resection  ex- 
tends more  deeply  than  is  intended,  injury  is  not 
likely  to  result.  The  beginner  in  this  work  should  se- 
lect patients  with  moderate  prostatic  enlargement, 
who  have  had  obstructive  symptoms  for  some  time; 
any  surgeon  must  be  extremely  careful  in  operating 
on  a small  gland. 

In  anesthesia,  the  spinal  method,  using  procaine, 
is  preferred.  The  maximal  dose  should  be  100  mg., 
whereas  sometimes  even  as  little  as  50  mg.,  given  be- 
tween the  third  and  fourth  lumbar  vertebrae,  will 
suf  fice. 

Trauma  in  passing  the  instrument  must  be  care- 
fully avoided.  After  the  instrument  has  been  passed, 
the  operation  should  proceed  rapidly.  If  the  Braasch- 
Bumpus  knife  punch  is  used,  coagulation  with  the 
needle  electrode  prior  to  incision  will  prevent  bleed- 
ing from  all  but  the  largest  vessels.  It  is  possible, 
however,  by  working  rapidly,  to  do  the  entire  opera- 
tion without  this  preliminary  coagulation,  for  the  in- 
strument has  direct  vision,  and  the  surgeon  is  not 
hindered  by  bleeding,  as  he  is  when  he  uses  an  instru- 
ment embodying  a lens  system.  All  tissue  which  pro- 
jects intravesically  should  be  removed,  and  special 
care  should  be  taken  to  resect  any  tissue  which  is  on 
the  posterior  vesical  lip.  With  the  knife  punch,  the 
surgeon  should  resect  first  the  tissue  which  is  nearest 
the  bladder,  and  then  that  which  lies  toward  the  ex- 
terior, for  it  is  easiest  to  engage  the  tissue  in  this 
fashion.  It  is  perfectly  safe,  when  the  hypertrophy 
is  moderate,  to  cut  into  the  anterior  half  of  the  tri- 
gone, and  if  the  surgeon  visualizes  the  ureteral  ori- 
fices and  verumontanum,  and  resects  between  those 
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points,  he  will  seldom  have  reason  to  worry.  It  should 
be  the  intention  to  remove  all  the  obstructing  tissue 
at  one  time;  failing  in  this,  an  interval  of  at  least 
ten  days  or  two  weeks  should  elapse  before  a second 
operation.  Careful  control  of  each  spurting  vessel 
usually  will  insure  a smooth  postoperative  course.  A 
urethral  catheter,  number  24  French,  has  proved 
most  effective  in  providing  postoperative  drainage. 
Irrigation  should  be  carried  out  every  thirty  min- 
utes until  venous  oozing  has  stopped;  following  this, 
irrigation  twice  daily,  until  removal  of  the  catheter 
at  the  end  of  forty-eight  hours,  is  all  that  is  neces- 
sary. In  the  large  majority  of  cases  there  will  be  no 
trouble  in  voiding;  catheterization  six  hours  after 
removal  of  the  retention  catheter  usually  discloses  no 
residual  urine.  If,  however,  more  than  3 ounces  (150 
cc.)  is  retained  in  the  bladder,  and  symptoms  of  ob- 
struction persist,  careful  intermittent  catheterization, 
or  insertion  of  a retention  catheter,  will  forestall  the 
fever  and  toxemia  which  might  otherwise  result.  I 
believe  meticulous  postoperative  care,  including  pre- 
vention of  the  introduction  of  infection,  has  been 
chiefly  responsible  for  the  record,  made  at  the  Clinic, 
of  291  consecutive  cases  without  a death. 

The  complication  most  to  be  feared  is  delayed 
postoperative  bleeding  occurring  in  the  third  week, 
when  separation  of  the  slough  tears  open  new  ves- 
sels. This  happens  in  5 per  cent  of  the  cases,  in  some 
of  which  evacuation  of  the  clotted  blood  through  a 
cystoscope  will  be  required.  Cystostomy  in  my  opin- 
ion never  should  be  required,  and  it  was  not  done  in 
1932.  Periurethritis  occasionally  will  develop  when 
one  has  forced  a large  instrument  through  a small 
urethra.  Epididymitis  has  developed  in  an  occasional 
instance  in  the  second  or  third  week  after  operation. 
Cystitis  and  pyelonephritis  of  a degree  sufficient  to 
weaken  the  patient,  rarely  has  supervened.  The  to- 
tal period  of  hospitalization  of  patients  who  consti- 
tuted even  the  poorest  risks  has  been  considerably 
less  than  the  average  after  prostatectomy,  and  in  the 
large  majority  of  cases  has  been  less  than  a week. 

SUMMARY 

Transurethral  prostatic  resection  iis  technically 
possible  in  any  case  in  which  the  instrument  can  be 
passed.  It  is  the  operation  of  choice  in  any  case  of 
prostatic  obstruction  in  which  suprapubic  prostatec- 
tomy would  entail  high  risk.  Because  of  the  decreas- 
ed morbidity  and  low  mortality,  patients  who  are  in 
very  poor  general  condition  can  be  operated  on  safe- 
ly. Many  patients  formerly  condemned  to  drain  their 
urine  by  catheter,  or  by  permanent  suprapubic 


stoma,  can  be  relieved.  Good  results  will  be  obtained 
in  proportion  to  the  experience  of  the  surgeon. 
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OBSERVATIONS  ON  PROSTA- 
TITIS. 


FRANKLIN  FARMAN,  M.  D. 

Los  Angeles 

(Read  before  the  Forty-second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20  to  22,  1933.) 

Prostatitis  is  a disease  almost  as  common  as  the 
ordinary  "head  cold,”  and  probably  as  imperfectly 
understood  and  therapeutically  neglected. 

The  structure  known  as  the  prostate  gland  lies 
behind  the  second  portion  of  the  rectum  at  the  neck 
of  the  bladder,  which  it  surrounds  posteriorly  and 
laterally.  Quoting  Lowsley  from  Oxford  Urologi- 
cal Surgery,  "By  the  earliest  anatomists  it  was  re- 
garded as  a urinary  organ  and  even  after  its  identifi- 
cation as  a part  of  the  generative  system,  its  an- 
atomy, histology  and  function  were  but  imperfectly 
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understood  and  its  pathological  manifestations  re- 
mained a vexatious  problem  to  students  of  urology 
right  up  to  our  own  time.” 

The  main  function  of  the  prostate  gland  is  to  fur- 
nish a liquid  medium  clinically  and  physiologically 
suitable  to  the  needs  of  the  spermatozoa  in  their 
passage  from  the  genital  glands.  Wallace  sums  up 
the  evidence,  classifying  it  as  a generative  instead  of 
a urinary  organ  as  follows: 

1.  It  is  confined  to  the  male  sex. 

2.  It  enlarges  rapidly  at  puberty  along  with  the 
other  generative  organs. 

3.  It  exhibits  seasonal  activity  in  animals  such 
as  the  mole  and  hedgehog,  which  mate  only  at  cer- 
tain seasons  of  the  year. 

4.  It  fails  to  grow  in  individuals  castrated  in 
youth. 

5.  It  atrophies  in  individuals  castrated  in  adult 
life. 

The  adult  prostate  gland  has  an  elaborate  secre- 
tory structure,  a muscular  apparatus  exhibiting 
sphincter  action,  and  is  extraordinarily  rich  in  nerve 
fibers,  ganglion  cells  and  nerve  end-organs  (a  fact 
which  accounts  for  the  bizarre  symptoms  of  genito- 
urinary origin). 

Our  historical  knowledge  of  the  prostate  dates 
back  to  Biblical  times,  it  having  been  mentioned  by 
Herophilus  about  3 50  B.C.  Nicola  Massa,  a Venetian 
physician  living  in  the  sixteenth  century,  generally 
is  accredited  with  having  discovered  and  described 
the  prostate.  Ambrose  Pare,  the  renowned  surgeon 
of  the  sixteenth  century,  originally  a blacksmith  and 
barber’s  apprentice,  was  the  first  to  recognize  that 
hypertrophy  of  the  prostate  was  the  cause  of  stran- 
gury. 

Guyon,  who  has  contributed  so  much  to  genito- 
urinary enlightenment,  thought  that  prostate  en- 
largement was  a local  manifestation  of  arteriosclero- 
sis, but  this  theory  was  soon  upset  by  the  Austrian 
pathologist,  Ciekanowski.  Velpean  and  Billroth  were 
the  ones  to  advance  the  theory  that  prostatic  en- 
largement is  a fibroid  change  analogous  to  those 
changes  in  a fibroid  uterus.  Our  present  understand- 
ing of  prostatic  hypertrophy  is  largely  the  work  of 
Tandler  and  Zukerkandl,  published  in  1912. 

About  100  years  ago  (1838)  Verdier  gave  an  ac- 
curate description  of  the  pathology  of  the  prostatitis. 
Today  it  is  well  understood  that  bacterial  invasion 
(gonococcus  usually)  of  the  prostate  produces  a pro- 
cess of  congestion,  infiltration,  proliferation  and  fi- 
brosis within  this  glandular  structure. 

In  the  early  nineties,  treatment  of  disease  of  the 


prostate  by  massage  was  first  tried.  Posner  of  Ber- 
lin in  1893  mentioned  the  cure  of  chronic  prosta- 
titis by  repeated  digital  expression.  Prior  to  the  gen- 
eral acceptance  of  this  therapeutic  procedure,  diseas- 
es of  the  prostate  were  treated  by  applications  to  the 
perineum  in  the  form  of  counter-irritation,  heat, 
cupping,  leeches  and  the  like. 

In  1903,  Young,  Geraghty  and  Stevens  published 
their  comprehensive  report  on  the  pathology  of  pos- 
terior urethritis,  prostatitis  and  vesiculitis.  Thus  we 
realize  that  our  present  knowledge  of  the  prostate 
has  come  about  slowly  through  the  observation  and 
experiment  of  many  ancient  and  modern  urologists. 

In  1929,  before  the  American  Urological  Associa- 
tion, I presented  a plan  for  the  classification  of  pros- 
tatitis which  plan  I find  useful  to  follow  in  treating 
patients. 

Prostatitis  or  infections  of  the  prostate  may  be 
divided  int^o  two  groups  according  to  bacterial  etiol- 
ogy— the  specific,  or  gonorrheal,  type;  and  the  non- 
specific, or  secondary,  focal  type. 

The  first  or  primary  group,  produced  through 
gonorrheal  infection,  may  be  further  classified  ac- 
cording to  pathology  into  three  types:  simple  catar- 
rhal or  follicular  prostatitis,  true  chronic  parenchy- 
matous prostatitis,  and  atrophic  or  atonic  prostatitis. 

Simple  catarrhal  or  follicular  prostatitis  generally 
accompanies  or  follows  an  initial  attack  of  gonor- 
rheal urethritis  in  young  men.  In  by  far  the  major- 
ity of  cases  of  gonorrheal  urethritis,  variously  esti- 
mated from  70  to  95  per  cent,  the  infection  (bac- 
terial invasion)  spreads  from  the  anterior  to  the  pos- 
terior urethra  by  direct  continuity  or  surface  trans- 
mission (Pelouze).  When  a posterior  urethritis  is 
set  up,  it  is  always  accompanied  by  some  congestion 
or  true  inflammation  of  the  prostate  gland. 

The  severity  of  the  pathological  process  varies 
from  a simple  congestion  and  swelling  of  the  pros- 
tate gland  by  blood  vessel  engorgement  and  hyper- 
secretion, to  the  formation  of  small  follicular  ab- 
scesses with  or  without  plugging  of  the  tubules  by 
inflammatory  debris.  Coalescence  of  many  small  fol- 
licular abscesses  with  destruction  of  the  stroma  leads 
to  the  formation  of  a true  ''prostatic  abscess.” 

The  symptoms  produced  depend  upon  the  amount 
of  disturbance  to  physiological  function  in  the  uro- 
genital parts.  We  are  all  familiar  with  the  history  of 
persistent  urethra!  discharge,  urinary  discomfort,  pel- 
vic and  rectal  pains  and  the  general  toxic  and 
nervous  manifestations. 

Primarily,  catarrhal  or  follicular  prostatitis  is  a lo- 
cal disease,  and  you  might  say,  self  limited  under 


234 


SOUTHWESTERN  MEDICINE 


conditions  and  circumstances  favorable  for  cure. 
The  factors  favoring  cure  are  physiological  rest,  free 
drainage  from  the  prostate  and  the  little-understood 
power  of  individuals  to  overcome  infections  through 
immunity  processes. 

The  largest  group  of  cases  come  under  the  second 
classification  of  true  chronic  parenchymatous  pros- 
tatitis. Into  this  category  may  be  placed  patients 
who  have  had  gonorrhea  two  or  more  times  or  who 
have  had  at  any  time  a complication  of  epididymitis, 
seminal  vesiculitis,  abscess  or  stricture;  and  likewise 
a slow  responding  catarrhal  prostate  is  an  evidence  of 
chronicity.  In  stricture  cases,  I have  noted  that  the 
prostate  usually  is  small,  soft  or  fibrous,  even 
atrophic  and  not  inclined  to  undergo  hypertrophy. 

The  gonococcus  is  not  usually  found  in  a chron- 
ically infected  prostate,  but  on  the  other  hand,  a 
gonorrheal  infection  probably  prepares  the  tissues  for 
a continuation  of  the  infection  by  other  organisms. 
Lowsley,  Young,  Pelouze  and  others  who  have 
studied  the  bacteriology  of  chronic  prostatitis  most 
often  have  recovered  from  the  prostate  secretions 
the  colon  bacillus,  staphylococcus  albus,  streptococ- 
cus pyogenes,  pneumococci,  diphtheroid  and  occa- 
sionally the  gonococcus. 

Chronic  infections  of  the  prostate  involve  not  only 
the  glandular  secreting  parts  but  the  stroma  as  well. 
There  is  leukocytic  infiltration,  fibrous  tissue  forma- 
tion, shrinkage  and  dilatation  of  the  acini,  distortion 
and  compression  of  the  ducts.  Bladder-neck  contrac- 
ture and  fibrous-bar  formation,  surgically  prominent 
today  due  to  development  of  the  prostatic  resecto- 
scope,  are  none-the-less  often  the  late  results  of 
chronic  infection  and  fibrous  infiltration  of  the  pros- 
tate. 

Such  changes  in  the  prostate  and  contiguous  struc- 
tures lead  to  the  well  known  bizarre  symptoms  of 
urinary  and  genital  origin. 

In  the  treatment  of  true  chronic  parenchymatous 
prostatitis  there  is  a wide  field  for  work  along  the 
combined  lines  of  physical,  chemical  and  immun- 
ity therapy. 

Atonic  or  atrophic  conditions  of  the  prostate  and 
seminal  vesicles  should  be  considered  as  part  of  the 
general  picture  of  acute  and  chronic  prostatitis. 
However,  as  they  form  a rather  distinct  group  of 
cases,  mention  should  be  made  separately.  These  in- 
clude cases  of  prostatorrhea,  spermatorrhea  and  par- 
tial or  complete  impotency.  These  aberrations  of 
function  are  partially  the  result  of  inflammation  of 
the  genital  organs,  but  there  are  other  causative  fac- 


tors, a discussion  of  which  involves  the  field  of  neuro 
and  psycho  pathology. 

Prostatorrhea  and  spermatorrhea,  as  the  name  sug- 
gests, is  the  involuntary  loss  of  prostate  and  seminal 
vesicle  fluid  and  is  more  a disturbance  of  physiolog- 
ical function  than  of  changed  histological  structure. 
This  condition  occurs  more  commonly  in  young  men 
who  may  or  may  not  be  venereally  infected  and  as 
a rule  is  remedial. 

The  more  serious  condition  of  partial  or  complete 
impotency  occurs  more  commonly  in  men  past  40 
years  of  age.  Usually  the  primary  etiological  factor 
may  be  traced  to  post-gonorrheal  pathology,  neuro- 
syphilis or  continuous  over-stimulation  of  the  gen- 
ital organs.  The  treatment  of  this  important  malady 
is  preventative  rather  than  curative.  Careful  periodic 
health  examinations  with  early  attention  to  any  pros- 
tatic aberration,  though  slight  and  of  apparently  no 
significance  to  the  casual  observer,  is  suggested  as 
one  means  of  preventing  later  changes  in  the  struc- 
ture and  function  of  the  prostate.  I might  add  here 
that,  in  cancer  of  the  prostate,  impotency  is  one  of 
the  early  differentiating  symptoms  from  adenoma- 
tous benign  hypertrophy,  in  which  cases  there  is 
over-stimulation  of  the  genital  function. 

The  secondary  or  focal  type  of  prostatitis  is  a dis- 
ease that  has  been  brought  to  our  attention  by  the 
development  of  the  theory  of  focal  infection.  We 
are  seeing  an  increased  number  of  men  who  have  def- 
inite prostatitis  without  any  antecedent  gonorrheal 
history.  This  is  probably  due  to  the  fact  that  urolo- 
gists and  other  diagnosticians  are  more  alert  these 
days  to  recognize  the  signs,  symptoms  and  points  of 
focal  infection.  Pelouze  believes  that  the  general 
focal  infective  triad  in  the  male  is  teeth,  tonsils  and 
prostate.  In  eye  conditions  the  facial  sinuses  also 
play  a part.  It  is  said  that  at  least  3 5 per  cent  of  all 
men  beyond  the  age  of  3 5 have,  or  will  have,  a pros- 
tatic infection.  At  least  72  per  cent  of  all  men  with 
focal  infective  symptoms  have  an  infected  prostate. 
These  prostatic  infections  cannot  be  permanently 
cured  so  long  as  their  casual  foci  elsewhere  in  the 
body  persist. 

Particularly  is  the  prostate  subject  to  secondary 
infection  if  chronic  passive  congestion  of  the  pos- 
terior urethral  adnexa  has  been  present.  Following 
such  debilitating  diseases  as  influenza,  pneumonia 
and  septicemia,  localization  of  the  offending  bac- 
terium may  persist  in  the  prostate  long  after  the  pa- 
tient has  recovered  from  the  main  disease.  Especial- 
ly is  this  true  if  there  has  been  any  stasis  of  urine  in 
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the  bladder  necessitating  a few  catheterizations  dur- 
ing the  acute  illness. 

Chronic  colitis  with  constipation,  rectal  fistulae 
and  hemorrhoids  may  lead  to  passive  congestion  and 
infection  of  the  prostate,  usually  by  the  Bacillus  coli, 
carried  through  the  lymphatics  of  the  pelvis. 

In  searching  about  for  the  cause  or  contributory 
factors  in  arthritis,  neuralgia,  sciatica,  opthalmitis 
and  sterility,  one  should  always  consider  the  infected 
prostate. 

A surprising  point  about  secondary  focal  prosta- 
titis is  the  frequent  absence  of  characteristic  genito- 
urinary symptoms  calling  the  physician’s  attention  to 
this  organ.  However,  as  some  medical  philosopher 
has  said,  each  disease  hangs  out  its  own  little  flag, 
which,  if  seen  and  understood,  points  to  the  diagno- 
sis. That  is  true  of  the  infected  prostate — sooner  or 
later  there  will  be  some  local  or  remote  sign  or 
symptom  suggesting  prostatitis. 

This  tvpe  of  prostate,  harboring  focal  infection, 
may  be  normal  to  the  examining  finger,  but  when 
the  secretions  are  expressed  by  massage,  studied  cul- 
turallv  and  microscopically,  will  be  found  to  contain 
pus  cells  in  clumps,  bacteria  and  inflammatorv  de- 
bris. It  is  often  necessary  to  repeat  the  examina- 
tion several  times  at  intervals  of  three  to  five  davs 
and  to  use  the  provocative  test  of  posterior  urethral 
dilatation  and  instillation  of  one-half  to  one  per  cent 
silver-nitrate  solution  in  order  to  express  latent  foci 
from  the  plugged-up  tubules  of  the  prostate. 

Tuberculosis  of  the  prostate  should  be  added  to 
the  secondarv  focal  tvoe  of  infection,  as  onlv  rarelv 
is  it  primarv.  As  vou  know,  genito-urinary  tubercu- 
losis is  wont  to  localize  first  either  in  the  kidnev  or 
rhe  epididvmis,  with  the  prostate  standing  between. 
sub:ect  to  infectious  drainage  from  either  of  these 
points. 

Tn  conclusion,  success  in  the  treatment  of  pros- 
tatitis and  related  disease  depends  primarily  upon 
the  recognition  of  type,  degree  and  stage  of  infec- 
tion or  disturbed  function.  Without  going  into  a 
detailed  discussion,  it  may  be  said  that  the  principle 
of  treatment,  as  we  now  understand  the  mechanism 
cf  cure,  is  to  promote  free  drainage  of  infectious 
material  from  the  prostate  through  physical  meas- 
ures— massage,  heat,  rest;  correction  of  anv  urethral, 
bladder  or  adnexal  pathology,  eradication  of  related 
infected  foci,  stimulation  of  tissue  reaction  bv  means 
of  drugs,  and,  lastly,  activation  of  the  body  immun- 
ity processes. 
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BELATED  SERUM  TREATMENT 
OF  SEQUELAE  OF  DIPH- 
“ THERIA. 


EMIL  C.  HOULE,  M.  D. 

Nogales,  Arizona 

(Read  before  the  Forty-second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 

Paralysis  is  a common  sequel  in  diphtheria.  It  may 
follow  the  mildest  diphtheritic  infection.  It  occurs 
in  unrecognized  cases  of  diphtheria.  In  1927,  Lit- 
vak‘  was  surprised  to  learn  how  little  had  been  writ- 
ten on  this  subject  in  the  English  language  and  how 
few  cases  had  been  reported  in  detail.  He  reports 
an  incidence  of  diphtheritic  paralysis,  in  a hospital 
for  contagious  diseases,  of  10  per  cent  of  all  diph- 
theria patients. 

Garvey'  states,  "Landouzy  goes  so  far  as  to  say 
that  the  number  of  cases  (of  post-diphtheritic  par- 
alysis) exceeds  all  other  forms  of  paralysis  com- 
bined. He  thinks  also  that  10  to  20  per  cent  of  all 
diphtheria  patients  have  some  form  of  paralysis  fol- 
lowing diphtheria.” 

Raymond3  reports  that  18  per  cent  of  soldiers  in 
one  French  regiment  developed  paralysis  after  diph- 
theria. 

"More  cases  of  diphtheritic  paralysis  are  being  ob- 
served in  spite  of  widespread  use  of  antitoxin.  There 
is  little  relationship  between  the  resulting  paralysis 
and  the  amount  of  antitoxin  given,  but  more  be- 
tween the  time  treatment  is  instigated.  No  doubt 
the  antitoxin  treatment  is  responsible  for  many  cas- 
es being  carried  through  the  acute  diphtheritic  stage, 
which  subsequently  develop  paralysis,  that  without 
antitoxin  would  have  been  fatal.”3 
SYMPTOMATOLOGY 

The  cardiac  nerves,  usually  the  pneumogastric. 
and  the  cardiac  muscles,  are  affected  very  carlv. 
Cardiac  paralysis  is  the  one  mcst  to  be  feared.  It 
may  occur  as  early  as  the  fourth  or  fifth  day,  but 
most  frequently  comes  during  convalescence. 

The  most  common  paralysis,  and  the  earliest  of 
all  except  cardiac,  is  paralysis  of  the  palate,  with 
loss  of  nharvngeal  reflexes.  This  is  evidenced  by 
loss  of  function,  nasal  twang  to  voice,  difficulty  in 
swallowing,  particularly  liquid  food,  which  escapes 
through  the  nose.  Frequently,  deglutition  is  accom- 
panied by  short  coughs;  later,  feeding  may  become 
a problem;  mucus  accumulates  in  the  throat,  aspira- 
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ticn  pneumonia  being  one  of  the  most  dreaded  com- 
plications in  this  condition. 

Paralysis  of  the  larynx  and  vocal  cords  is  another 
variety  which  offers  a grave  prognosis.  Breathing 
becomes  stertorous,  dyspnea  and  stridor  supervene. 
Paralysis  of  the  muscles  of  respiration  is  usually  seen 
in  generalized  paralysis.  Paralysis  of  the  diaphragm 
usually  occurs.  It  may  be  unilateral  or  bilateral.  In 
the  latter  condition  the  prognosis  is  grave.1 

DIAGNOSIS 

This  is  not  usually  difficult,  except  when  lacking 
a history  of  throat  infection,  but  must  be  carefully 
worked  out  against  poliomyelitis,  juvenile  tabes  dor- 
salis, and  laryngeal  diphtheria.  The  Schick  reaction 
is  not  of  service,  for  Laverne  and  Zoller’  show  that  it 
is  impossible  to  base  a retrospective  diagnosis  on  the 
findings  of  the  Schick  diphtheria  test,  as  it  may  be 
negative  even  with  pronounced  diphtheritic  paraly- 
sis. 

PROGNOSIS 

Prognosis  in  post-diphtheritic  paralysis  is  usually 
hopeful  and  is  not  necessarily  dependent  on  the  ex- 
tent of  involvement.  However,  even  the  mild  cases 
may  linger  on  for  many  months  or  even  years,  and 
are  of  course  exposed  to  complicating  accidents. 
Some  will  succumb  to  myocarditis  after  the  paraly- 
sis has  subsided.  The  paralysis  of  the  velum  is  a good 
criterion  of  the  state  of  the  paralysis.  When  the 
fluids  in  the  mouth  cease  to  run  out  of  the  nose,  the 
paralysis  may  be  regarded  as  practically  conquered.5 
The  disappearance  of  the  nasal  twang  of  the  voice 
is  also  favorable. 

PROPHYLAXIS  AND  TREATMENT 

The  mainstay  in  the  treatment  of  post-diphther- 
itic paralysis  is  its  anticipation  by  absolute  rest  in 
bed.'  This  should  apply  in  all  cases  of  suspected 
diphtheria  because  of  the  heavy  percentage  of  para- 
lytic complications  occurring  in  convalescence. 
When  paralysis  is  established,  the  treatment  consists 
of  rest  in  bed,  tube  feeding  when  necessary,  strych- 
nine in  1 15  grain  doses,  other  cardiac  stimulants 
when  necessary,  and  avoidance  of  any  exertion  for 
many  months.  There  is  practically  no  mention  of 
specific  treatment  by  English  or  American  authors, 
but  some  French  and  Spanish  writers  recommend  the 
use  of  antitoxin,  even  very  late.  S.  Madrid  Paez, 
Buenos  Aires,  in  1926  reported  fourteen  cases  treat- 
ed successfully  by  antitoxin  in  5,000  to  10,000  unit 
doses.  One  German  authority  recommends  specifi- 
cally against  the  employment  of  antitoxin  as  being 
valueless. 

In  the  month  of  December,  1924,  Senora  Y.,  of 


Guaymas,  Sonora,  Mexico,  visited  her  old  home  in 
Chihuahua  with  all  of  her  family  except  two  boys, 
in  whom  we  are  particularly  interested,  and  who  re- 
mained in  Guaymas.  While  she  was  in  Chihuahua, 
two  of  her  sisters  were  in  bed  for  four  days  each, 
on  account  of  sore  throats  with  spots  or  membranes. 
As  their  father  had  been  a doctor,  they  treated 
themselves,  as  often  happens  in  doctors’  families. 

One  of  these  sisters  who  had  suffered  sore  throat 
returned  to  Guaymas  with  Senora  Y.  and  her  family. 
About  the  end  of  January,  Senora  Y.  herself  became 
sick  with  sore  throat  and  fever  for  four  days.  As 
soon  as  she  was  up,  her  two  oldest  boys,  who  had  not 
accompanied  her  to  Chihuahua,  fell  sick  with  the 
same  ailment.  The  younger,  Luis,  ten  years,  was  sick 
for  only  three  days,  but  the  elder,  Jorge,  age  twelve 
years,  after  staying  in  bed  for  four  days,  got  up  for 
two  or  three  days  and  again  went  to  bed  with  high 
lever.  This  was  about  February  1,  1925.  During 
his  short  escape  from  bed,  Jorge  infected  a boy 
neighbor;  a young  lady  who  was  a frequent  visitor 
at  the  house,  also  developed  a sore  throat  with  fever. 

Although  the  later  cases  were  seen  by  doctors,  no 
diagnosis  of  diphtheria  was  made,  no  specific  treat- 
ment was  given,  and  except  for  the  boys,  Jorge 
and  Luis,  all  patients  made  perfect  recoveries. 

About  February  15  th,  at  least  two  weeks  after 
Jorge’s  so-called  relapse,  Doctor  F.  Mendoza  was 
called  in  consultation  for  Jorge,  on  account  of  per- 
sistent vomiting.  After  examination  he  diagnosed 
acute  nephritis  following  tonsillitis.  Under  dietetic 
treatment,  there  was  relief  from  vomiting  and  im- 
provement of  the  nephritis.  A few  days  later,  Doc- 
tor Mendoza  took  charge  of  the  case,  due  to  illness 
of  the  attending  physician.  He  now  recognized,  in 
addition  to  the  nephritis,  myocarditis,  paralysis  of 
some  of  the  muscles  of  respiration  and  probably  of 
the  diaphragm,  paralysis  of  the  ciliary  muscles  (so 
that  letters  of  less  than  one  inch  were  not  recog- 
nized), and  paralysis  almost  complete  of  the  muscles 
of  voice  and  deglutition.  It  was  possible  to  feed  the 
boy  only  in  a semi-recumbent  position,  by  liquids, 
through  a tube  directed  into  the  esophagus.  He  di- 
agnosed these  complications  as  direct  results  of  diph- 
theria. 

Doctor  Mendoza  called  me  in  consultation,  March 
20th.  I corroborated  his  findings,  and  even  at  this 
date,  not  less  than  forty  days  after  the  subsidence  of 
his  acute  symptoms,  I recommended  the  use  of  anti- 
toxin. My  colleague  was  more  than  reluctant  to  ac- 
ceed  to  this.  Fie  had  consulted  a number  of  authori- 
ties and,  of  the  few  that  mentioned  use  of  antitoxin 
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in  late  paralysis,  all  were  distinctly  adverse.  Among 
other  authorities  he  quoted  to  me  a Spanish  transla- 
tion of  a recent  German  work  on  Medicine,  Krause 
and  Carre,  section  of  Serotherapy,  contributed  by  G. 
Jochman,  in  which  the  opinion  was  specifically  ad- 
verse to  the  use  of  antitoxin,  stating  that,  after  a 
long  period  of  fixation  of  the  toxin  in  the  cells,  the 
damage  was  irremediable,  and  quoting  an  authorita- 
tive comparison  of  Sahli,  that  '"water  can  extinguish 
fire,  but  water  cannot  reproduce  what  fire  has  de- 
stroyed.” 

The  family  also  were  quite  reluctant  to  institute 
any  treatment  which  might  inconvenience  the  child, 
as  they  had  quite  lost  hope  of  saving  him. 

Our  library  facilities  were  exceedingly  meager, 
but,  after  a painstaking  search  of  medical  journal 
files,  I was  able  to  quote  a half-dozen  abstracts, 
mostly  from  French  and  Spanish  literature,  where 
favorable  results  in  diphtheritic  paralysis  had  been 
obtained  six  and  nine  months  and  even,  in  one  case, 
as  late  as  four  years,  by  the  belated  use  of  antitoxin. 

As  cur  case  was  really  a desperate  one,  I contin- 
ued to  urge  an  experiment  with  the  serum.  Fortu- 
nately enough,  in  the  continued  discussion,  during 
which  we  thoroughly  reviewed  the  history,  Doctor 
Mendoza  mentioned  that  the  younger  brother,  Luis, 
who  had  been  stricken  about  the  same  time,  had 
completely  recovered,  except  that  he  had  a lingering 
disability  of  the  pharynx  which  prevented  him  from 
enunciating  such  words  as  "tercer  regimiento  de 
artilleria.”  I then  insisted  upon  experimental  treat- 
ment of  this  youngster  as  a control  case.  The  treat- 
ment was  reluctantly  begun  on  March  22nd — 1000 
units  after  a test  of  susceptibility.  On  the  next 
three  days  he  received  3000,  5000  and  10,000  (19,- 
000  in  all)  and  then  refused  to  take  any  more.  No 
sign  of  improvement  was  noted  until  the  eighth  day 
after  the  first  injection  (March  31st)  but  then,  in 
three  days  all  signs  of  his  slight  disability  had  disap- 
peared and  he  was  easily  able  to  pronounce  the  words 
which  had  previously  been  impossible. 

Doctor  Mendoza  was  so  delighted  with  this  result 
that  on  the  same  day,  April  3rd,  approximately  fifty 
days  after  the  diphtheric  inflammation,  he  began 
to  inject  serum  into  Jorge,  the  desperately  ill  boy, 
beginning  with  5 000  units,  followed  by  10,000  and 
10,000  and  6000,  making  31,000  in  all.  In  the 
meantime,  Jorge  had  become  progressively  weaker 
and  had  developed  a new  and  interesting  symptom,  a 
convergent  strabismus.  No  improvement  whatever 
was  noted  for  eight  days,  until  April  10th,  after 
which  date  progress  was  rapid  and  continuous.  About 


May  15  th,  one  month  later,  the  boy  was  brought  to 
me  at  Empalme,  walking  from  and  to  the  automo- 
bile in  which  he  came.  He  was  naturally  weak,  with 
persisting  evidence  of  cardiac  and  renal  weakness, 
but  had  recovered  full  voice,  vision,  deglutition  and 
respiration.  Now,  after  the  lapse  of  eight  years,  he 
is  a tall  young  man  in  perfect  health. 

There  was  a third  case  in  this  little  epidemic,  of 
a small  boy  with  throat  symptoms,  in  a family  too 
poor  to  buy  serum.  Two  weeks  after  apparent  re- 
covery, he  developed  paralysis  of  the  palate  and  of 
both  legs.  Twenty  thousand  units  of  antitoxin  pro- 
duced complete  recovery  in  the  third  week. 

OBSERVATIONS 

These  cases  are  of  interest  because: 

1.  Three  cases  of  paralysis  developed  in  an  epi- 
demic of  relatively  few  cases,  so  mild  in  symptoma- 
tology as  to  escape  diagnosis  of  diphtheria. 

2.  None  had  original  antitoxic  treatment. 

3.  Relatively  late  specific  treatment  with  anti- 
toxin produced  gratifyingly  rapid  and  complete  cure 
of  three  cases  of  paralysis. 

4.  My  inference,  from  these  cases,  and  from  the 
literature  I have  been  able  to  study,  is,  that  anti- 
toxin is  often  given  in  inadequate  quantities  and 
for  an  inadequate  period,  and  that,  on  the  develop- 
ment of  paralysis,  antitoxin  should  again  be  admin- 
istered, with  proper  safeguard  against  sensitization. 
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DISCUSSION 

DR.  W.  R.  LYON  (Tucson)  : When,  during  1894, 
the  first  supply  cf  Behring’s  antitoxin,  the  new 
cure  for  diphtheria,  was  received  in  Philadelphia 
from  Germany,  it  was  my  good  fortune  to  be  select- 
ed to  assist  in  an  investigation  or  study  of  its  use 
in  the  treatment  of  that  disease.  Shortly  after  my 
graduation  from  medical  college  there  was  an  epi- 
demic of  diphtheria  in  the  community  where  I was 
practising. 

At  that  time  few  physicians  were  familiar  with 
the  use  of  antitoxin  and  most  of  those  who  ventured 
its  use  feared  to  administer  more  than  500  to  1000 
units,  and  then  condemned  it  for  causing  postdiph- 
theritic  paralysis  and  death  from  “heart  failure.” 

Because  of  my  experience  with  its  first  use  in 
Philadelphia,  and  having  all  confidence,  I was  giv- 
ing doses  of  5000  to  20,000  units,  repeated  as  indi- 
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cated,  and  securing  recovery  in  the  most  severe 
cases,  without  subsequent  paralysis  or  any  ill  re- 
sults. There  were  numerous  cases  of  paralysis 
among  patients  having  had  mild  attacks  of  diph- 
theria and  those  who  had  recovered  only  because  of 
the  use  of  even  500  to  1000  units  of  antitoxin.  I 
had  the  privilege  of  treating  several  of  these  cases 
with  antitoxin  and  the  treatment  was  followed  by 
prompt  recovery  from  paralysis  in  every  case.  Al- 
though medical  articles  have  been  published  fre- 
quently denying  the  value  of  anti-diphtheritic  serum 
in  the  treatment  of  post-diphtheritic,  paralysis,  my 
early  and  continued  experience  has  convinced  me 
that  its  use  does  often  give  favorable  and  prompt 
results.  On  the  strength  of  my  own  experience  I 
wish  to  corroborate  the  statements  just  made  by 
Dr.  Houle. 

DR.  KENNEDY : What  susceptibility  tests  were 
made  on  paralysis  cases  (Schick  tesT)  and  how 
long  did  they  remain  positive?  I know  of  no  pub- 
lication which  gives'  information  about  what  the 
Schick  test  shows  following  an  attack  of  diphtheria 
^r  subsequent  paralysis. 

DR.  JAMES  S.  BOYER  (Tucson)  : I have  been 
in  the  practice  of  medicine  over  fifty  years.  In  the 
early  part  of  my  professional  life  there  was  no  anti- 
toxin to  combat  the  terrible  disease  diphtheria.  I 
have  not  heard  anything  said  in  this  excellent  paper 
or  the  discussions  of  it  about  there  being  any  such 
seque’ae  as  was  commonly  called  in  those  days  “lim- 
berneck.”  It  was  a paralysis  of  the  muscles  of  the 
neck  and  so  severe  that  the  patient  could  not  hold 
up  or  move  the  head  in  any  direction  and  there  was 
no  control  of  these  muscles.  The  few  cases  that  I 
have  seen  all  recovered  within  a few  months,  with 
tonics  and  supportive  treatment.  Not  a few  physi- 
cians and  others  were  of  the  opinion  that  this  par- 
alysis was  due  to  the  use  of  the  diphtheria  antitoxin 
until,  later  on,  it  was  found  that  the  antitoxin  pre- 
vented it  almost  completely. 

I wish  to  emphasize  especially  that  usually  anti- 
toxin is  not  given  in  sufficient  doses  to  secure  the 
best  results.  I have  given  twenty,  thirty,  forty,  six- 
ty, and  eighty  thousand  diphtheria  antitoxin  units 
to  small  children  and  adults  with  the  very  best  re- 
sults even  in  desperate  cases.  There  is  another 
phase  in  the  sequelae  of  an  attack  of  diphtheria  that 
must  no'  be  overlooked,  and  that  is,  it  occurs  fre- 
quently that  an  apparently  mild  attack  is  followed 
by  the  severest  paralysis.  I recall  clearly  the  case  of 
a lady  thirty  years'  of  age,  married  and  the  mother 
of  two  children,  cne  about  three  years  of  age  and 
the  other  a nursling  at  the  breast.  She  was  brought 
to  me  some  distance  from  the  city  where  I practised, 
for  treatment.  She  had  paralysis  of  the  muscles 
of  deglutition  and  had  not  taken  any  food  by  mouth 
for  about  six  days.  She  complained  of  being  very 
hungry.  She  looked  well — had  no  fever  and  had  had 
none  at  any  time.  There  was  no  history  of  sore 
throat  or  cold  But,  on  careful  inquiry,  it  was 
brought  out  in  the  history  of  the  case  that  the  older 
child  had  a very  little  cold  about  two  weeks  pre- 
vious to  the  mother’s  illness.  After  a thorough  ex- 


amination of  all  the  facts  and  of  the  patient,  I 
concluded  that  the  mother’s  paralysis  was  from 
diphtheria,  which  proved  correct.  I gave  her  strych- 
nia, quinine,  and  iron,  in  large  doses,  three  times  a 
day,  and  she  promptly  recovered.  I did  not  give 
her  diphtheria  antitoxin  as  some  would  do  for  her 
paralysis. 

DR.  HOULE  (closing)  : I am  asked  whether 
these  cases  respond  to  the  Schick  test.  As  to  the 
cases  reported,  I cannot  say,  for  the  test  was  not 
then  available  to  us.  Laverne  and  Zoeller  of  Paris 
state  that  it  is  impossible  to  base  a retrospective 
diagnosis  cn  the  findings'  of  the  Schick  diphtheria 
test,  as  it  may  be  negative  even  with  pronounced 
diphtheria  paralysis. 

I report  these  few  cases,  solely  because  of  the 
great  scarcity  of  literature  on  the  subject.  I am 
more  than  pleased  with  the  general  discussion — 
and  particularly  with  the  corroborative  statements 
which  were  made. 


POLIO-BULBAR-ENCHEPHA- 

LITIS. 

(CASE  REPORT) 

HARRY  LEIGH,  M.  D. 

El  Paso,  Texas 


(Reported  at  the  Staff  Meeting  of  El  Paso  Ma- 
sonic Hospital,  El  Paso,  Texas,  April  20,  1933.) 


The  child  is  two  years  old,  female,  white. 

Family  History:  Her  father  and  mother  are  liv- 
ing and  in  good  health.  The  family  history  is  neg- 
ative for  cancer  or  tuberculosis. 

Patient  was  first  seen  at  the  Cloudcroft  Baby 
Sanatorium,  Cloudcroft,  New  Mexico,  on  July  25, 
1932,  with  an  admitting  diagnosis  of  gastroenter- 
itis. At  time  of  admittance  in  the  Sanatorium  she 
had  been  ill  one  week,  beginning  with  temperature, 
vomiting,  and  prostration  for  the  following  four  or 
five  days.  Treatment  had  been  mainly  catharsis 
and  starvation.  The  baby  had  begun  to  refuse  all 
food  and  liquids.  Intraperitoneal  saline  had  been 
given  and  baby  was  ordered  from  its  home  to  the 
mountains. 

When  first  examined,  at  the  Sanatorium,  the 
baby  was  very  pale,  weak,  and  appeared  very  ill, 
with  a temperature  of  103* ; respirations  were  shal- 
low and  asymmetrical,  with  48  excursions  per  min- 
ute. Detailed  examinations  revealed  bilateral  pto- 
sis of  upper  lids,  bilateral  facial  paralysis,  slight 
bilateral  nystagmus,  and  palatal  paralysis,  dry 
tongue,  and  inability  to  swallow.  There  was  a 
marked  Brudzinski,  and  upper  dorsal  and  lumbar 
resistance  to  flexion.  Right  intercostal  movement 
was  limited.  On  abdomen  the  tache  was  strongly 
positive.  Right  arm  had  flaccid  paralysis  contrast- 
ing to  spastic,  lower  extremities  and  to  the  left  arm. 
Deep  reflexes  were  diminished.  Both  Babinskis 
strongly  positive.  Kernig  positive.  Due  to  the  low 
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vital  state,  these  findings  were  not  easily  confirmed 
until  after  twenty-four  hours  of  intensive  hydra- 
tion and  food.  Tube  feeding  resulted  in  rapid  im- 
provement and  a return  of  strength.  The  spinal 
fluid  was  under  marked  pressure  but  negative  to 
cell  increase;  globulin,  a trace;  sugar  reduction, 
normal;  and  spinal  Wassermann  was  negative. 

Repeated  punctures  were  about  the  same  for  the 
next  ten  days'.  The  general  condition  of  the  infant 
improved,  along  with  some  returning  motor  func- 
tion in  the  right  arm  and  chest  muscles.  An  erratic 
temperature  ran  consistently  high,  without  dis- 
turbance to  the  digestion.  In  one  week  the  baby 
came  to  Masonic  Hospital.  Tube  feeding  was  neces- 
sary for  several  days'  more.  Gradual  improvement 
of  the  swallowing  function  enabled  her  to  take  wa- 
ter and  small  amounts  of  milk  at  first.  She  soon 
was  able  to  turn,  elevate  the  right  arm,  lift  the 
head,  and  to  chew  toast.  The  ptosis  left,  but  the 
masklike  appearance  of  the  face  has  continued  to 
some  extent.  Blood  studies  showed  considerable 
anemia.  Persistent,  however,  was  the  mental  foggi- 
ness and  temperature,  for  almost  four  weeks,  when 
the  former  condition  rapidly  improved.  The  daily 
fever  lasted  until  six  weeks  later,  with  excursions 
going  up  to  103 4 for  short  intervals'.  At  no  time 
was  the  digestion  disturbed  by  the  febrile  reactions. 
Consequently,  it  was  thought  that  most  likely  some 
cerebral  edema  was  disturbing  the  heat  mechanism. 

Since  poliomyelitis  rarely  occurs  as  a pure  type, 
I am  inclined  to  class  this  case  as  essentially  a polio- 
bulbar-encephalitis  with  some  spinal  involvement. 
In  this  type  the  spinal  fluid  is'  usually  negative  ex- 
cept for  pressure  and  volume  increase.  These  phe- 
nomena are  consistently  found  in  this  variety  of 
poliomyelitis.  Less  than  4 per  cent  of  the  cases  seen 
in  New  York  last  year  were  of  this  type.. 

This  child  was  last  seen  at  the  office,  about  the 
middle  of  September,  when  she  was  quite  normal, 
walking,  talking,  and  so  forth;  but  she  seemed  a 
little  weak.  The  face  alone  appeared  to  have  failed 
to  recover  its  full  function,  and  the  trace  of  the 
mask  was  quite  noticeable;  i.e. — the  normal  creas- 
es and  folds  of  the  skin  still  failed  to  develop  prop- 
erly while  smiling,  eating,  and  so  on. 


GRANULOPENIA: 

Report  of  Case  Following  Injection  of 
Gold  and  Sodium  Thiosulphate. 

E.  W.  RHEINHEIMER,  M.  D„ 

LESLIE  M.  SMITH,  M.  D. 

El  Paso,  Texas. 

Granulopenia,  the  subject  of  numerous  reports  in 
the  literature,  has  been  divided  by  Piersol  and  Stein- 
field1  into:  (1)  primary  granulopenia,  which  may  be 
either  (a)  acute  or  (b)  chronic  or  recurrent;  and 
(2)  secondary  granulopenia.  Secondary  granulope- 


nia may  be  due  to  infections,  radiation,  sepsis,  cer- 
tain blood  diseases,  or  chemical  poisons. 

Benzol  is  known  to  cause  granulopenia,  and  this 
action  is  taken  advantage  of  in  the  treatment  of 
myelogenous  leukemia.  Occasionally  the  toxic  effect 
of  arsenic  is  manifested  by  a similar  blood  picture. 
McCarthy  and  Wilson"  have  summarized  the  cases  of 
blood  dyscrasias  reported  following  the  use  of  drugs 
of  the  arsphenamine  series.  Twelve  of  these  cases 
were  classified  in  the  granulopenic  group,  and  four 
of  them  terminated  fatally. 

Toxic  reactions  due  to  gold  are  not  rare.3  The 
symptoms  may  appear  immediately  in  the  form  of 
flushing  and  edema  of  the  face,  nausea  and  vomit- 
ing, tachycardia  and  perspiration.  In  mild  cases 
there  may  be  only  a slight  febrile  reaction,  with  mal- 
aise and  headache.  Occasionally,  a metallic  taste 
is  noticed.  Among  the  features  of  the  delayed  re- 
actions, which  begin  several  hours  after  injection 
of  the  drug,  are  fever,  headache,  nausea,  vomiting, 
prostration,  nephritis,  hepatitis,  stomatitis,  gingiv- 
itis, and  hemorrhagic  enteritis.  The  skin  manifesta- 
tions may  be  erythematous,  scarlatiniform,  papular, 
vesicular,  bullous,  or  hemorrhagic.  A general  exfolia- 
tive dermatitis,  comparable  to  that  following  ars- 
phenamine, may  occur. 

Although  the  acute  disseminated  form  of  lupus 
erythematosus,  which  occasionally  follows  the  use  of 
gold  and  sodium  thiosulphate  for  the  more  indolent 
form  of  the  disease,  is  known  to  be  accompanied  by 
leukopenia,*  we  have  been  unable  to  find  any  report 
in  the  literature  of  granulopenia  following  the  ad- 
ministration of  any  preparation  of  gold. 

We  report  here  a case  of  granulopenia,  the  symp- 
toms of  which  developed  suddenly  a few  hours  after 
a second  injection  of  gold  and  sodium  thiosulphate 
which  was  used  in  the  treatment  of  a chronic  dis- 
coid lupus  erythematosus.  There  is  no  positive  proof 
that  the  gold  was  responsible  for  the  condition,  but 
the  history  is  most  suggestive  of  a causal  relation- 
ship. We  feel  that  the  possibility  of  this  serious  and 
heretofore  unreported  reaction  to  gold  therapy  justi- 
fies the  publication  of  this  case. 

CASE  REPORT 

Mrs.  M.  M.,  aged  58,  white  American  housewife, 
was  first  seen  on  January  23,  1933,  at  which  time 
she  complained  of  “red  spots  on  the  face,”  which  she 
had  noticed  for  six  months. 

The  family  history  was  negative  except  that  her 
mother  had  died  of  tuberculosis. 

The  patient  had  diphtheria  at  the  age  of  ten,  and 
frequent  attacks  of  sore  throat  since,  until  the  past 
ten  years,  when  she  had  been  free  of  this  trouble. 
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Her  past  health  had  been  generally  good,  although 
she  was  never  robust. 

Examination:  Well  developed  and  nourished  wom- 
an apparently  in  good  health.  There  were  three  def- 
inite oval  discs  on  the  face  which  were  of  a viola- 
ceous' hue.  The  hair  follicles  in  the  lesions  were  di- 
lated and  filled  with  hyperkeratotic  plugs.  Tonsils 
were  small,  but  with  adherent  pillars.  There  was 
impaired  resonance  from  the  right  apex  to  the  sec- 
ond rib,  with  bronchovesicular  breath  sounds  and 
few  scattered  crepitant  rales  exaggerated  by  cough- 
ing. Although  there  was'  a negative  personal  his- 
tory, this  was  diagnosed  clinically  as  fibroid  tuber- 
culosis. The  remainder  of  the  physical  examination 
was  negative. 

The  urine  was  normal.  Blood  picture:  R.B.C. 
4,500,000;  W.B.C.  8,000;  neutrophiles  72  per  cent, 
small  lymphocytes  24  per  cent,  large  lymphocytes  3 
per  cent,  eosinophiles  1 per  cent,  Hb.  90. 

On  January  30,  1933,  the  patient  was  given  40 
mg.  gold  and  sodium  thiosulphate  intravenously. 
This  was  well  tolerated.  On  February  6,  a second 
injection  of  similar  dosage  was'  given.  Shortly 
thereafter  she  ate  ice  cream,  in  spite  of  advice  to 
partake  of  no  food  for  several  hours.  An  hour  later 
she  became  nauseated  and  vomited.  During  the  same 
night  she  had  a chill  lasting  two  hours  and  fol- 
lowed by  high  temperature.  The  following  day  a 
generalized  erythematous  rash  appeared,  accom- 
panied by  slight  swelling  of  the  hands  and  feet  but 
no  pain.  She  was  thought  to  have  a gold  reaction, 
and  was  given  sodium  thiosulphate  intravenously. 
This  was  repeated  after  two  days.  By  February  11 
the  rash  had  faded  and  the  temperature  was  nor- 
mal. Early  on  the  morning  of  February  12,  she 
had  a severe  chill  followed  by  high  fever  and  pro- 
fuse sweating.  A deep  erythematous  rash  appeared 
over  the  entire  body.  The  hands,  feet,  and  face  be- 
came swollen.  At  this  time  the  temperature  was 
104°,  pulse  104,  respiration  18;  R.B.C.  4,500,000, 
W.B.C.  3500,  neutrophiles  32  per  cent,  small  lym- 
phocytes 58  per  cent,  large  lymphocytes  10,  nuclear 
index  3. 

The  following  day  the  patient  was  extremely  weak 
and  complained  of  severe  pains'  in  all  the  joints.  The 
tongue,  oral  cavity,  and  pharynx  were  deeply  con- 
gested. The  gums,  inner  surfaces  of  the  cheeks, 
uvula,  and  anterior  pillars  were  covered  with 
patchy,  curdled  milk-like  flakes  resembling  thrush. 
The  temperature  remained  high.  On  this  day  injec- 
tions twice  daily  of  10  cc.  of  nucleotide  K96  were 
started. 

Feb.  14,  1933.  The  white  count  had  dropped  to 
2,000.  Neutrophiles  34  per  cent,  small  lymphocytes 
60  per  cent,  large  lymphocytes  6 per  cent,  nuclear 
index  3.4. 

Feb.  16.  W.B.C.  1,000;  neutrophiles  24  per  cent, 
small  lymphocytes  56  per  cent,  large  lymphocytes 
18  per  cent,  eosinophiles  2 per  cent,  nuclear  index 
2.4.  During  this  period  the  patient  remained  pros- 
trated with  joint  pains  and  high  temperature. 

By  Feb.  18,  the  patient  began  to  show  improve- 
ment. W.B.C.  2900;  neutrophiles  18  per  cent,  small 


lymphocytes'  76  per  cent,  large  lymphocytes  4 per 
cent,  eosinophiles  1 per  cent,  basophiles  1 per  cent. 

Feb.  20.  W.B.C.  3,000;  neutrophiles  50  per  cent, 
small  lymphocytes  48  per  cent,  large  lymphocytes  2 
per  cent,  nuclear  index  8. 

Feb.  24.  W.B.C.  7500;  neutrophiles  60  per  cent, 
large  lymphocytes  1 per  cent,  small  lymphocytes  38 
per  cent,  eosinophiles  1 per  cent,  nuclear  index  9. 
The  oral  cavity  and  nostrils  were  practically  nor- 
mal. 

Feb.  27.  W.B.C.  8400;  neutrophiles  68  per  cent, 
small  lymphocytes  28  per  cent,  large  lymphocytes  2 
per  cent,  eosinophiles  2 per  cent. 

March  2,  1933.  W.B.C.  8,000;  neutrophiles  69  per 
cent,  small  lymphocytes  20  per  cent,  large  lympho- 
cytes 7 per  cent,  eosinophiles  1 per  cent,  basophiles 
1 per  cent. 

March  18.  W.B.C.  8400;  neutrophiles  70  per  cent, 
small  lymphocytes  24  per  cent,  large  lymphocytes  3 
per  cent,  eosinophiles  2 per  cent,  basophiles  1 per 
cent.  Recovery  henceforth  was  uneventful,  and  the 
patient  has  remained  well  to  the  present  time  (April 
24,  1933).  During  the  course  of  the  illness  the 
urine,  blood  culture,  and  Wassermann  were  nega- 
tive. 

COMMENTS 

At  first  thought  this  case  might  appear  to  be  a dis- 
seminated lupus  erythematosus.  However,  the  typi- 
cal blood  picture  and  the  marked  response  to  nucleo- 
tide therapy  classify  it  as  granulopenia.  The  pa- 
tient received  a total  of  16  intramuscular  injections 
of  nucleotide  K96.  Following  the  seventh  injection, 
there  was  a moderate  reaction,  with  nausea,  vomit- 
ing, and  dyspnea.  This  was  controlled  by  atropine. 
Subsequent  injections  were  preceded  by  the  admin- 
istration of  atropine,  and  there  were  no  further  re- 
actions. 

SUMMARY 

A case  of  granulopenia  is  reported  which  followed 
closely  after  a second  injection  of  gold  and  sodium 
thiosulphate  for  chronic  lupus  erythematosus.  No 
other  reports  have  been  found  of  this  type  of  reaction 
to  gold  therapy.  The  condition  responded  to  injec- 
tions of  nucleotide  K96. 
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PUBLIC  HEALTH  NOTES 


J.  ROSSLYN  EARP,  DR.  P.  H. 

Director  New  Mexico  State  Bureau  of  Public  Health 


A SOCIAL  ASPECT  OF  TONSILLECTOMY 

In  the  present  volume  of  Southwestern  Medicine 
on  page  106,  I reported  the  judgment  of  some  Eng- 
lish research  workers  that  diphtheria  bacilli  in  the 
nose  live  "a  saprophytic  existence  on  the  pathologi- 
cal mucus  and  pus.”  The  same  workers  concluded 
that  throat  carriers  of  diphtheria  bacilli  are  regular- 
ly cured  by  removal  of  the  tonsils.  May  this  not  be 
the  case  because  the  bacilli  also  live  a saprophytic  ex- 
istence in  the  mucus  and  pus  to  be  found  in  the 
crypts  of  tonsils? 

Such  a theory  is  supported  by  a recent  experience 
of  the  health  officer  of  Santa  Fe  County.  Twenty- 
six  children  in  a Santa  Fe  school  had  been  exposed  to 
an  ambulant  case  of  diphtheria.  In  taking  swabs 
from  these  children,  Doctor  McIntyre  observed 
three  whose  tonsils  were  in  so  obviously  diseased  a 
condition  that  he  made  a note  of  their  names  for 
follow-up  work  by  the  school  nurse.  When  the  re- 
ports came  back  from  the  state  laboratory,  three  out 
of  the  twenty-six  children  were  positive  carriers. 
Doctor  McIntyre  was  interested  to  note  that  the 
names  on  the  three  positive  reports  were  the  same 
three  names  which  he  had  noted  down  for  follow-up 
work. 

It  would  seem  that  a diseased  tonsil  is  not  only  a 
menace  to  its  owner  but  makes  him  a potential  dan- 
ger to  all  his  friends. 

THE  BRUSH  FOUNDATION 

The  most  instructive  interview  I had  during  a re- 
cent trip  to  the  East  was  with  Dr.  T.  Wingate  Todd, 
professor  of  Anatomy  at  Western  Reserve  and  di- 
rector of  the  Brush  Foundation.  From  a broad  foun- 
dation of  physical  anthropology  and  comparative  an- 
atomy, Doctor  Todd  and  his  associates  have  devel- 
oped new  technics  for  the  study  of  growth  which  are 
of  the  greatest  significance.  There  is  no  space  to  de- 
scribe them  here  but  I would  urge  all  my  readers  who 
are  interested  in  pediatrics  or  in  the  problems  of  ado- 
lescence to  keep  a very  close  watch  over  the  publica- 
tions of  the  Brush  Foundation. 

Incidentally,  the  x-rays  figure  very  prominently 
in  the  early  diagnosis  of  growth  defects  (faulty  nu- 
trition), just  as  they  do  in  early  diagnosis  of  tuber- 
culosis. Before  clinical  symptoms  occur  to  which  a 


physician’s  attention  may  be  directed,  the  parent  ob- 
serves personality  changes  such  as  irritability  and  lack 
of  muscular  coordination.  But  Doctor  Todd  can  fore- 
cast even  this  stage  by  his  studies  of  x-ray  pictures 
of  the  short  bones  of  the  hand. 

He  believes  adequate  calcium  intake  to  be  very  im- 
portant, but,  if  I understood  him  properly,  he  con- 
siders an  adequate  supply  of  vitamins  A and  B to  be 
more  important  still.  Even  a normally  adequate  cal- 
cium diet  may  become  inadequate  if  the  absorptive 
surfaces  are  damaged  through  vitamin  deficiency. 

ALLERGY 

The  following  story  is  told  by  Dr.  Anson  B.  Ingels 
of  Grant,  New  Mexico.  His  letter  is  dated  April  1, 
but  we  feel  sure  he  would  not  take  advantage  of 
the  date: 

"A  family  of  three  adults — one  being  a boarder 
and  not  of  the  immediate  family — and  three  chil- 
dren of  13,  11,  and  4,  respectively,  wherein  the  fath- 
er and  mother  and  the  child  of  13  are  positive  pul- 
monary tuberculars,  ate  beef  from  a freshly  killed 
animal  that  was  suspected  of  being  tubercular  and 
the  positive  tuberculars  in  the  family  reacted  first 
with  an  urticarial  rash  and  later  with  skin  spots  sug- 
gestive of  an  old  tuberculin  reaction,  which  persisted 
for  about  three  days  after  they  had  stopped  eating 
the  suspected  beef. 

"There  was  no  reaction  of  any  character  in  the 
adult  boarder  (a  non-tubercular)  nor  the  two 
younger  children  who  give  a negative  tuberculin  re- 
action.” 

I am  not  sure  whether  this  observation  should  be 
used  to  develop  a test  for  dead  cattle  or  an  enteral 
alternative  to  the  tuberculin  test  in  man.  But  it  is 
certainly  of  interest. 


THE  MEDICAL  CLINICS  OF  NORTH  AMER- 
ICA. (Issued  serially,  one  number  every  other 
month)  Volume  16,  No.  6.  (Mayo  Clinic  Number — 
May,  1933).  INDEX  NUMBER.  Octavo  of  239 
pages  with  28  illustrations.  Per  Clinic  year,,  July 
1932  to  May  1933.  Paper,  $12.00;  Cloth,  $16.00  net. 
Philadelphia  and  London:  W.  B.  Saunders  Com- 
pany, 1933. 

This  is  the  ever  popular  Mayo  Clinic  Number  of 
the  Medical  Clinics,  with  its  wide  range  of  interest- 
ing subjects.  Among  those  which  the  reviewer  found 
especially  interesting  and  timely  were  the  articles' 
on  diabetic  acidosis  and  coma;  colitis  and  so-called 
colitis;  indican  in  the  blood  as  a test  of  renal  func- 
tion; mediastinitis;  peptic  ulcer  syndrome  without 
ulcer;  foreign  bodies  in  air  and  food  passages. 

W.  W.  W. 
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COMING  EVENTS  CAST  THEIR 
SHADOWS. 


Under  the  heading  '"Balancing  the  Budget  by  In- 
creasing the  Saloons”  the  Paris  (France)  corre- 
spondent of  the  Journal  of  the  American  Medical 
Association  writes  as  follows  in  the  July  8 th  issue 
of  that  magazine: 

“The  draft  of  the  national  budget  as  presented  to 
parliament  contains  an  item  that  has  aroused  the  in- 
dignation of  all  hygienists.  Some  means  must  be 
found  to  balance  the  national  budget,  which  shows  a 
deficit  of  3,000,000,000  francs  (§144,000,000) . The 
members  of  the  chamber  of  deputies  have  not  the 
courage  to  reduce  expenses  by  lowering  the  salaries 
of  countless  clerks  and  petty  officials;  by  the  reduc- 
tion of  pensions,  which  have  reached  an  enormous 
height;  by  eliminating  the  waste  represented  by  so- 
cial insurance — all  of  them  expenditures  that  were 
launched  during  the  period  of  prosperity  and  from 
which  the  beneficiaries  will  not  permit  reductions. 
It  appears  that  the  sole  interest  of  the  deputy  is  the 
promotion  of  his  reelection,  even  though  that  is  ac- 
complished at  the  expense  of  the  general  welfare. 
Already  the  appropriation  granted  to  the  ministry 
of  public  health  has  been  greatly  reduced.  But  a 
more  serious  menace  threatens  the  public  health. 
In  order  to  provide  new  revenues,  the  government 
has  suggested  measures  designed  to  increase  the 
annual  income  without  raising  too  strong  protests. 
One  measure  proposed  is  the  licensing  of  2,000  new 
places  for  the  dispensing  of  alcoholic,  beverages.  The 
number  of  such  places  in  France  is  already  large. 
To  this  and  to  the  scandalous  privilege  enjoyed  by 
grape  growers  of  retaining  every  year,  for  their  own 
use  and  without  payment  of  dues,  ‘twenty  liters  of 
alcohol,’  is  due  the  maintenance  of  alcoholism  in 
France  in  excess  of  any  other  European  nation. 
Sweden  and  Switzerland,  which  formerly  headed 
the  nations  consuming  alcoholic  beverages',  have 
rapidly  dropped  below  France  by  simply  restricting 
the  number  of  cabarets.  This  was  brought  about  in 
Sweden  by  the  introduction  of  the  famous  Gothen- 
burg system.  It  has  never  been  possible  to  effect 
the  adoption  of  the  system  in  France  by  reason  of 
the  tyrannical  influence  on  the  members  of  parlia- 
ment of  the  powerful  syndicates  controlling  the  sale 
cf  a’coholic  beverages.  In  some  villages  in  the  North 
one  finds  a place  for  dispensing  alcoholic  beverages 
for  every  five  houses.  In  the  new  budget,  which  pro 
vides  for  2,000  new  dispensing  places,  the  govern- 


ment plans  to  increase  its  revenue  by  about  2,000,- 
000  francs  (about  $100,00).  But  the  hygienists  say 
that  the  increase  in  places  dispensing  alcohol  will 
increase  the  number  of  persons  affected  with  dis- 
eases of  the  liver,  kidneys  and  brain,  and  also  the 
number  of  degenerate  and  tuberculous  children  for 
whom  the  state  would  have  to  care  in  the  hospitals, 
asylums  and  sanatoriums,  at  an  expense  twenty 
times  greater  than  the  additional  income  the  gov- 
ernment hopes  to  secure.  In  the  senate,  Justin 
Godart,  formerly  minister  of  public  health,  vigor- 
ously protested  against  the  proposal,  presenting 
arguments'  in  the  interest  of  the  public  health.  He 
showed  that  all  nations  are  fighting  alcoholism  and 
that  France,  the  country  most  affected  by  this  type 
of  degeneration,  is  taking  action  which  will  make 
present  conditions  worse.  The  senate  and  the  cham- 
ber of  deputies  nevertheless  adopted  the  plan.  The 
protests  of  the  hygienists  and  of  the  Federation  des 
syndicats  medicaux  du  departement  de  la  Seine 
could  be  presented  only  in  the  medical  journals  and 
in  the  large  reviews'.  The  daily  press,  being  more 
or  less  in  league  with  the  dealers,  owing  to  im- 
portant advertising  contracts,  did  not  take  notice  of 
the  event.” 

In  the  present  temper  of  the  American  politico- 
economist,  he  will  learn  no  lesson  from  this..  That 
temper  is  probably  best  illustrated  by  the  attitude  of 
the  national  leaders  toward  science  in  general,  as 
shown  by  their  drastic  reductions  in  all  govern- 
mental agencies  dealing  with  scientific  research  or 
study.  These  drastic  reductions  in  the  appropriations 
for  the  Bureau  of  Standards,  the  U.  S.  Public  Health 
Service.,  and  other  governmental  departments  deal- 
ing with  applications  of  scientific  discoveries,  as 
compared  with  the  enormous  appropriations  for  oth- 
er purposes,  are  very  significant.  The  appropriations 
which  have  been  made  for  scientific  departments  are 
mainly  for  buildings,  aiming  to  give  employment  to 
laborers,  wrhile  throwing  out  of  employment  thou- 
sands of  chemists,  physicists,  geologists,  physicians, 
and  research  workers  in  various  lines.  Tbe  exaltation 
of  brawn  at  the  expense  of  brains  is  an  attitude  of 
the  present  national  government  which  should  give 
all  scientists  cause  to  think. 
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HARRY  T.  SOUTHWORTH 

The  sudden  death  of  Dr.  Harry  Thomas  South- 
worth,  of  Prescott,  Ariz.,  will  be  mourned  through- 
out the  southwest.  Always  a staunch  supporter  of 
the  highest  ideals  of  medicine,  and  an  active  worker 
in  medical  organizations,  he  was  among  the  leaders 
of  his  profession  in  Arizona.  Death  occurred  during 
the  night  of  July  16,  from  some  cardiac  lesion. 

He  was  still  in  the  prime  of  life  at  the  age  of  57, 
having  been  born  in  Ohio  in  1876.  He  graduated 
from  the  Chicago  Medical  College  in  1901,  and  lo- 
cated in  Prescott  in  1903,  where  he  practiced  con- 
tinuously until  his  death,  except  for  two  years’  serv- 
ice as  maior  in  the  army  medical  corps  during  the 
World  War. 

Dr.  Southworth  had  served  in  almost  every  place 
of  trust  and  responsibility  in  medical  organizations 
in  Arizona,  including  presidency  of  the  Arizona 
State  Medical  Association  in  1923.  The  following 
resolutions  by  The  Yavapai  County  Medical  Society 
express  the  sentiment  of  the  profession  of  the  state 
and  the  entire  southwest: 

WHEREAS:  God  in  his  inscrutable  wisdom  has 
seen  fit  to  call  to  a higher  sphere  of  usefulness, 
Doctor  Harry  Thomas  Southworth  of  Prescott,  Ari- 
zona, and 

WHEREAS:  He  was  a charter  member  and  for- 
mer president  of  this  Society;  a member  and  for- 
mer president  of  the  Arizona  State  Medical  Asso- 
ciation; for  many  years  City  Health  Officer  of  Pres- 
cott and  a charter  member  and  former  president  of 
the  Arizona  Public  Health  Association;  a Fellow 
of  the  American  Medical  Association;  a Fellow  of 
the  American  College  of  Surgeons,  and 

WHEREAS:  He  was  a skillful  surgeon  and 
capable  nhvsician,  and 

WHEREAS:  By  his  kindly  nature,  courtly  man- 
ners, strict  integrity,  and  high  professional  attain- 
ments, he  has  won  the  admiration,  respect  and 
friendship  of  his  professional  confreres  throughout 
the  whole  state,  and 

WHEREAS,  His  winning  manner,  sterling  char- 
acter and  unfailing  kindness  have  won  to  him  a 
host  of  friends  in  all  parts  of  the  state, 

THEREFORE,  BE  IT  RESOLVED:  That  in  the 
death  of  Doctor  Southworth  this  Society  has  lost 
an  active  and  useful  member,  the  medical  profes- 
sion a gentlemanly,  scholarly  and  successful  physi- 
cian. and  the  state  a loval,  public-spirited  citizen, 

AND,  BE  IT  FURTHER  RESOLVED:  That  the 
Secretary  be  instructed  to  spread  these  resolutions 
on  the  minutes  of  this  Society,  and  a copy  be  sent 
to  the  relatives  of  the  deceased  and  copies  furnish- 
ed the  daily  press,  Southwestern  Medicine  and  the 
Journal  of  the  American  Medical  Association. 


ROBERT  W.  CRAIG 

The  death  of  Doctor  Robert  W.  Craig,  of  Phoe- 
nix, Ariz.,  removed  from  the  scene  one  of  the  col- 
orful figures  in  the  practice  of  medicine  in  that 
state.  He  was  born  in  1871,  graduated  from  Rush 
Medical  College  in  1895,  and  after  serving  as  assist- 
ant to  Dr.  John  B.  Murphy  of  Chicago  for  a year 
or  two,  located  in  Phoenix  about  1898.  During 
thirty  years’  practice  in  Phoenix,  Dr.  Craig  amassed 
considerable  property,  and  retired  from  active  pro- 
fessional work  about  four  years  ago.  He  resumed 
practice  several  months  before  his  death.  At  differ- 
ent times  he  had  associated  with  him  in  practice  some 
of  the  prominent  men  still  practicing  in  Phoenix, 
including  Drs.  Louis  Dysart,  Kimball  Bannister  and 
S.  I.  Bloomhardt.  Dr.  Bloomhardt  was  married  to 
Dr.  Craig’s  only  daughter  several  years  ago. 

He  was  taken  suddenly  ill  at  his  mountain  home 
near  Payson,  was  brought  to  Phoenix  by  airplane, 
and  died  after  several  days  with  acute  nephritis. 
Death  occurred  on  July  12th. 


IGNATZ  D.  LOEWY 

Dr.  Ignatz  D.  Loewy,  of  the  United  States  Vet- 
erans’ Hospital  at  Whipple,  Ariz.,  died  in  that  insti- 
tution on  April  10th,  of  tuberculosis  of  the  lungs 
and  tumor  of  the  brain.  Dr.  Loewy  was  53  years 
old,  graduated  from  Jefferson  Medical  College  in 
1903,  and  had  been  on  the  staff  of  the  Veterans’ 
Hospital  at  Whipple  for  several  years.  He  was  a fre- 
quent visitor  and  contributor  to  the  Association 
meetings  in  Arizona  and  affiliated  as  an  honorary 
member  with  the  Yavapai  County  Medical  Society. 


JOHN  D.  MAULDIN 

Dr.  John  D.  Mauldin,  formerly  located  in  Phoenix, 
Ariz.,  and  one  time  County  Health  Officer  of  Mari- 
copa County,  died  in  Gainesville,  Ga.,  on  June  6th 
of  cardiorenal  vascular  disease.  He  was  a graduate 
of  the  University  of  Georgia  Medical  Department  in 
1901,  served  in  the  medical  corps  during  the  World 
War.  He  was  a member  of  the  Maricopa  County 
Medical  Society  and  the  Arizona  State  Medical  As- 
sociation. He  moved  from  Phoenix  about  a year  ago, 
returning  to  his  home  in  Georgia. 
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EUGENE  M.  FISHER 

(Roswell,  N.  M.) 

Through  oversight,  we  have  failed  to  record  the 
death  cf  Dr.  Eugene  M.  Fisher,  of  Roswell,  N.  M., 
which  occurred  on  January  28  th,  of  acute  nephritis. 
Dr.  Fisher  was  5 8 years  old  at  the  time  of  his  death, 
graduate  of  the  Fort  Worth  School  of  Medicine,  class 
of  1 898.  He  had  practiced  in  Roswell  since  1903, 
was  a member  of  the  Chaves  County  Medical  Soci- 
ety, the  New  Mexico  State  Medical  Society  and  a 
Fellow  cf  the  American  Medical  Association. 


ALFRED  H.  VOGT 

(Albuquerque,  N.  M.) 

Dr.  Alfred  Herbert  Vogt,  of  Albuquerque,  N.  M., 
a member  of  the  Bernalillo  County  Medical  Society 
and  the  New  Mexico  State  Medical  Society,  was 
found  dead  in  bed,  on  April  first,  of  heart  disease. 
Dr.  Vogt  was  41  years  old,  graduate  of  the  Univer- 
sity of  Buffalo  School  of  Medicine  in  1916.  He 
was  associated  with  the  United  States  Veterans’  Bu- 
reau, and  had  been  located  in  Albuquerque  since 
1919. 


STAFF  MEETING 

City  County  Hospital  (El  Paso) 

April  19,  1933 

CASE  DISCUSSION — Dr.  Morrison:  We  have 

here  an  interesting  case  of  mediastinal  tumor,  the 
exact  nature  of  which  we  do  not  know.  The  patient 
is  a Negro,  male,  age  61.  Chief  complaint:  Cough 
and  difficulty  in  breathing. 

Present  illness:  Elis  present  illness  dates  from 

three  months  previous  to  admission,  when  following 
fall  he  had  some  dyspnea  lasting  for  about  fifteen 
minutes.  Since  that  time  has  had  attacks  of  dysp- 
nea increasing  in  severity  and  occurring  frequently 
at  night.  Attacks  are  brought  on  during  day  by  ex- 
ertion. Has  noticed  swelling  of  face  but  not  of  feet 
and  ankles,  legs  or  hands.  An  unproductive  cough 
since  beginning  of  illness.  Saturate  solution  K.  I. 
was  given  at  Clinic  for  six  weeks  prior  to  admis- 
sion, without  improvement.  It  was  discontinued  be- 
cause of  appearance  of  dermati  is.  The  patient  lost 
30  pounds  weight  in  the  past  three  months. 

Past  history:  Chancre  of  penis  forty  years  ago. 

Examination : Examination  on  admission  re- 

vealed very  little  except  dyspnea,  cyanosis,  weak- 
ness, and  evidence  of  a recent  loss  of  weight.  There 
was  marked  distention  and  tortuosity  of  superficial 
veins  of  chest  and  upper  abdomen.  Lungs:  Breath 
sounds  were  suppressed,  but  vesicular  in  character 
- — no  rales,  no  impairment  of  resonance.  Heart: 
Negative — no  enlargement,  no  murmurs  or  thrills 
— rate  and  rhythm  regular.  Blood  pressure  120/74 
(approximately  the  same  in  both  arms). 


Laboratory  Reports:  Blood  Count:  Hb.  90  per 
cent;  white  cells  19,800:  polys  90  per  cent;  small 
lymphcs  7 per  cent  • monocytes  3 per  cent. 

Blood:  Kahn  4 plus. 

The  patient  was  in  hospital  three  days.  Rest 
relieved  his  dyspnea  to  some  extent,  and  he  left 
hospital  against  advice  of  physician.  His  tempera- 
ture chart  shows  that  only  twice  during  his  stay  in 
hospital  did  his  temperature  run  above  normal: 
once  99.4°  and  once  98. R*.  Piilse  varied  from 
80/rnin.  to  100/min. 

X-ray  of  chest  revealed  a mediastinal  tumor  begin- 
ning to  invade  the  hilus  of  right  lung.  The  ques- 
tion arose  as  to  the  nature  of  this  tumor,  the  most 
likely  possibilities  being:  aneurysm,  gumma,  neo- 
plasm. 

In  favor  of  aneurysm  is  his  race,  age,  luetic  his- 
tory and  4 plus  Kahn.  Against  aneurysm  is  the  ab- 
sence of  any  clinical  evidence  of  this  condition,  and 
the  character  of  the  tumor  as  seen  under  the  fluoro- 
scope  and  x-ray  plate.  The  tumor  is  not  clear-cut 
enough  for  aneurysm — the  margin  is  hazy  and  in- 
filtrating the  lung  hilus. 

From  the  appearance  of  the  tumor  it  might  well 
be  a gumma.  However,  the  sudden  onset,  rapid  de- 
velopment, great  loss  in  weight  and  blood  count  do 
not  fit  in  with  a diagnosis  of  gumma.  This  patient 
also  had  six  weeks’  treatment  with  K.  I.  with  no 
improvement  in  symptoms.  The  rapid  development, 
weakness,  loss  in  weight,  and  infiltrating  appear- 
ance of  tumor  would  speak  for  malignancy,  but  we 
have  a normal  hemoglobin  and  no  evidence  of  in- 
volvement of  supraclavicular  glands,  which  we 
would  expect  with  a malignant  growth  of  this  size. 

I know  of  no  way  of  arriving  at  a definite  diag- 
nosis except  by  trying  out  intensive  antiluetic  ther- 
apy. If  this  failed  to  reduce  the  size  of  the  tumor 
then  possibly  deep  x-ray  therapy  would  be  indicat- 
ed. In  the  presence  of  a tumor  of  the  lymphosar- 
coma or  malignant  lymphoma  type,  this  should  re- 
sult in  very  definite  improvement. 

This  patient  has  promised  to  return  for  observva- 
tion.  It  is'  hoped  that  he  will  do  this  and  that  a cor- 
rect diagnosis  may  be  made. 

Dr.  Werley:  Did  be  have  much  pain? 

Dr.  Morrison:  No  pain  at  all,  except  when  he 

came  in;  at  that  time  he  had  some  pain  in  his  right 
arm.  He  had  no  pain  while  he  was  in  the  hospital; 
his  only  complaint  was  respiratory  distress  and  a 
dry,  unproductive  cough. 

Dr.  Awe:  Did  he  have  any  enlarged  glands? 

Dr.  Morrison:  He  had  no  enlarged  glands  any- 

where. 

Dr.  Werley:  There  was  no  evidence  of  any  ero- 
sion of  those  vertebrae  back  there,  is  there?  (Ref- 
erring to  x-ray  plate.) 

Dr.  Morrison : There  seems  to  be  very  little  space 
between  tumor  and  vertebrae,  but  no  evidence  of 
any  erosion,  and  there  was  no  pain,  as  you  would 
expect  with  erosion. 

Dr.  Gallagher:  What  appears  to  be  infiltration 

there  might  be  an  old  hilar  tuberculosis',  might  it 
not? 
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Dr.  Morrison : It  might  be.  We  have  no  history 
of  any  pulmonary  symptoms,  before  onset  of  pres- 
ent illness,  and  we  have  a definite  tumor  mass. 

Dr.  Ralph  Homan:  I think  the  findings  in  the 
chest  on  physical  examination  would  to  a certain  ex- 
tent rule  out  carcinoma  of  the  bronchus.  If  it  is  a 
sarcoma,  the  chances  are  100  to  1 that  it  is  of  the 
mediastinum,  and  there  would  then  have  been  a low- 
er hemoglobin.  I believe  that  the  rough  outline  that 
we  can  see  in  this  picture  is  more  likely  an  old 
bronchiectasis  that  you  can  see  on  the  other  side 
also.  If  there  is  a tumor  there,  I think  it  arises  in 
the  mediastinal  glands  rather  than  in  the  lung 
tissue  or  the  bronchial  mucosa  . 

May  17,  1933 

The  case  of  mediastinal  tumor  presented  at  the 
last  staff  meeting  re-entered  the  hospital  March  22, 
1933.  Dyspnea,  cough,  loss  of  weight,  more  pro- 
nounced. Anti-luetic  therapy  was  instituted  but 
condition  of  patient  became  progressively  wmrse, 
signs  of  fluid  in  right  chest  developed.  X-ray  of 
chest  at  this  time  revealed  a marked  increase  in 
the  size  of  the  tumor  with  evidence  of  fluid  in  right 
pleural  cavity.  Patient  died  May  16,  1933.  Diagno- 
sis: Malignant  tumor  of  mediastinum  infiltrating 
hilus  right  lung. 

Dr.  Waits  showed  some  x-ray  pictures  on  the 
case. 

Dr.  Waite:  This  was  a good-sized  colored  man, 
with  some  swelling  of  the  head  on  the  right  side. 
He  was  said  to  have  had  some  nervous  and  mental 


symptoms  before  he  died,  but  there  was  nothing  lo- 
calizing, and  we  did  not  examine  the  brain  at 
autopsy.  There  was  nothing  found  at  autopsy  ex- 
cept one  small  metastasis  in  the  lower  margin  of 
the  liver.  The  right  chest  -was  full  of  clear  fluid. 
The  lung  was  collapsed.  The  left  lung  was  volum- 
inous and  larger  than  we  usually  see,  and  we  took 
it  all  out  in  one  piece  and  have  it  here  to  show  you. 
He  had  a markedly  contracted  lung  surrounding  a 
big  solid  mass,  and  wTien  it  was  sectioned  it  was  a 
dense  white  mass  including  the  bronchus  to  this 
lung.  We  thought  possibly  this  man  had  syphilis 
and  an  aneurysm.  The  heart  and  aorta  were  both 
normal,  no  sign  of  any  involvement  of  the  aorta  or 
valves.  There  was  no  evidence  grossly  of  syphilis. 
We  have  a definite  tumor  originating  around  the 
right  bronchus,  very  dense.  Microscopic  examina- 
tion of  this  tumor  shows  a definite  adenocarcinoma 
with  a tendency  to  secrete  or  form  little  cysts,  so  wTe 
have  a carcinoma  of  the  glands  of  the  bronchi  with 
a tendency  to  secrete  mucus. 

Copy  of  Dr.  Waite’s  autopsy  report,  May  16, 
1933: 

Body  is  that  of  a good-sized  colored  man.  No  ex- 
ternal marks  of  violence.  The  right  chest  is  some- 
what contracted.  There  seems  to  be  some  bulging 
over  the  right  side  of  the  head.  On  section  there  is 
nothing  of  especial  significance  in  the  abdomen  ex- 
cept for  a small  nodule  in  the  midline  of  the  liver 
at  the  lowrer  margin.  On  opening  the  chest,  the  right 
side  is  full  of  straw-co’ored  fluid.  The  lung  is  col- 


Why  Advertising  Pays 

The  official  State  Medical  Journal  is  read  by  physicians  in  active 
practice.  They  are  the  doctors  who  buy  products  and  prescribe  them 
for  their  patients. 

The  State  Medical  Joiirnal  is  jointly  owned  by  its  readers.  They  have 
a personal  interest  in  patronizing  their  own  advertisers. 

The  Journal  intensively  covers  its  own  field.  It  is  believed  to  have 
more  paid  circulation  there  than  any  five  Journals  of  general  circula- 
tion. 

It  confines  its  circulation  to  a limited  field.  Its  editorials  and  news 
pertain  to  that  territory.  It  is  full  of  reader  interest. 

All  advertising  is  carefully  edited.  Questionable  advertising  is  ex- 
cluded. Readers  know  the  advertising  pages  are  truthworthy.  Ethical 
advertisers  are  solicited. 


2 46 


SOUTHWESTERN  MEDICINE 


lapsed.  On  the  left  side  it  is  free  of  fluid.  The  lung 
is  voluminous  and  somewhat  bound  down  with  adhe- 
sions. The  heart  and  lung  are  removed  in  one 
piece.  The  right  lung  is  markedly  contracted,  and 
there  is  a dense  growth  about  the  hilum,  extending 
into  the  lung  substance.  On  section  there  is  a dense 
mass'  of  pale  grayish  tissue  involving  the  hilum  and 
mediastinum,  with  a large  projection  encroaching 
on  the  main  bronchus,  practically  occluding  it.  The 
left  lung  is  air-containing  and  in  good  condition. 
There  is  considerable  thick  grayish-yellow  pus  ex- 
uding from  the  bronchi  to  the  right  lung  following 
section. 

Gross  Diagnosis:  Carcinoma  of  the  right  bron- 
chus. Contraction  of  the  right  lung.  Purulent  bron- 
chitis on  the  right  side.  Hydronephrosis,  left  kid- 
ney. (Left  kidney  on  section  showed  distended 
pelvis  and  calices.) 

May  18,  1933.  Gross  examination  of  the  heart  and 
aorta  shows  a slight  degree  of  sclerosis  of  the 
aorta.  Heart  and  valves  in  perfect  condition.  No 
evidence  of  aneurysm. 

Microscopic  examination  of  the  nodule  in  the  liver 
shows  a new  growth  made  up  of  epithelial  cells  in 
a definite  glandular  arrangement,  and  in  places 
there  is  apparently  some  secretion  forming  small 
cysts. 

Diagnosis : Adenocarcinoma,  bronchus. 

May  20,  1933:  Examination  of  the  heart  shows  a 
nodule  projecting  from  the  growth  into  the  right 
auricle. 


GOOD  SAMARITAN  HOSPITAL 

Phoenix,  Arizona. 


RESUME  OF  OBSTETRICAL  CASES  DURING 
1931-1932 

F.  C.  JORDAN,  M.  D. 

There  were  450  deliveries  at  the  Good  Samaritan 
Hospital  during  1931.  These  may  be  classified  as 


follows : 

Spontaneous  deliveries  370 

1.  Cephalic  presentations  352 

2.  Breech  presentations  18 


370 

Forceps  deliveries  01 

Cesarean  sections  10 

Monstrosities  3 


450 

There  were  sixteen  stillborn.  Six  babies  died 
within  one  hour,  and  there  were  three  maternal 
deaths.  One  mother  died  of  epilepsy,  one  of  eclamp- 
tic toxemia,  and  one  of  ruptured  lower  uterine  seg- 
ment with  massive  hemorrhage. 

The  records  as  a whole  were  more  complete  than 
those  of  the  preceding  year.  Pelvic  measurements 
were  charted  in  less  than  50  per  cent  of  the  cases. 
The  indications  for  cesarean  section  were  apparent- 
ly insufficient  in  some  of  the  cases.  The  most  com- 
mon fault  was  the  failure  of  the  physician  to  write 
each  diagnosis,  procedure,  and  complication  on  the 


admission  sheet.  If  this  were  done  our  historian 
could  properly  classify  the  charts  and  they  would 
be  of  value  for  statistical  purposes. 


M.  C.  FLOHR,  M.  D. 

During  the  year  1932  there  were  367  deliveries  in 
the  hospital.  This  is  a decrease  of  83  deliveries  from 
the  previous  year.  As  we  all  know,  during  these 
times  of  financial  stress,  there  have  been  more  de- 
liveries' in  the  home  than  there  have  been  for  some 
few  years.  For  this  reason  our  statistics  of  opera- 
tive obstetrics  may  seem  to  be  a bit  high.  I have 
been  unable  to  obtain  the  figures  for  1931  but  have 
those  for  this  year.  There  were  1880  deliveries  in 
the  city  of  Phoenix;  of  these,  757  were  in  the  hos- 
pitals. 

In  this  hospital  there  were  280  normal  cases  and 
87  abnormal  cases,  including  under  cesareans,  for- 
ceps, and  breeches.  There  were  30  cesareans,  an  in- 
cidence of  8.2  per  cent.  According  to  Cook  of  Gal- 
veston, the  incidence  rarely  exceeds  3 per  cent. 
This  apparently  high  incidence  is,  I believe,  evi- 
dence of  the  fact  that  most  of  the  normal  cases  are 
being  delivered  at  home  and  only  those  that  were 
anticipating  trouble  enter  the  hospital. 

Forceps — There  were  39  cases,  an  incidence  of 
10.6  per  cent.  According  to  Plass,  this  is  low.  His 
figures  are  12.2  per  cent  for  the  entire  state  of 
Iowa,  with  24  per  cent  in  the  hospital  and  8 per 
cent  in  the  home. 

Breeches — There  were  18,  an  incidence  of  4.9 
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per  cent.  This  is  a bit  high.  Studdiford  gives  the 
incidence  of  breech  presentation  as  approximately 
3 per  cent.  However,  in  the  group  here  we  must 
include  two  sets  of  twins — of  the  four  babies  three 
of  them  being  breeches — and  two  seven-and-a-half- 
month,  dead,  macerated  fetuses.  There  were  two 
versions  during  the  year. 

Of  the  minor  obstetrical  operations  there  were 
quite  a few,  and  I believe  a brief  review  of  them 
would  be  of  interest.  They  were  as'  follows: 


Episiotomies  96 

Perineal  tears 

1st  degree  63 

2nd  ” 29 

3rd  " . 1 

(Perineorrhaphies  24) 

(Perineorrhaphy  and  hemorrhoidectomy..  1) 
(Trachelorrhaphy  1) 


Among  the  obstetrical  complications  which  could 


be  determined  by  a brief  perusal  of  the  charts  were 


as  follows: 

Hemorrhage  3 

Eclampsia  5 

Placenta  previa  3 

Abruptio  placenta  1 

Precipitate  delivery  3 


The  number  of  hemorrhages'  noted  appears  to  be 
rather  small.  This  is  due  to  the  fact  that  the  doctors 
have  still  not  learned  to  make  all  the  necessary  no- 
tations, especially  on  the  front  sheet,  where  space 
is  provided  for  each  diagnosis. 

The  mortality  rate  was'  very  gratifying.  No  moth- 
ers died  during  the  year.  There  were,  however,  nine 
babies  which  died  within  the  first  24  hours  or  were 
still-born.  Two  of  these  were  apparently  difficult 
breech  cases.  Two  were  extremely  difficult  forceps 
deliveries,  where  apparently  everything  had  been 
done  that  was  possible.  For  instance,  one  was  a 9 
pound,  6 ounce  baby  in  a generally  contracted  pel- 
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vis  on  which  a forceps  delivery  had  been  attempted 
in  Gila  Bend  before  being  sent  to  the  hospital  in 
Phoenix.  These  four  charts  were  very  well  and 
completely  written  up.  In  explanation  of  the  other 
:ive:  two  were  four-pound  twins  with  a diagnosis 
of  hydramnion;  the  other  three  were  premature 
babies  and,  in  spite  of  everything  that  was  done, 
they  were  just  too  small  to  be  saved. 

Morbidity.  The  figures  are  rather  surprising.  In 
going  over  the  charts  I used  as  a criterion  the  old 
British  Standard  of  puerperal  infection,  which  was' 
as  follows:  A patient  whose  temperature  reaches 
100°  at  any  time  is  considered  as  a morbid  case,  or 
one  of  puerperal  infection.  I made  no  effort  to  dis- 
tinguish between  the  long-drawn-out  infected  cases 
and  those  in  which  the  temperature  reached  this 
mark  only  once.  However,  in  passing,  I may  state 
that  the  apparently  sevei'ely  infected  cases,  as  indi- 
cated by  a temperature  over  a period  of  five  to  ten 
days,  were  very  scarce.  Of  the  280  normal  cases, 
110,  or  39  per  cent,  were  morbid.  Of  the  87  oper- 
ative cases,  35,  or  40  per  cent,  were  infected. 

Now  a brief  resume  of  the  spontaneous  cases', 
cesareans,  forceps,  and  breeches. 

SPONTANEOUS  CASES— 280 


Morbidity  110 

Eclampsia 3 

Voorheis  bag 2 

Polyhydramnios 2 

Placenta  praevia 2 

Dead  babies 7 


CESAREANS— 30 

Classical 13 

Low  cervical 17 

Test  of  labor  (c) 3 

” ” ” (1.  c.)  6 

Indications: 

Previous  cesarean  9 

Contracted  pelvis  8 

Large  baby  4 

4 hours  of  pains 

(without  progress)  4 

Elderly  primipara  3 

Previous  severe  dystocia 2 

Eclampsia  2 

Placenta  praevia 1 

Polyphydramnios 

(with  previous  dystocia) 1 


Of  course,  many  of  these  cases  had  several  of 
these  indications  listed.  In  looking  over  the  charts, 
I noticed  that  there  were  ten  of  them  which  had  no 
measurements  of  the  pelvis  noted.  Among  these  ten 
were  two  in  which  the  diagnosis  of  contracted  pel- 
vis was  given  as  the  indication  for  the  operation. 
In  four  cases  there  were  no  consultations'.  On  four 
of  the  charts  there  was  no  notation  as  to  why  the 
operation  was  performed. 

BREECHES— 18 


Versions  2 

Morbidity 5,  or  27  per  cent 

Deaths  2,  or  11  per  cent 
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FORCEPS— 39 

High 2 

Mid 20 

Low IV 

Manual  rotations 6 

Morbidity 12,  or  30  per  cent 

Dead  babies 2 

Indications : 

No  progress'  1 hr.  (2d  stage) 18 

Small  pelvis  (meas.) 16 

F.  H.  T.  distressed  12 

Pt.  uncooperative  10 

Large  baby  8 

Funnel  pelvis  3 

Congenital  heart  disease  2 

To  protect  old  perineal  scar  2 


Now  there  is  an  additional  and  very  interesting 
group  of  15  in  which  nothing  whatsoever  is  noted 
on  the  chart  as'  an  indication  for  forceps  delivery. 
On  most  of  them  the  notation  has  been  made  “for- 
ceps del.”  But  no  attempt  was  made  to  give  any  in- 
dications. Most  of  these  charts  were  also  without 
measurements  of  the  pelvis. 

It  was  interesting  to  note  the  attempts'  made  to 
relieve  the  patients’  distress  by  the  various  forms 
of  analgesia.  I will  note  briefly  what  was  used. 


Pantopon  and  scopolamine 47 

Morphine  and  scopolamine  62 

Morphine  12 

Sodium  amytal 

gr.  3 5 

gr.  6 50 

gr.  9 6 

gr.  12 2 

gr.  5 (I.  V.) 1 

Rectal  ether  1 


Practically  all  of  these  patients'  and  nearly  all  of 
the  rest  had  ether  and  a very  few  chloroform  to  re- 
lieve the  pain. 

In  summing  up  our  figures  for  the  year  we  see 
that  we  have  had  367  deliveries,  of  which  8.2  per 
cent  were  cesareans  and  10.6  per  cent  were  for- 
ceps, these  figures  varying  as  previously  noted. 

To  me  the  most  important  bit  of  information  I ob- 
tained through  the  study  of  these  charts  was  the 
fact  tha"  the  percentage  of  morbid  cases  was  so 
high.  It  seems  to  me  that  taking  note  of  this  fact 
should  be  one  of  the  first  steps  and  one  of  the  best 
steps  toward  profiting  by  the  records'  that  we  have 
made  during  the  past  year.  We  must  endeavor  by 
some  means  to  reduce  this  percentage. 

In  spite  of  all  the  work  that  could  be  put  in  on 
compiling  statistics  from  these  charts  we  could  nev- 
er gain  any  worthwhile  information  from  them.  It 
is  all  too  inaccurate  and  too  incomplete.  The  fault 
I do  not  believe  is  in  the  chart  forms  but  in  the  fail- 
ure of  the  physician  to  see  that  they  are  properly 
filled  out.  Closer  attention  to  this  matter  at  the 
time  the  chart  is  in  use  will  make  it  possible  at  the 
end  of  the  year  to  have  records  that  will  be  of  some 
definite  value  to  us. 
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THE  PAST  FEW  YEARS  have  been  years 
of  worry  Fears  have  walked  abroad. 
Nerves  have  been  harassed  as  never  before. 

And  everyone  knows  what  tricks  a jangled 
nervous  system  can  play  upon  the  imagina- 
tion. Little  things  are  magnified  by  worry  . . . 
magnified,  into  ills  that  seem  distressingly 
real  but  are  actually  only  phantoms. 

Unfortunately,  the  very  worry  which  causes 
these  ills  also  tends  to  keep  people  from  going 
to  the  one  person  they  should  call  upon — the 
doctor.  Their  worry  makes  them  afraid  they 
might  hear  bad  news  from  the  doctor’s  lips. 


So  they  stay  away  at  the  time  when  a visit  to 
the  doctor  might  have  an  important  bearing 
on  their  whole  lives. 

For  certainly  the  safest  way  to  deal  with 
real  illness  is  to  avail  one’s  self  of  the  doctor’s 
help  and  understanding. -And  the  surest  way 
to  dispel  any  phantom  is  to  throw  a strong 
light  on  it — in  the  case  of  phantom  ills,  the 
keen  and  benevolent  light  of  medical 
knowledge. 

If,  therefore,  you  have  the  feeling  that 
'll  is  not  well  in  that  complex  piece  of  ma- 
hinery  called  your  body,  see  your  doctor 


If  the  ailment  is  real,  the  doctor  can  start 
immediately  to  use  the  latest  methods  of 
medical  science  in  dealing  with  the  troubles 
that  are  plaguing  you.  If  the  ailment  is  imag- 
inary, the  phantom  may  be  dispelled  at  once, 
and  you  will  walk  out  of  the  doctor’s  office 
with  renewed  courage  to  face  a world  that 
is  ready  to  reward  courage. 

PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 

The  World's  Largest  Makers 
oj  Pharmaceutical  and  Biological  Products 
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percentage  of  dextrin  (unless  alkali  salts  such  as  potassium  salts 
are  added).  It  is  common  experience  clinically  that  larger  amounts 
of  dextrin-maltose  preparations  may  be  fed  as  compared  with  the 

thirty  years 

such  as  occurs  in  many  digestive  disturbances,  dextrin-maltose  com- 
pounds may  be  used  to  advantage.”  (Queries  and  Minor  Notes,  J.A.M.A.,  88:266) 
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SOME  CLINICAL  OBSERVATIONS 
IN  ESSENTIAL  HYPERTENSION 

LOUIS  B.  BALDWIN,  M.  D. 

Phoenix,  Arizona 

(Read  before  the  Forty-second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20  to  22,  1933.) 


Essential  hypertension  is  one  of  the  commonest 
diseases  of  middle  life,  and,  through  its  complica- 
tions, is  responsible  for  many  deaths  in  the  ad- 
vanced-year groups. 

The  exact  cau  e of  the  arterial  hypertension  is 
still  obscure  and  it  is  not  even  known  whether  or  not 
there  is  an  underlying  vascular  pathology.  Whatever 
may  be  found  to  be  its  ultimate  cause,  it  is  obvious 
that  .he  immediate  cause  must  be  either  an  increased 
output  of  blood  from  the  heart  or  an  increased  re- 
sistance to  the  flow  of  blood  in  the  arteries.  In  this 
respect,  it  is  interesting  that  Plesch'  found  no  in- 
creased output  of  blood  from  the  heart  in  the  cases 
of  hypertension  which  he  studied.  It  is  also  note- 
worthy that,  if  the  heightened  pressure  were  due  to 
an  increased  output,  there  would  be  hypertrophy  of 
both  ventricles  of  the  heart,  as  the  increased  work 
would  be  shared  by  both  sides;  but  this  is  not  the 
case,  since,  even  in  long-standing  cases  of  essential 
hypertension,  there  is  a conspicuous  hypertrophy  of 
the  left  ventricle  without  much  change  in  the  right. 
The  difference  between  the  two  sides  of  the  heart  is 
clearly  demonstrated  by  the  electrocardiogram.  That 
the  hypertension  is  not  due  to  an  increased  output 
of  blood  from  the  heart,  is  shown  also  by  the  fact 
that  there  is  no  increase  in  the  blood  flow  peripher- 
ally. 

It  i",  therefore,  obvious  that  the  hypertension  must 
be  due  to  an  increased  resistance  to  the  flow  or 


blood  from  the  arterial  to  the  venous  circulation. 
From  a physiological  standpoint,  this  is  also  demon- 
strated by  the  observations  of  Anrep  and  Starling,2 
who  found  that  the  main  fall  of  pressure  in  the  sys- 
temic circulation  takes  place  between  the  smaller 
arteries  and  the  veins.  The  arterioles  are  of  great 
importance,  owing  to  the  fact  that  they  are  subject, 
through  the  sympathetic  nervous  system,  to  marked 
changes  in  caliber.  It  is  also  of  significance  in  this 
respect,  that  sclerosis  of  the  larger  arteries  is  fre- 
quently not  associated  with  an  increased  arterial 
pressure.  In  many  instances,  the  blood  pressure  is 
found  to  be  normal  in  spite  of  a marked  degree  of 
arteriosclercsis  of  the  larger  vessels.  This  is  in  keep- 
ing with  the  fact  that  the  main  resistance  to  the 
flow  of  blood  is  encountered  in  the  terminal  arteri- 
oles and  capillaries. 

CHART  I 

GENERAL  ARTERIOSCLEROSIS 


Blood 

Pressu re 

Case 

Age 

Systolic 

Diastolic 

1 

70 

142 

96 

2 

64 

136 

100 

3 

81 

144 

90 

4 

72 

144 

88 

5 

48 

140 

96 

General 

arteriosclerosis 

with  practically  no  hy- 

pet-tension. 

In  Chart  I,  five  cases  of  general  arteriosclerosis 
are  shown,  in  whom  the  blood  pressure  was  found  to 
be  practically  within  normal  limits,  in  spite  of  well- 
marked  hardening  cf  the  palpable  arteries.  None  of 
thes;  patients  had  any  evidence  of  cardiac  decom- 
pensation to  account  for  the  relatively  low  blood 
pressures,  so  that  it  cannot  be  argued  that  they  rep- 
resented cases  of  hypertension  in  whom  a failing  cir 
dilation  caused  a drop  in  blood  pressure. 

It  is  also  interesting  that,  in  a group  of  young  in- 
dividuals with  essential  hypertension,  there  was  no 
demonstrable  arteriosclerosis,  and  the  retinal  arteries 
showed  no  thickening.  These  cases  are  shown  in 
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Chart  II.  T his  is  interesting  in  view  of  the  observa- 
tion made  by  O’Hare  and  Walker,  that  essential 
hypertension  probably  represents  a condition  of 
sclerosis  of  the  smaller  arteries.  On  the  other  hand, 
Fishberg  and  Oppenhcimer  found  the  fundus  to  be 
normal  in  nineteen  out  of  189  cases  of  essential  hy- 
pertension. 

CHART  II 

Case  Age  Blood  Pressure  Retinal  Vessels 
Resting  After  Exercise 


Sys- 

Dias- 

Sys- 

Dias- 

tolic 

tolic 

tolic 

tolic 

1 

35 

160 

80 

180 

94 

Not  thickened 

2 

24 

168 

95 

190 

100 

Slightly  ” 

3 

40 

142 

90 

168 

92 

Not 

4 

42 

128 

74 

160 

88 

ff  ff 

5 

32 

134 

84 

174 

96 

» » 

6 

39 

158 

100 

212 

130 

yy  yy 

Hypertension  with  little  or  no  demonstrable  ar- 
teriosclerosis. 


Bordley  and  Baker5,  in  postmortem  studies  of  hy- 
pertensives, found  that  there  was  an  arteriosclerosis 
of  the  arteries  supplying  the  medulla:  They  ad- 

vanced the  theory  that  the  reduced  circulatory  vol- 
ume to  the  vasomotor  center  may  be  responsible  for 
the  hypertension.  It  remains,  however,  to  be  ascer- 
tained whether  the  arteriosclerosis  is  primary  or  sec- 
ondary to  the  hypertension.  It  does  not  seem  likely 
that  arteriosclerosis  can  be  primarily  responsible  for 
essential  hypertension,  even  though  it  is  so  common- 
lv  an  accompaniment,  because  of  the  extreme  varia- 
bility in  the  blood  pressure  always  observed  in  early 
cases.  It  is  not  uncommon  for  a patient  to  have  a 
systolic  pressure  of  170  at  one  observation,  and  of 
120  at  another.  If  there  were  permanent  changes  in 
the  smaller  vessels,  one  would  not  expect  this  ex- 
treme fluctuation. 

CHART  III 

Blood  Pressure 


Case 

Age 

Resting 

Systolic  Diastolic 

After  Exercise 
Systolic  Diastolic 

1 

20 

110 

60 

134 

74 

2 

18 

114 

70 

140 

80 

3 

25 

106 

80 

136 

90 

4 

32 

120 

84 

146 

84 

5 

16 

118 

72 

150 

90 

Fluctuations  in  blood  pressure  observed  in  normal 
individuals. 

Chart  III  shows  the  fluctuations  in  blood  pressure 
that  occur  in  presumably  normal  individuals  at  dif- 
ferent times,  under  the  stress  of  emotion  or  physical 
exertion.  On  repeated  occasions,  their  blood  pres- 
sures were  found  to  be  normal,  but  at  other  times, 
usually  under  the  stress  of  excitement,  or  after  ex- 
ercise, there  was  a marked  rise.  It  is  not  uncommon 
to  obtain  higher  figures  at  the  first  examination, 


when  the  individual  is  under  an  emotional  strain, 
than  subsequently.  The  same  tendency  to  variability 
in  blood  pressure,  only  to  a very  much  more  marked 
degree,  is  seen  in  cases  of  essential  hypertension  who 
have  not  developed  marked  arteriosclerosis.  This  is 
illustrated  in  Chart  IV.  In  O’Hare’s6  cases,  excite- 
ment caused  a rise  in  systolic  blood  pressure  of 
over  5 0 mm.  of  mercury  with  a corresponding  rise 
in  diastolic  pressure. 

CHART  IV 


Blood  Pressure 

Resting  After  Excitement 


Case  Age 

Systolic  Diastolic 

Systolic  Diastolic 

1 39 

150  90 

200 

120 

2 26 

158  94 

188 

128 

3 42 

148  80 

190 

100 

4 48 

140  98 

174 

110 

5 29 

160  100 

190 

112 

The  effect  of  emotional  factors 
in  essential  hypertension. 

on  blood 

pressure 

It  is  important  to  appreciate  the  effect  of  com- 
plete mental  and  physical  relaxation  in  the  lowering 
of  blood  pressure,  otherwise  erroneous  conclusions 
may  easily  be  drawn  from  the  use  of  medications 
O’Hare,  Mosenthal  and  Short/  with  rest  alone  ob- 
tained a marked  drop  in  blood  pressure  in  a large 
proportion  of  their  cases.  Many  drugs  and  methods 
of  treating  essential  hypertension  have  fallen  by  the 
wayside  when  they  have  been  subjected  to  carefully 
controlled  experimental  scrutiny.  Thus,  at  one  time, 
the  nitrites  were  strongly  advocated,  until  O’Hare 
demonstrated  that  they  have  only  a very  transitory 
effect  on  blood  pressure,  and  are  of  value  only  when 
an  immediate  lowering  of  blood  pressure  is  indicated. 
Cocurbocitrine  is  another  drug,  advocated  by  Barks- 
dale/ which  was  found  of  no  value  by  Gargill  and 
Rudy/ 

The  low-salt  diet  of  Allen”  received  a great  vogue 
a few  years  ago,  and  still  receives  the  support  of 
Houghton,  Musser  and  others,  while  Christian  and 
O’Hare  are  unable  to  find  that  it  is  of  value  in  the 
reduction  of  blood  pressure.  In  my  own  experience, 
salt  restriction  does  not  reduce  blood  pressure,  but, 
on  the  other  hand,  it  often  seems  to  give  good  re- 
sults in  controlling  the  cardiac  complications  of  hy- 
pertension, such  as  dvspnea,  angina  pectoris,  and 
edema.  All  these  methods  of  treatment  and  many 
others  would  not  have  received  such  enthusiastic 
support  if  there  had  been  a better  appreciation  of 
the  variability  of  blood  pressure  in  essential  hyper- 
tension, and  if  more  pains  had  been  taken  to  obtain 
orooer  control  rest  periods  of  two  weeks  or  longer 
before  undertaking  the  experiments  with  various 
forms  of  treatment. 
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CHART  V 


Blood  Pressure 

When  Up  After  Complete  Rest 


Case 

Age 

Systolic 

Diastolic  Systolic  Diastolic 

1 

38 

184 

110 

144 

90 

2 

45 

188 

130 

150 

104 

3 

50 

240 

140 

190 

110 

4 

64 

210 

130 

170 

106 

5 

46 

174 

110 

140 

84 

6 

25 

180 

94 

136 

74 

7 

62 

194 

108 

164 

96 

8 

33 

180 

110 

142 

94 

Essential 

Hypertension  with 

drop  in 

blood  pres- 

sure 

following  rest  in 

bed  for 

a week. 

’ 

In 

a series  of  cases 

of  hypertension, 

shown  in 

Chart  V,  who  had  practically  no  evidences  of  arterio- 
sclerosis, except  possibly  slight  changes  in  the  retinal 
arteries,  there  was  marked  reduction  in  blood  pres- 
sure over  periods  of  a year  or  longer.  The  only 
treatment  advocated  in  these  cases  was  change  in 
diet — such  as  a low-calory  diet  where  it  was  indi- 
cated— the  institution  of  proper  rest  periods,  and 
the  giving  of  mild  sedatives.  In  a few  instances,! 
where  there  were  headaches  cr  attacks  of  dizziness.! 
potas'ium  sulphoevanate  was  prescribed  often  with! 


excellent  results.  It  is  interesting  to  note  that  three 
cases  in  this  series  were  women  who  had  gone 
through  pregnancies  with  rather  stormy  results. 

The  first  case  was  that  of  a woman  2 5 years  of 
age,  who  had  been  treated  for  hypertension  for  two 
years  previous  to  becoming  pregnant.  No  cause  had 
been  found  for  the  high  blood  pressure,  and  there 
was  no  evidence  of  kidney  disease.  During  the  first 
five  months,  except  for  an  increase  in  the  hyperten- 
sion, she  felt  perfectly  well;  but  from  that  time  on, 
she  began  showing  signs  of  toxemia,  with  the  appear- 
ance of  albumin  in  the  urine,  and  edema.  At  7 
months,  on  account  of  her  condition,  labor  was  in- 
duced. The  baby  died  soon  after  birth.  Following^ 
delivery,  the  patient  improved  promptly  and  all  evi- 
dences of  kidney  disease  disappeared.  The  second 
case  went  through  two  pregnancies  with  the  same 
experience.  The  third  case  did  not  develop  albumin, 
but  had  a sharp  rise  in  blood  pressure  during  the 
pregnancy  and  went  into  labor  at  the  eighth  month, 
with  the  loss  of  her  child. 

It  would  appear  from  these  three  cases  and  from 
others  reported  in  the  literature,  that  cases  of  vascu- 
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lar  hypertension  are  very  liable  to  have  trouble  dur- 
ing pregnancy,  with  the  loss  of  the  child. 

Chart  VI  is  that  of  a stout,  middle-aged  woman 
who'e  blood  pressure  was  substantially  reduced  by 
diet,  rest  periods,  and  mild  sedatives.  She  felt  per- 
fectly well,  though,  of  course,  she  still  had  some 
hypertension. 

However  little  is  known  of  the  primary  cause  of 
essential  hypertension,  in  the  course  of  time,  arterio- 
sclerosis always  develops  and  the  complications  are 
all  due  to  this  condition.  In  a series  of  eight  cases 
of  long-standing  hypertension,  shown  in  Chart  VII, 
this  was  well  illustrated.  In  these  patients,  there 
was  very  little  difference  between  the  blood  pres- 
sure under  conditions  of  rest  and  exercise.  There 
was  also  a consistently  high  diastolic  pressure.  This 
group  showed  no  evidence  of  renal  disease,  but  there 
were  definite  changes  in  the  retinal  arteries  and  evi- 
dences of  cardiac  involvement.  Three  cases  died  of 
cerebral  hemorrhage,  two  of  coronary  occlusion, 
while  three  finally  developed  cardiac  failure  with  all 
the  signs  of  decompensation. 

CHART  VII 

Blood  Pressure 

Resting  Wkn  Up  and  Around 


Case 

* Age 

Systolic 

Diastolic 

Systolic 

Diastolic 

1 

72 

230 

124 

255 

130 

2 

72 

204 

130 

200 

130 

3 

70 

200 

120 

190 

120 

4 

54 

194 

94 

188 

100 

5 

66 

250 

134 

240 

130 

6 

64 

184 

110 

174 

100 

7 

75 

210 

120 

200 

120 

8 

52 

170 

104 

166 

96 

Long-standing  hypertension  with  practically  no 
drop  in  blood  pressure  upon  rest  in  bed. 

In  conclusion,  it  may  be  said  that,  although  the 
cause  of  essential  hypertension  is  not  known,  and 
although,  at  present,  it  is  impossible  to  cure  the  con- 
dition, a great  deal  can  be  done  by  diet  and  rest  and 
the  prescribing  of  mild  sedatives  to  keep  the  suffer- 
ers in  relatively  good  health  for  long  periods  of  time. 
It  is  likely  that  in  all  cases,  sooner  or  later,  compli- 
cations will  develop,  which  are  dependent  upon  ar- 
teriosclerosis. 
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DISCUSSION 

DR.  A.  K.  DUNCAN  (Douglas)  : It  is  important 
that  morning  and  night  specimens  of  urine  be  ex- 
amined when  attempting  to  decide  what  part  the 
kidneys  are  playing  in  any  case  of  hypertension. 
Limitation  of  total  fluids,  with  careful  check  on 
output  and  concentration  (specific  gravity),  also 
gives  us  information  of  value  especially  as  to  prog- 
nosis. This  is  especially  true  in  the  malignant  type 
that  often  occurs  at  surprisingly  early  ages  and  is 
frequently  accompanied  by  a family  histoi’y  of  early 
death  from  kidney  trouble  in  a large  percentage  of 
the  relatives.  Needless  to  say,  if  such  a diagnosis 
is  made,  tho  prognosis  is  practically  hopeless,  and 
some  responsible  member  of  the  family  should  be 
informed.  Care  is  necessary  in  taking  the  blood 
pressure,  especially  in  those  cases  who  know  that 
it  has  been  high,  because  the  psychic  element  is 
very  active,  and,  on  the  first  test,  is  apt  to  run  the 
systolic  reading  up  very  high.  By  taking  several 
readings  at  intervals  you  obtain  a more  exact  in- 
sight as  to  the  true  condition  of  the  patient.  Pay 
close  attention  to  the  diastolic  pressure  and  its 
variations.  A falling  systolic  pressure  without  a 
corresponding  fall  in  the  diastolic  does  not  mean 
improvement  in  the  patient. 

DR.  BALDWIN  (closing)  : Dr.  Duncan  has 

brought  up  some  interesting  points  in  regard  to  es- 
sential hypertension.  In  the  greater  number  of 
cases',  there  is  little  or  no  demonstrable  disturbance 
of  kidney  function,  as  shown  by  the  concentration 
test,  P.  S.  P.  excretion,  and  other  functional  tests. 
In  a small  proportion  of  long-standing  hyperten- 
sives, there  is  evidence  of  failing  renal  function,  de- 
pendent upon  advanced  arteriosclerosis  of  the  kid- 
neys. 

It  is  surprising  that  symptoms  of  nephritis  do 
not  more  frequently  develop  when  one  considers 
that  autopsy  often  reveals  extensive  sclerosis  of  the 
smaller  arteries.  It  is  only,  however,  when  the 
condition  has  progressed  very  far  and  many  of  the 
glomeruli  are  thrown  out  of  commission,  that  fail- 
ing renal  function  sets  in.  At  this’  stage,  the  kid- 
neys are  often  contracted  to  an  extreme  degree. 

Malignant  hypertension,  on  the  other  hand,  pre- 
sents an  rntirely  different  problem.  As  Dr.  Dun- 
can states,  this  condition  may  occur  in  young  indi- 
viduals and  often  x-uns  a rapid  downhill  course.  It 
may,  however,  occur  at  any  age,  and  may  be  pre- 
ceded by  many  years  of  essential  but  benign  hy- 
pertension. Here,  for  some  unknown  reason,  the 
victim,  in  addition  to  high  blood  pressure,  suddenly 
develops  renal  failure.  Blood  is'  characteristically 
found  in  the  urine.  The  eye  grounds  may  show 
marked  hypert-nsive  neuroretinopathy.  Fortunately 
these  cases  are  in  the  minority  and  present  an  en- 
tirely different  problem  from  that  of  the  usual  case 
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of  essential  hypertension,  since  nothing  can  be  done 
to  arrest  the  disease. 

The  psychic  element  in  essential  hypertension  is 
an  important  one  to  consider,  because  the'  patients 
are  usually  extremely  nervous  and  highly  emotional. 
For  this  reason,  little  importance  should  be  at- 
tached to  the  first  blood-pressure  reading,  which  is 
usually  much  higher  than  subsequent  readings, 
vv  ofry  anu  excitement  cause  a rise  of  blood  pres- 
sure, so,  whenever  possible,  all  measures  should  be 
taken  to  put  the-  patient  at  his  ease.  Above  all 
things,  he  should  not  be  made  blood-pressure  con- 
scious by  discussing  his  condition  with  him  at  every 
visit. 

The  diastolic  blood  pressure  is  of  prognostic  sig- 
nificance. When  it  is  fixed  at  a high  level,  the  out- 
look is  poor,  and  this  is'  the  case  in  long-standing- 
hypertensives  with  generalized  sclerotic  changes  in 
the  smaller  arteries.  It  is  interesting  how  often  both 
the  systolic  and  diastolic  pressures  remain  elevated 
in  the  presence  of  serious  failing  cardiac  compen- 
sation; although  the  diastolic  pressure  often  re- 
mains relatively  high  when  there  has  been  a fall  of 
systolic  pressure.  Of  greater  importance  than 
blood-pressure  readings,  for  determining  the  prog- 
nosis in  a given  individual,  is  the  appearance  of  the 
eye  grounds.  In  the  early  benign  cases  with  fluctu- 
ating blood  pressures,  the  fundi  show  minimal 
changes.  But  as  the  disease  advances,  the  arteries 
become  uneven  and  tortuous',  and,  eventually,  thin 
silvery  threads.  In  the  last  stages  there  are  often 
fresh  hemorrhages.  Whenever  the  retina  shows  ad- 
vanced arteriosclerotic  changes,  or  hypertensive 
neuroretinopathy,  the  prognosis  is  bad. 


THE  CHRONIC  TUBERCULOUS 
VETERAN 

S.  H.  JAMES,  M.  D. 

Medical  Officer  in  Charge 
Veterans’  Administration  Hospital, 

Tucson,  Arizona. 

(Read  before  the  Arizona  Public  Health  Associa- 
tion at  its  meeting  held  at  Tucson,  April  18  and  19, 
1933.) 

This  article  is  based  on  a study  of  the  disposition 
of  1,620  pulmonary  tuberculosis  patients  who  have 
been  admitted  to  the  Veterans’  Administration  Hos- 
pital at  Tucson  since  the  new  hospital  was  opened 
four  and  a half  years  ago.  The  severity  and  chronic- 
ity  of  tuberculosis  in  the  overwhelming  majority  of 
our  patients,  and  the  fact  that  pitiably  few  can  be 
discharged  as  apparently  cured,  are  facts  that  are 
largely  predictable  by  the  circumstances  that  sur- 
round the  admission  of  these  patients. 

On  account  of  the  widely  heralded  benefits  of 
the  mild,  dry  Arizona  climate,  eligible  veterans  come 


from  all  parts  of  the  United  States  for  admission. 
Unfortunately,  many  come  only  because  they  have 
been  doing  badly  at  home.  This,  of  course,  means 
that  many  come  to  the  Southwest  only  as  a last  re- 
sort. Ninety-nine  per  cent  of  the  patients  whom  we 
are  considering  in  this  survey  were  admitted  in  the 
far-advanced  or  moderately-advanced  stage  of  tuber- 
culosis. It  follows  that  the  great  majority  of  this 
group  have  passed  the  point  at  which  effective  treat- 
ment can  be  administered,  not  only  to  save  their 
lives,  but  to  return  them  in  a non-infectious  state 
to  their  families  and  to  a moderate  degree  of  indus- 
trial usefulness. 

Seventeen  per  cent  of  the  1620  patients  admitted 
during  the  past  four  and  a half  years,  have  died  in 
the  hospital.  This  figure  greatly  underestimates  the 
actual  potential  tuberculosis  death  rate  among  our 
patients,  because  20  per  cent  have  left  against  medi- 
cal advice  while  their  disease  was  still  quite  active, 
and  19  per  cent,  most  of  them  having  active  tuber- 
culosis, have  been  discharged  for  home  treatment  as 
having  received  the  maximum  benefit  from  hospi- 
tal care. 

It  may  be  interesting  to  you  to  know  that  in 
March  of  this  year  there  were  in  the  State  of  Ari- 
zona 3100  World-War  veterans  with  active  tuber- 
culosis, only  600  of  whom  are  now  being  cared  for 
in  the  Veterans’  Administration  Hospitals  at  Pres- 
cott and  Tucson. 

A majority  of  tuberculosis  veterans,  when  they 
first  come  to  Arizona  become  patients  at  the  Vet- 
erans’ Hospital  at  Tucson  or  at  Prescott.  After  a 
varying  period  they  leave  the  hospital  to  take  up  a 
residence  somewhere  in  Arizona.  Today  they  reside 
in  every  county  and  practically  every  village  and 
town  in  the  state.  The  majority  of  them  live  in 
Tucson,  Phoenix,  and  Prescctt. 

The  problem  of  effective  treatment  in  our  cases 
is  complicated  and  highly  difficult.  The  greatest 
barrier  to  curative  treatment  is  that  the  great  ma- 
jority of  the  patients  who  come  to  us  are  not  only 
in  the  far-advanced  stage  of  tuberculosis  but  that 
their  disease  is  five  or  ten  years  old.  These  patients 
are  the  survivals  from  among  many  hundreds  who 
have  been  under  more-or-less  adequate  treatment  for 
years.  Although  the  chronicity  of  their  disease  has 
been  responsible  for  their  living  for  a long  time, 
this  same  influence,  in  the  sense  of  extensive  fi- 
brosis within  their  lungs  and  around  their  cavities 
and  in  their  pleurae,  has  been  the  factor  that  has 
prevented  a genuine  arrest  or  cure  of  their  disease. 
Furthermore,  these  veterans  are  now  mostly  men  of 
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from  thirty-five  to  forty-five  years  of  age  and  there- 
fore are  less  able  to  respond  satisfactorily  to  thera- 
peutic measures  than  is  the  average  tuberculosis  pa- 
tient who  is  in  his  early  twenties. 

If  we  were  obliged  to  resign  ourselves  in  the  face 
of  this  apparently  hopeless  situation  and  get  what 
solace  we  might  from  offering  to  our  patients  in 
tensive  rest  or  a proper  combination  of  rest  and  ex- 
ercise under  as  nearly  ideal  physical  and  climatic 
conditions  as  possible,  as  well  as  excellent  food  and 
nursing  and  what  drugs  may  be  needed  for  the  re- 
lief of  troublesome  symptoms,  we  could  do  no  more 
in  presenting  this  subject  to  you  than  to  fill  you 
with  pessimism  as  to  the  institutional  tuberculosis 
problem  in  general  and  as  to  the  fate  of  the  many 
thousands  of  actively  tuberculous  veterans  in  par- 
ticular. We  must  acknowledge  how  hopeless  is  the 
situation  so  long  as  we  are  willing  to  work  with  only 
the  old,  though  highly  valuable,  tools  of  bed  rest, 
good  food  and  good  air.  We  must  recognize  that  in 
the  many  available  forms  of  collapse  therapy  we 
have  a means  that  is  capable  of  restoring  to  health 
a far  greater  number  of  even  our  far-advanced  pa- 
tients than  we  dreamed  was  possible  before  we  be- 
came fully  aware  of  the  effective  possibilities  of 
collapse  therapy. 

At  the  moment  we  now  have  30  per  cent  of  out- 
patients under  some  form  of  collapse  therapy,  includ- 
ing unilateral  and  bilateral  pneumothorax,  temporary 
and  permanent  interruption  of  the  phrenic  nerve, 
and  thoracoplasty,  and  we  intend  shortly  to  use  in 
selected  cases  the  other  less-often-used  but  none- 
theless valuable  operations.  Our  Clinical  Director 
tells  me  that,  whereas  some  months  ago  he  was 
usually  obliged  to  argue  with  a patient  in  order  to 
persuade  him  to  accept  even  an  induced  pneumo- 
thorax, now  scarcely  a day  passes  but  that  he  is 
stopped  by  some  patient  who  asks  if  pneumothorax 
cr  some  operation  cannot  be  used  to  save  him  from 
the  fate  that  he  fears  to  be  inevitable.  Only  a week 
or  two  ago  a patient,  knowing  that  a thoracoplasty 
was  being  considered  for  him,  demanded  that  it  be 
done.  The  indication  was  a good  one  and  now,  only 
a few  days  after  the  first  stage  of  the  operation,  his 
sputum  has  almost  entirely  disappeared  and  the  x-ray 
seems  to  promise  that  the  next  stage  of  the  opera- 
tion will  completely  close  the  cavity.  The  entire  fu- 
ture of  this  patient,  from  the  medical,  economic,  so- 
cial, and  personal  points  of  view,  has  been  complete- 
ly reversed.  Instead  of  facing  what  was  a certain 
death  from  tuberculosis  he  has  a normal  life  to  look 
forward  to. 


I am  confident  that,  when  our  collapse  therapy 
program  is  a little  older  and  understood  by  the  pa- 
tients, a greatly  increased  spirit  of  hopefulness  will 
permeate  our  entire  patient  body  and  many  who 
might  have  left  the  hospital  against  medical  advice 
will  insist  upon  remaining  in  view  of  the  better  out- 
look fcr  cure. 

It  has,  however,  been  our  experience  in  the  past 
that  too  many  of  our  veteran  patients  are  rovers. 
After  spending  several  months  in  one  government 
hospital,  they  decide  that  they  would  like  to  see 
what  some  other  medical  staff,  or  hospital,  or  cli- 
mate, or  change  of  scene,  has  to  offer.  Many  of  our 
past  and  present  patients  have  toured  the  country 
during  the  past  five  or  ten  years.  Obviously,  this 
does  not  give  any  one  hospital  its  best  chance  to  do 
i's  utmost  for  its  patients.  It  is  our  desire  and  de- 
termination at  the  hospital  of  which  I am  the  Di- 
rector, to  make  available  to  our  patients  every  col- 
lapse therapeutic  measure  that  is  properly  indicated. 

A study  of  our  statistics  for  the  1620  admissions 
during  the  last  four  and  a half  years,  shows  that 
273,  or  17  per  cent,  died  in  the  hospital;  323,  or  20 
per  cent,  left  the  hospital  against  medical  advice, 
and  310,  or  19  per  cent,  were  discharged  for  treat- 
ment at  home  after  having  obtained  maximum  bene- 
. it  from  hospitalization,  while  their  tuberculosis  dis- 
ease was  still  active.  Two  hundred  eighty-four,  or 
18  per  cent,  were  discharged  as  soon  as  the  emerg- 
ency that  caused  their  admission  ceased  and  our  ob- 
servation was  completed.  Many  of  our  patients  up- 
on leaving  the  hospital  go  to  boarding  houses  or 
|oin  their  families,  who  have  followed  them  here, 
and  I am  sorry  that  many  left  the  hospital  to  get 
married.  Ninety-three,  or  6 per  cent,  were  trans- 
ferred to  other  hospitals  for  special  treatment.  Less 
than  one  per  cent  were  discharged  as  arrested  cases. 
The  balance  are  still  patients  in  the  hospital. 

Since  the  opening  of  the  new  Veterans’  Hospital 
at  Tucson,  a large  community  of  dwellings  and 
shops,  known  as  Government  Heights,  has  developed 
across  the  road  from  the  hospital.  Several  hundred 
veterans  having  tuberculosis  reside  there  with  their 
families. 

In  a recent  survey  made  in  Tucson  by  the  writer 
in  cooperation  with  The  American  Legion  Auxiliary, 
it  was  found  that  from  1200  to  1400  children  were 
living  in  the  homes  of  tuberculous  veterans  in  Tuc- 
son. It  is  believed  that,  if  it  were  possible  to  exam- 
ine all  of  these  children,  the  same  results  would  be 
found  as  Dr.  W.  S.  Barclay  of  Saskatoon  Sanatorium 
found  in  a survey  of  100  tuberculous  families  in 
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Canada.  This  study  disclosed  the  following  facts: 

1.  Demonstrable  tuberculosis  was  found  in  22 
per  cent  of  all  of  the  adult  and  child  contacts  among 
the  families  studied. 

2.  Definite  physical  findings  of  pulmonary  tu- 
berculosis were  present  in  5 3 per  cent  of  the  chil- 
dren contacts.  Eighty-four  per  cent  of  the  children 
gave  a positive  tuberculin  reaction  and  8 8 per  cent 
had  demonstrable  roentgenologic  lesions. 

3.  The  incidence  of  tuberculosis  was  highest  up 
to  five  years  of  age. 

4.  After  exposure  to  positive  sputum  for  periods 
up  to  six  months,  10  per  cent,  and  after  1 year  16 
per  cent,  of  the  entire  group  were  found  to  have 
definite  tuberculosis. 

5.  Intimacy  within  the  home  was  of  greater  im- 
portance than  scarceness  of  food  or  other  conditions 
that  depend  on  economic  factors.  Among  those  liv- 
ing in  the  same  house  and  using  various  articles  in 
common,  such  as  dishes,  towels,  and  so  forth,  23 
per  cent  were  tuberculous.  Of  those  who  slept  in  the 
same  room  and  used  the  same  bed,  27  per  cent  were 
tuberculous.  It  is  evident,  from  the  study  just  re- 
ferred to,  that  education  of  the  public  regarding 
symptoms  suspicious  of  tuberculosis  and  regarding 
the  need  of  precaution  against  spread  of  infection  in 
the  home,  is  still  so  inadequate  as  to  have  little  pre- 
ventive value. 

The  members  of  the  medical  staff  at  the  Veterans’ 
Hospital  in  Tucson  are  carrying  on  a daily  educa- 
tional program  among  our  patients  in  an  endeavor 
to  awaken  them  to  every  hygienic  measure  in  the 
prevention  of  tuberculosis.  Special  attention  is  paid 
to  those  families  in  which  there  is  a child  less  than 
five  years  of  age,  because  of  our  belief  that  prac- 
tically one  hundred  per  cent  of  such  young  children 
will  become  infected  if  the  strictest  precautions  are 
not  taken. 

So  long  as  tuberculosis  exists,  it  is  likely  that 
there  will  be  a concentration  of  patients  in  the 
active  and  infectious  stage  of  the  disease  at  such  fa- 
mous health  centers  as  Arizona  proudly  boasts.  This 
fact  places  an  unusually  heavy  load  of  responsibility 
upon  all  those  who  are  concerned  with  the  present 
and  future  health  of  these  patients  and  their  fam- 
ilies. In  those  unfortunately  many  patients  who 
cannot  be  restored  to  health  and  to  a condition  of 
non-infectiousness,  we  must  embrace  the  opportun- 
ity so  to  manage  their  conduct  and  to  decide  upon 
the  place  of  their  abode  that  we  will  reduce  to  the 
limit  the  chance  that  these  patients  will  infect  their 
families  and  other  members  of  the  community. 


WHAT  ORRIS  POWDER  MAY  DO 
IN  THE  LABYRINTH  STORM. 

HARLEY  YANDELL,  M.  D. 

Phoenix,  Arizona 

(Read  before  the  Maricopa  County  Medical  So- 
ciety, June  5,  1933.) 

A long  time  ago — to  be  exact,  in  1799 — a French 
baby  was  born  and  his  name  was  Meniere.  He  lived 
to  be  63  years  old  and  then  died.  Before  he  died, 
he  became  a doctor,  and  about  eighty  years  ago  he 
described  an  ear  condition  so  accurately  that  the 
medical  world  has  ever  since  called  it  Meniere’s  syn- 
drome, in  his  honor.  Nearly  every  author,  when  he 
writes  a book  on  the  ear,  copies  what  this  French 
doctor  had  to  say  about  this  condition,  and  thus  it 
has  been  handed  down  through  the  years.  Practical- 
ly all  agree  to  this  day  as  to  the  etiology  of  this  syn- 
drome, which  is  hemorrhage  or  effusion  into  the 
semi-circular  canals  of  the  ear.  It  is  far  from  me 
to  try  to  rob  this  French  doctor  of  any  of  his  long- 
established  honor  and  glory,  but  I believe  we  can 
definitely  establish  the  relationship  of  orris  allergy  as 
an  etiological  factor  in  this  condition,  and  we  are 
glad  to  have  the  privilege  of  giving  you  some  defi- 
nite facts,  in  a definite  case,  in  this  relation. 

CASE  REPORT 

This  case  is  a male,  white,  age  38.  Has  had 
periodic  attacks  of  intense  vertigo,  tinnitus,  nausea 
and  vomiting-  for  the  past  fourteen  years.  These 
attacks  come  cn  suddenly  and  are  of  a violent  na- 
ture, he  being-  hurled  to  the  ground  sometimes  as 
if  struck  by  a heavy  object.  He  has  been  told  he 
has  epilepsy  and  has  been  warned  to  avoid  all  ex- 
citement. He  loses  consciousness  for  a brief  period 
and  voices  seem  distant,  and  as  he  is  coming  out 
from  the  spell,  objects  seem  to  be  moving  and  his 
eyes  are  jerking.  Headaches  usually  follow  these 
a' tacks,  lasting  for  several  hours.  His  nasal  sinuses 
have  been  explored  several  times  without  relief. 
Family  history  is  negative  as  to  any  suggestion  of 
allergy.  The  patient,  however,  while  he  has'  neither 
hay-fever  nor  asthma,  does  give  a history  of  hav- 
ing had  urticaria  and  hives.  So  far  as  he  can  dis- 
cern, no  foods  disagree  with  him.  He  states  that 
attendance  at  theaters,  dances,  and  crowded  places, 
seems’  to  provoke  attacks,  so  he  trys  to  avoid  such 
contacts. 

Patient  is  fairly  well  developed,  is  5 ft.  7%  in. 
tall  and  weighs  147  pounds.  Vision  in  right  eye  is 
20/20,  left  20/40.  Mediae  clear  and  fundi  negative. 
Hearing:  right  ear  20/20,  left  0/20.  Drum  heads 
intact  and  no  canal  pathology.  The  left  drum  is 
somewhat  retracted,  as  is  evidenced  by  the  promi- 
nent short  process  and  indrawing  of  the  umbo,  and 
possibly  some  would  say  there  is  a slight  injection 
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along  the  malleus  handle.  Patient  states  that  he 
has  never  had  a running  ear.  X-ray  shows  no  skull 
or  sinus  pathology,  or  lung  disease.  Sputum  nega- 
tive. Wassermann  negative.  Genito-urinary  sys- 
tem revealed  nothing  abnormal.  Urine  normal. 
Blood  count  made  and  nothing  noted  of  an  abnor- 
mal nature.  Food  tests,  intradermal  and  epider- 
mal, all  negative.  House  dust  is  plus  two,  orris 
root  plus  four.  We  used  .02  cc.  of  a 1:500  dilution 
of  orris.  Severe  headache,  nausea  and  vomiting  oc- 
curred, and  patient  had  to  be  placed  in  a reclining 
position  to  prevent  falling.  This  condition  lasted 
about  six  hours.  Patient  was  given  daily  doses  of 
weak  solutions  of  orris  until  a tolerance  for  a 
1 :500  strength  solution  was  established.  He  now 
can  tolerate  as  much  as  .05  cc.  of  1:100  solution. 
He  tells  me  he  feels  much  improved  physically  and 
mentally  and  does  not  have  the  attacks  when  he 
attends  picture  shows,  dances,  and  when  he  visits 
barber  shops.  He  has  been  taught  the  use  of  the 
extract  and  gives  himself  intradermal  shots  when- 
ever he  needs  them.  He  was  forced  to  do  without 
the  extract  for  three  weeks',  during  which  time  he 
had  three  attacks,  but  has  not  had  any  more  since 
being  supplied  with  some  more  extract. 

Notice  this  quotation,  which  has  been  handed 
down  for  the  past  eighty  years:  "Only  when  struc- 
tural changes  have  occurred  to  the  tissues  within 
the  labyrinth  should  the  name  'Meniere’s  disease’  be 
given  to  a condition  which  otherwise  is  simply  aural 
vertigo  and  one  of  the  symptoms  of  disease  of  the 
middle  ear.”  Practically  every  author  up  to  1929  (so 
far  as  I was  able  to  find  out  agrees  that  the  etiology 
is  "hemorrhage  or  effusion  into  the  labyrinth.”  In 
the  year  1929,  Shambaugh,  writing  an  article  for 
Jackson  and  Coates,  says:  "It  is  by  no  means  always 
attributed  now  to  hemorrhages  in  the  labyrinth.” 
But  in  the  next  sentence  he  says:  "Meniere’s  syn- 
drome is  usually  dependent  upon  some  circulatory 
disturbances.” 

In  the  last  year  or  two,  a few  writers — probably 
Duke  of  Kansas  City,  and  Malone  of  Whipple  are 
the  outstanding  contributors — have  suggested  the 
relationship  of  allergy  in  the  causation  of  "Meniere’s 
syndrome.”  In  this  case  I present  tonight,  surely 
there  can  be  no  doubt  as  to  the  diagnosis  and  what 
precipitates  an  attack.  These  patients  will  describe 
their  attacks  very  definitely,  with  great  precision 
and  exactitude.  They  make  the  diagnosis  themselves. 
I am  not  talking  about  the  ordinary  dizziness  and 
vertigo  that  may  come  with  otitis  media,  various 
forms  of  neurasthenia  and  liver  complaints,  but 
that  condition  which  comes  on  suddenly — low- 
pitched  tinnitus,  severe  vertigo,  nausea  and  vomit- 


ing, subjective  movements  of  external  objects  and 
spontaneous  vestibular  nystagmus,  usually  directed 
to  the  opposite  side  from  the  labyrinth  involved — 
the  labyrinth  storm. 


Arterial  supply  of  the  human  labyrinth.  A sin- 
gle vessel,  the  labyrinthine  artery,  a branch  of  the 
basilar  artery.  This'  is  according  to  Siebanmann, 
showing  the  branches  of  tho  artery  and  showing  the 
nature  of  the  end  arteries.  The  veins  which  are  not 
shown  here,  leave  along  an  entirely  different  route 

When  we  study  the  blood  supply  of  the  labyrinth, 
it  is  then  that  we  draw  on  our  imagination  as  to 
what  goes  on  in  there  in  the  storm.  We  can  look 
into  the  pupils  and  see  a hemorrhage  has  occurred, 
but  it  is  not  the  case  in  the  ear.  We  know  that  the 
internal  ear  has  for  its  sole  blood-supply  a single 
vessel,  the  labyrinthine  artery.  Its  branches  are  in 
the  nature  of  end  arteries;  that  is,  vessels  which  con- 
stitute the  sole  supply  for  definite  areas.  Then,  what 
may  happen  in  case  of  an  embolus  lodging  in  some 
of  these  end  arteries — loss  of  high  tone  perception, 
loss  of  equilibrium  and  loss  of  low  tone  perception. 
The  venous  system  is  so  arranged  that  the  veins,  in- 
stead of  leaving  along  with  the  artery,  leave  along 
an  entirely  different  route.  Loeb  and  Shambaugh 
found  there  was  a decided  variation  in  different  in- 
dividuals regarding  the  distribution  of  the  veins. 

It  is  most  difficult  for  me  ever  to  imagine  how 
any  sort  of  allergy  could  bring  about  a sudden  hem- 
orrhage in  the  labyrinth  which  brings  on  the  storm, 
so,  in  closing,  if  I may  have  your  silent  indulgence, 
I will  briefly  give  you  my  opinion  as  to  how  this 
labyrinth  storm  is  brought  about  by  orris  in  this 
particular  case.  There  is  a rapidly  developed  edema 
within  the  labyrinth  which  acts  the  same  as  would 
a hemorrhage. 
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UPvETERAL  OBSTRUCTION  DUE 
TO  CARCINOMA  OF  THE 
UTERUS 

DAVID  M.  DAVIS,  M.  D. 

Phoenix,  Arizona 


(Read  before  the  Staff  Meeting  of  Good  Samari- 
tan Hospital,  Phoenix,  Nov.  28,  1932.) 

CASE  HISTORY 


September  30,  1932.  Mrs.  M.,  54,  married. 

P.  H. : This  patient  was'  seen  in  consultation  at 
the  Good  Samaritan  Hospital.  She  had  always  en- 
joyed good  health  and  had  had  three  children  with- 
out any  difficulty  and  without  any  kidney  or  blad- 
der symptoms  during  or  after  the  pregnancies.  Six 
years  ago  enlarged  glands  were  noted  in  the  neck, 
and  a diagnosis  of  Hodgkin’s  disease  was  made. 
Treatment  was  by  x-ray  in  Denver  in  1928.  Meno- 
pause five  years  ago.  In  December,  1930,  bloody 
vaginal  discharge  was  noted,  a diagnosis  of  car- 
cinoma of  the  cervix  was  made,  and  the  patient 
received  three  radium  treatments  in  Salt  Lake  City, 
and  three  in  Phoenix  from  Dr.  Watkins,  the  last  one 
in  May,  1932.  She  has  been  troubled  for  many 
months  with  severe  constipation  and  frequent  gas- 
eous distention.  At  the  time  he  gave  the  radium 
treatments,  Dr.  Watkins  noticed  a good-sized  mass 
in  the  left  side  of  the  abdomen  and  thought  that 
there  was  a good  deal  of  induration  in  the  broad 
ligaments.  Three  barium  enemas,  however,  disclos- 
ed no  definite  obstruction  of  the  large  intestine. 

P.  I. : The  patient  felt  very  well  until  about  Sep- 
tember 25th  or  26th,  when  she  noticed  that  the 
amounts  of  urine  voided  were  smaller  than  usual, 
that  the  urinary  flow  checked  during  voiding,  and 
that  there  was  a slight  aching  pain  across  the  lum- 
bar region,  not  on  one  side  more  than  on  the  other. 
The  daughter  noticed  that  she  was  drowsier  than 
usual  in  the  morning  of  Sept.  29,  and  since  that 
time  no  urine  whatever  had  been  passed.  The  other 
symptoms  remained  the  same,  with  addition  of 
slight  puffines's  of  the  face. 

Examination:  Th"  patient  was  rather  pale  and 
had  slight  edema  below  the  eyes.  The  mind  was 
active.  There  was  very  slight  tenderness  in  both 
costovertebral  angles,  but  neither  kidney  was  felt. 
The  abdomen  was  moderately  distended.  No  mass 
or  tenderness  was  made  out  on  the  right  side  or 
over  the  bladder.  In  the  left  side  of  the  abdomen 
could  be  felt  a large,  rounded,  slightly  irregular 
mass,  which  appeared  to  be  slightly  movable,  elas- 
tic and  not  very  hard,  and  only  slightly  tender.  It 
was  about  seven  or  eight  centimeters  wide,  and  ex- 
tended from  a point  in  the  left  lower  quadrant  four 
or  five  centimeters  above  the  symphysis  to  a point 
within  about  three  centimeters  of  the  costal  margin 
in  the  anterior  axillary  line. 

Vaginal  examination : The  external  genitalia  were 
negative  and  the  inguinal  glands  not  enlarged.  The 
vault  of  tlw  vagina  was  markedly  indurated  and 


fixed.  At  the  central  point  was  an  irregular  depres- 
sion with  firm  edges,  but  no  projecting  cervix  could 
be  made  out.  Induration  and  fixation  prevented  pal- 
pation of  the  adnexa  and  definite  outlining  of  the 
uterus.  I could  not  make  out  distinctly  any  connec- 
tion between  these  areas  and  the  mass  in  the  left 
loin.  The  urethra  felt  normal.  There  was  no  blood 
on  the  examining  finger. 

My  impression  at  the  time  was  as  follows:  This 
patient  has  received  a large  quantity  of  fluid  by 
mouth  and  by  vein,  and  has  been  catheterized  sev- 
eral times,  the  bladder  always  being  empty.  I be- 
lieve there  can  be  little  doubt  that  she  is  suffering 
from  bilateral  ureteral  occlusion  due  to  extension 
from  the  cervical  carcinoma.  Compression  of  the 
renal  pedie’es  by  tumor  growth  is  possible,  but  I 
think  less  likely.  The  ureters  will  be  explored. 

September  30,  1932  (2:15  p.  m.)  Under  local  an- 
esthesia the  cystoscope  entered  the  bladder  easily. 
The  bladder  capacity  was  normal.  The  bladder  mu- 
cosa was  smooth,  pale  and  normal  looking  through- 
out. No  urine  was  obtained  from  the  bladder.  No. 
7 olive-tip  catheters  were  arrested  at  six  centimeters 
on  the  right,  eleven  centimeters  on  the  left.  A great 
variety  of  other  instruments  was  tried  with  the 
same  results.  Finally  a whale-bone  filiform  was 
passed  up  the  Eft  side  to  a distance  which  should 
have  caused  it  to  reach  the  kidney,  if  it  had  not 
bent.  A little  bloody  fluid  was  observed  coming 
down  the  ureter.  Efforts  to  pass  another  filiform 
alongside  the  first  were  unsuccessful.  The  filiform 
was  fastened  in  place. 

This'  offered  definite  evidence  that  both  ureters 
were  obstructed.  Tim  patient  was  to  be  watched  for 
a time  to  see  if  any  urine  came  from  the  left  side. 

October  1.  1932.  No  urine  was  obtained  from  the 
bladder  during  the  night  and  the  filiform  was  with- 
drawn at  10:00  in  the  morning.  It  had  two  or  three 
angulations  in  it,  suggesting  that  it  had  never  reach- 
ed the  kidney. 

The  situation  was  then  explained  to  the  relatives. 
The  only  procedure  which  now  seemed  possible  was 
to  perform  nephrostomy,  and  one  would  not  know 
which  side  to  attack  first.  From  this  operation  one 
could  expect  only  a comparatively  short  period  of  re- 
lief, as  intestinal  obstruction  had  already  begun. 
In  favor  of  doing  nothing  were  the  hopeless  char- 
acter of  the  case  and  the  usual  painless  death  which 
results  from  ureteral  obstruction.  The  relatives 
finally  decided  to  have  nothing  done,  and  I con- 
curred in  this  decision. 

DISCUSSION 

The  most  interesting  feature  of  the  kidneys  in  this 
case  is  that  the  right  kidney  had  undergone  com- 
plete hydronephrotic  destruction  as  a result  of  the 
obstruction  in  the  right  broad  ligament.  This  pro- 
cess must  have  begun  a long  time  ago,  for  the  left 
kidney  shows  marked  compensatory  hypertrophy  and 
has  been  doing  all  the  work  for  a long  time,  yet  the 
patient  never  had  the  slightest  symptom  referable 
to  the  right  kidney.  In  the  left  kidney,  on  the  other 
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hand,  the  complete  obstruction  developed  with  the 
most  dramatic  suddenness,  and  the  exact  reason  for 
this  is  not  altogether  clear,  even  after  autopsy. 


CARDIAC  INFARCT  WITH  SUB- 
SEQUENT CONGESTIVE  HEART 
FAILURE  AND  CYSTITIS 

(Case  Report) 

S.  H.  NEWMAN,  M.  D. 

El  Paso,  Texas. 

(Reported  at  Staff  Meeting  of  El  Paso  Masonic 
Hospital,  El  Paso,  Texas,  April  20th,  1933.) 


Patient  of  Drs.  S.  H.  Newman  and  A.  W.  Mult- 
hauf. 

Final  Diagnosis:  (1)  Cardiac  infarct  with  subse- 
quent congestive  heart  fail- 
ure. 

(2)  Cystitis. 

The  age  of  the  patient  is  76  years.  Sex  is  female, 
and  race  white.  She  was  unable  to  give  any  his- 
tory of  her  family. 

This'  is  the  case  of  a woman  who  had  an  attack 
of  coronary  thrombosis  on  December  15',  1932,  and 
lived  three  months,  during  which  time  she  showed 
every  sign  of  congestive  heart  failure.  She  was  con- 
fined to  bed  during  this  period  and  died  suddenly, 
while  at  rest,  on  March  20,  1933. 

For  ten  days  prior  to  the  attack,  she  had  been 
having  daily  spells  of  substernal  pain  and  oppres- 
sion extending  across  upper  part  of  the  chest  into 
both  axillae  and  down  both  arms.  The  arms  would 
become  almost  paralyzed.  These  spells'  would  come 
on  suddenly,  usually  after  slight  exertion,  such  as 
walking,  and  were  often  relieved  by  belching.  She 
had  never  been  troubled  by  this  pain  before,  al- 
though she  suffered  frequently  from  “indigestion.” 
She  was'  seen  by  Dr.  S.  H.  Newman  four  days  prior 
to  her  attack.  She  was  then  having  a moderately 
severe  spell  of  pain  that  came  on  her  while  on  her 
way  to  church.  Her  temperature  was  normal,  her 
pulse  100,  with  an  occasional  skipped  beat;  blood 
pressure  was  180/100. 

Two  and  a half  years  previous  to  this  attack  the 
patient  had  been  attended  by  Dr.  Newman  for 
“bladder  trouble”  and  her  blood  pressure  at  that 
lime  was  185/100,  and  pulse  108.  It  is  not  the  opin- 
ion of  Dr.  Newman  now  that  she  had  an  actual 
thrombosis  but  merely  an  angina,  but  he  foresaw 
the  possibility  of  thrombosis  and  ordered  her  to 
have  absolute  rr-st  in  bed  and  got  a nurse  for  her. 
She  was  relieved  and  felt  so  much  better  on  the 
eighth  day  that  she  got  out  of  bed  to  show  the 
nurse  how  to  build  a fire.  Immediately  on  getting 
back  into  b'd,  she  was  seized  with  a most  severe 
Substernal  pain,  radiating  in  the  manner  aforemen- 
tioned; she  became  nauseated  and  vomited  several 
times,  breaking  out  in  a profuse  sweat.  Her  color 


became  an  ashen  gray.  Her  pulse  was  then  111, 
was  very  weak  but  entirely  regular.  Her  heart  was 
but  slightly  enlarged  and  no  murmurs  could  be 
heard  then  or  subsequently.  Her  blood  pressure  was 
just  a little  flutter  around  70.  Pain  was  but  very 
slightly  relieved  by  morphine  and  did  not  disappear 
entirely  for  several  days.  However,  by  evening  of 
the  same  day,  her  blood  pressure  had  gone  up  to 
115/80.  It  remained  at  this  level,  or  slightly  be- 
low, throughout  the  entire  course  of  her  illness. 
Gradually,  signs  of  heart  failure  made  their  ap- 
pearance. Extreme  weakness  persisted ; nausea 
was  constantly  present;  edema  of  legs  developed; 
and,  finally,  dyspnea  became  her  chief  complaint 
in  the  last  six  weeks  of  her  illness.  It  became  nec- 
essary at  one  time  to  aspirate  1000  cc.  from  her 
left  chest  to  give  her  relief.  The  heart  gradually 
enlarged  until  the  right  border  was  made  out  well 
beyond  the  sternal  margin  and  apex  was  felt  in 
anterior  axillary  line  in  about  the  6th  interspace. 
Rate  was  always  a little  rapid  but  rhythm  was 
generally  good.  She  responded  very  poorly  to  all 
therapeutic  measures  and  died  rather  suddenly 
while  in  bed. 

This  patient  was  admitted  to  the  hospital  on 
March  15th,  on  account  of  frequent  and  painful 
urination  that  had  developed  several  days  prior  to 
date  of  admission.  She  also  developed  a rectal  ten- 
derness. Dr.  A.  W.  Multhauf  was  called  in  and 
gave  her  bladder  treatments'  once  or  twice  a day. 
She  had  suffered  from  cystitis  intermittently  over 
a period  of  fifteen  years  and,  at  one  time,  was  in 
Mayo’s  clinic  for  treatment.  Aside  from  theocalcin, 
morphine,  and  an  occasional  dose  of  adrenalin,  she 
was  given  3 grains  quinidine  with  1/300  grain  atro- 
pine three  times'  a day  for  eleven  days.  It  was  dis- 
continued then  on  account  of  a peculiar  rhythm 
of  the  heart.  The  heart  would  beat  regularly  for 
several  minutes  at  about  57  per  minute,  then  it 
would  suddenly  double  its  rate  by  coupling  with  an- 
other weaker  contraction,  which  later  was  barely 
perceptible  at  wrist  and  at  elbow  on  auscultation  of 
blood  pressure.  The  weaker  beat  was  regular  and 
there  was  one  for  every  stronger  beat.  This  would 
krep  up  for  a few  minutes  also,  and  then  the  weak- 
er beat  would  disappear  and  the  heart  would  re- 
sume its  former  slower  rate.  She  was  given  strych- 
nine, also  amytal  and  codein  for  rest.  Later,  when 
signs  of  cardiac  failure  occurred,  she  was  put  on 
digitalis  in  addition  and,  while  in  the  hospital,  she 
was  given  15  gr.  ammonium  nitrate  four  times  a 
day  for  four  days  and  on  the  fourth  day  she  was 
given  % cc.  salyrgan  intramuscularly  with  the  idea 
of  eliminating  fluid  and  reducing  the  load  on  the 
heart;  but  she  dird  on  the  same  day  the  Salyrgan 
was  given,  death  occurring  on  her  sixth  day  of  hos- 
pitalization. 

An  autopsy  was  done  on  March  21st,  a report  of 
which  follows: 

“The  body  is  that  of  a large,  fat,  white  woman. 
The  skin  is  pale;  there  is  some  swelling  of  the  ex- 
tremities. On  section,  fat  is  lemon  yellow.  Muscles 
are  extremely  pale. 
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“On  opening-  the  abdomen  there  are  no  marked 
lesions.  On  opening-  the  chest,  the  lungs  are  free, 
cardiac  area  large.  On  opening-  the  pericardium, 
the  heart  is  large  and  circulatory  region  over  the 
apex  is  hollowed  out  and  is  very  thin.  Area  of  the 
right  ventricle  is  small  and  forms  only  a small  por- 
tion of  the  heart.  Heart  on  removal  was  greatly 
enlarged.  The  apex  formed  a large  thin  sac.  Heart 
on  section  showed  valvos  intact  and  normal.  Right 
ventricle  extremely  small  and  lying  on  top  of  the 
sac  made  by  the  left  ventricle.  Upper  portion  of 
the  left  ventricle  had  good  muscle  but  the  apical 
portion,  extending  into  the  septum,  was  greatly  di- 
lated and  formed  a large  fibrous  sac  which,  at  the 
apex,  was  quite  thin  and  the  deposit  on  it  was  a 
rather  recently  organized  clot.  The  base  of  the 
aorta  was  in  good  condition  and  on  examination 
the  coronaries  showrd  no  patches  of  sclerosis  in 
fact,  the  coronaries  appeared  thin  and  smooth  rath- 
er than  thick  and  obliterated,  as  usually  seen.  Peri- 
cardium everywhere  adherent,  with  fibrous  adhe- 
sions. 

“Kidneys  were  in  good  condition  considering  the 
age  of  the  patient. 

“Diagnosis:  Cardiac  infarct  with  aneurysm  of 

the  heart;  adherent  pericardium;  cardiac  hyper- 
trophy; chronic  passive  congestion  of  liver.” 

SPLENOMEGALY  SIMULATING 
RENAL  DISEASE 
(Case  Report) 

KELVIN  D.  LYNCH,  M.  D. 
and 

ROBERT  L.  THOMPSON,  M.  D. 

El  Paso,  Texas. 


(Pr' rented  at  the  Staff  Meeting  of  El  Paso  City- 
County  Hospital,  March  15,  1933.)  ) 


Male,  age  44,  admitted  to  Urological  Service  Dec. 
27,  1932. 

This  man  was'  complaining-  of  pain  in  his  left 
side  when  first  seen.  It  was  of  right  days’  dura- 
tion and  began  at  left  costal  margin,  running  down 
to  bladder  area  and  to  testicle.  The  pain  was  in- 
termittent in  character,  lasting  two  to  three  hours 
at  a time.  The  desire  to  urinate  accompanies'  these 
paroxysms  of  pain.  A very  severe  attack  of  left- 
sided abdominal  pain,  referred  low  to  scrotum  and 
rectum,  precipitat'd  his  desire  for  admission  to 
hospital.  About  a year  ago,  he  had  a seizure  of 
abdominal  discomfort  similar  to  the  one  he  has  had 
for  the  last  eight  days.  There  has  been  no  consti- 
pation ; slight  nausea  and  vomiting  were  present, 
the  day  of  admission,  and  he  mentions  a slight 
cough  of  five  days’  duration. 

Examination:  Patient  is1  seen  to  be  a thin  Mexi- 
can man  who  looks  older  than  44,  given  age.  Tem- 
perature 98.8°,  puls''  100. 

Positive  physical  findings:  Throat  slightly  in- 

flamed. Slight  mucous  rales  heard  in  both  lungs. 


The  interesting  and  startling  finding  was  a large 
mass  in  left  abdomen  extending  from  left  costal 
margin  to  a level  with  the  umbilicus,  filling  left 
abdomen  entirely.  This  mass  was  very  slightly  ten- 
der to  palpation.  The  liver  was  not  palpable. 

Laboratory  report:  Hb.,  75  per  cent;  W.B.C., 
7,000;  polys,  87  per  cent;  lymphocytes,  7 per  cent; 
eosinophiles,  6 per  cent.  Wassermann,  negative. 

Urinalysis  showed  one  plus  albumin  and  two  plus 
pus,  being  otherwise  negative. 

From  the  pus  in  the  urine  and  tender  mass  in  left 
lumbar  region,  and  also  the  history  of  pain  simul- 
ating renal  colic,  cystoscopy  was  indicated  and  this 
was  done  under  2 per  cent  butyn  anesthesia.  Pyelo- 
grams  were  made  also.  The  catheters  passed  freely 
to  each  kidney  pelvis.  A moderate  median  bar  was 
c-bserved  at  bladder  neck.  The  specimens  revealed 
as  follows:  Left  kidney:  one  plus  albumin,  2 plus 
pus,  2 plus’  epithelial  cells;  right  kidney:  one  plus 
albumin,  3 plus  pus,  2 plus  epithelial  cells;  blad- 
der: one  plus  albumin,  3 plus  pus,  2 plus  epithelial 
cells.  Cultures  of  all  specimens'  wore  reported  as 
showing  growths  of  lactic  acid  bacilli. 

The  pyelograms  showed  elongated  calyces,  espe- 
cially on  left  side,  with  considerable  enlargement 
of  the  left  kidney  although  the  outlines  of  the  or- 
gan was  not  distinctly  demarcated. 

At  this  point,  a difference  of  opinion  was  ex- 
pressed by  various  members  of  the  staff  (consulta- 
tion having  been  requested)  as  to  whether  or  not 
the  mass  in  this  left  side  was  spleen  or  kidney. 
There  was  evidence  for  each  opinion.  The  mass 
completely  filled  the  left  loin.  Pressure  at  the 
costovertebral  angle  would  make  the  mass  rise 
against  the  other  palpating  hand,  and  vice  versa. 
This  seemed  to  favor  its  being  a renal  mass;  also, 
the  pus  in  the  left  urine.  And  the  pyelograms  sug- 
gested the  vague  possibility  of  polycystic  kidney. 

Banti’s  disease,  or  splenic  anemia,  was  naturally 
suggested  by  some.  Against  this  was-  the  blood 
work  showing  Hb.  ranging  from  75  to  100  per  cent 
during  his  stay  in  the  hospital;  white  counts  of 
7000  to  10,500,  with  red  counts  of  around  5,000,000 
eacli  time.  Certainly  there  was  no  anemia  nor 
leukopenia.  However,  the  white  count  did  drop  to 
4,000  later.  At  this  time  there  had  developed  an  ap- 
preciable amount  of  abdominal  ascites,  also. 

Operation:  Under  spinal  anesthesia,  a left  lumbar 
incision  was  made  and  the  lumbar  fascia  incised 
sufficiently  to  admit  two  fingers.  The  left  kidney 
was  palpated  and  found  to  be  enlarged,  although 
this  was  ascertained  not  to  be  the  mass  which  was 
filling  the  left  side  of  the  abdomen.  Nothing  more 
was  done  and  closure  was  effected.  The  patient  was 
then  referred  to  the  general  surgical  service. 

He  apparently  suffered  no  inconvenience  from 
this  operative  procedure  and  for  five  days  his  con- 
dition was  uneventful  and  satisfactory.  Suddenly, 
he  began  to  vomit  large  amounts'  of  dark  blood  and 
bright  red  blood.  This  gastric  hemorrhage  con- 
tinued and  the  hematemesis  was  experienced  more 
■and  more  often  until  death  ensued,  eighteen  hours 
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after  the  first  indication  of  the  hemorrhage  into 
the  stomach. 

Autopsy:  The  findings  at  post  mortem  were  as 

follows : 

1.  Cirrhosis  of  the  liver  wtih  marked  compres- 
sion of  the  portal  veins. 

2.  Splenomegaly. 

3.  Terminal  fatal  gastric  hemorrhage. 

4.  Benign  prostatic  hypertrophy  with  small  ab- 
scess in  right  lobe. 


DEMONSTRATION  OF  PATHO- 
LOGICAL SPECIMEN  FROM 
AUTOPSY:  PNEUMOCO- 
NIOSIS. 

H.  P.  MILLS,  M.  D. 

Phoenix,  Arizona 

(Read  before  the  Staff  Meeting  of  the  Good  Sam- 
aritan Hospital,  Phoenix,  Jan.  23,  1933.) 

CASE  REPORT 

The  patient  was  a male,  aged  63.  He  spent  years, 
practically  all  his  life,  in  mine  work,  not  under- 
ground. He  worked  in  a mill  where  rock  is  crushed, 
and  in  the  presence  of  a great  amount  of  dust,  in 
copper,  gold,  silver,  and  lead  mining.  He  had  not 
worked  for  the  past  year;  was  a heavy  user  of  al- 
cohol. No  history  was  obtained  of  acute  or  serious 
illness.  He  could  not  state  when  the  lung  condition 
developed,  but  had  had  a cough  for  forty-two  years. 
He  stated  that  all  his  associates  in  the  mine  had 
died,  so  he  was  not  surprised  when  told  of  the  seri- 
ousness of  his  illness. 

The  patient  was  first  seen  by  the  physician  on 
December  8,  when  he  had  symptoms  of  a cold,  with 
dyspnea  and  slight  cyanosis.  The  dyspnea  and  cy- 
anosis were  first  brought  on  by  a sudden  exertion. 
Pulse  was  170;  pain  in  chest  and  severe  cough  at 
infrequent  intervals.  At  times  a reddish-colored 
sputum  was  produced.  A diagnosis  of  chronic  tu- 
berculosis was  made,  but  sputum  was  negative. 
Pneumoconiosis  was  considered  as  probable,  from 
the  lung  findings  and  history.  X-ray  examination 
was  made  of  the  chest. 

On  admission  to  the  hospital,  the  patient  showed 
symptoms  of  air  hunger,  dyspnea,  rapid  irregular 
pulse  (70-120),  spasmodic  cough.  Temperature  was 
subnormal;  respiration,  20-40;  white  blood  count, 
14,700;  hemoglobin,  90;  polys,  80  per  cent.  Urine: 
sp.  gr.  1020;  albumin,  one  plus;  few  pus  cells.  Ter- 
minal temperature  up  to  104  degrees.  Examination 
of  lungs  showed  multiple  cavities  with  fibrotic 
changes.  Right  heart,  incompetent. 

DISCUSSION 

Pneumoconiosis  is  a fibrosis  of  lung  resulting  from 
continued  inhalation  of  irritant  dust  particles.  Many 
kinds  of  dust  are  concerned — chiefly  in  coal  and 
hard-rock  mining;  in  cement,  asbestos,  and  pottery 
manufacturing;  and  in  tool  grinding.  Investigations 


show  that  the  damage  done  is  in  direct  proportion  to 
the  percentage  of  silica  content  of  the  dust  inhaled. 
Dusts  of  organic  matter  may  not  induce  changes  in 
the  lungs  under  twenty  to  thirty  years,  while  dusts 
heavy  with  silica  may  produce  extensive  changes  in 
two  or  three  years. 

Dust  particles  enter  the  alveoli  or  terminal  bron- 
chioles and  then  are  taken  up  by  mononuclear  cells 
and  proliferatetd  cells  of  the  alveoli — macrophages — 
and  are  carried  by  lymph  channels  finally  to  the  hilus 
lymph  nodes.  Due  to  the  presence  of  silica,  these 
cells  are  not  autolyzed,  but  gather  into  clumps  and 
block  the  lymph  channels,  and  fibrosis  begins.  A 
nodular  fibrosis  occurs  around  small  vessels  and 
bronchi.  The  final  stage  is  one  of  interstitial  fibro- 
sis. The  lymph  nodes  may  assume  immense  size,  espe- 
cially at  the  lung  hilus.  "Pneumoconiosis  does  not 
cause  destruction  of  lung  tissue”  (Saute).  "Among 
Welch  miners,  8 6 per  cent  die  of  pulmonary  tuber- 
culosis. . . The  great  majority  of  cases  of  pneumo- 
coniosis show  some  tuberculous  involvement”  (Beat- 
tie).  The  end  result  in  silicosis  is  always  fibrosis  and 
never  caseation.  This  fibrosis  is  the  result  of  chemi- 
cal action  of  silica  dissolved  by  the  alkaline  body 
fluids. 

Fibrosis  may  not  be  demonstrable  for  six  months 
after  exposure  to  silica,  and  silica  may  be  found  in 
the  sputum  six  months  after  a period  of  dust  ex- 
posure. Pneumoconiosis  predisposes  to  tubercular 
and  other  infections,  but  not  to  carcinoma  of  the 
lungs.  Tuberculosis  and  silicosis  together  produce  a 
much  greater  degree  of  fibrosis  than  either  alone. 

In  the  case  reported,  autopsy  showed  on  the  left  a 
soft  caseous  area,  black,  shiny,  resembling  graphite. 
The  characteristic  large  flat  plates  of  cholesterol  may 
be  found  in  any  tissue  where  the  cells  are  undergoing 
slow  destruction  and  where  they  are  cut  off  from 
means  of  absorption,  as  in  encapsulated  caseous  areas, 
old  infarcts,  and  hematomata.  In  the  gross  specimen 
there  is  the  appearance  of  a glistening  substance 
which,  when  mixed  with  black  pigment,  resembles 
graphite.  Under  the  microscope  are  seen  the  large 
flat  scale-like  crystals.  This  material  gives  also  a pro- 
nounced positive  reaction  by  chemical  tests  for 
cholesterol. 

AUTOPSY  FINDINGS 

Body  of  a sixty-five-year-old  white  male. 

Chest  is  slightly  barrel  shaped — marked  calcifica- 
tion of  costal  cartilages.  Free  straw-color'' d fluid  in 
beth  pleural  cavities  on  both  sides.  Right  lung 
shows  marked  thickening  and  fibrous  infiltration 
throughout,  especially  marked  in  the  upper  lobe. 
Right  apex  was  found  to  be  solid,  of  leather-like  con- 
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sistency  except  for  a cavity  with  fibrous  bands 
crossing  it.  Left  lung  reveals  some  thickening  and 
consolidation  of  the  apex,  with  slightly  smaller  cav- 
ity, near  the  hilus,  filled  with  muddy  black  sub- 
stance about  the  consistency  of  thin  cheese,  and  of 
a shiny,  glistening  appearance,  resembling  graphite 
grease.  Pericardial  sac  contains  small  amount  of 
free  straw-colored  fluid.  Heart  was  enlarged  to 
almost  twice  normal  size.  Right  ventricle  markedly 
dilated.  Tricuspid  valve  admits  three  fingers  easily. 
Left  ventricle  greatly  thickened.  Mitral  valve  ad- 
mits two  fingers.  Aortic  valve  dilated  and  sclerotic. 
Aorta  markedly  dilated  and  arteriosclerotic,  show- 
ing many  atheromatous  plaques.  On  the  anterior 
surface  of  the  left  ventricle,  there  was  found  an  old 
pericardial  adhesion. 

Abdomen.  Much  free  ascitic  fluid  found  on  open- 
ing abdomen.  Liver  found  markedly  enlarged — liver 
edge  firm  and  rounded  and  extending  full  hand- 
breadth  below  the  rib  margin.  Liver  presents  typi- 
cal nutmeg  liver  discoloration  of  chronic  passive 
hyperemia. 

Spleen  reveals  chronic  passive  congestion. 

Stomach.  Small  intestine  and  colon  are  essential- 
ly normal. 

Kidneys.  Normal  in  size  and  consistency.  Capsules 
strip  easily,  tabulated  in  form.  Cut  sections  reveal 
fibrotic  changes'  similar  to  an  old  arteriosclerotic 
nephritis. 

Anatomical  Diagnosis:  Pneumoconiosis  and  prob- 
ably chronic  tuberculosis  with  cavity  formation  of 
both  lungs. 

Arteriosclerotic  aortitis  with  aortic  dilatation. 

Acute  dilatation  right  heart. 

Chronic  pericarditis. 

Effusion  of  pleura  and  pericardium. 

Ascites. 

Chronic  passive  hyperemia. 

Chronic  passive  congestion  of  the  abdominal  or- 
gans. 

Chronic  arteriosclerotic  nephritis. 


REPORT  ON  TWO  CASES  OF  NOR- 
MAL DELIVERY  FOLLOWING 
CESAREAN  SECTION. 


B.  HERZBERG,  M.  D. 

Phoenix,  Arizona. 

(Read  before  the  Staff  Meeting  of  the  Good  Sam- 
aritan Hospital,  Phoenix,  Jan.  23,  1933.) 

Since  modern  surgical  methods  have  reduced  the 
dangers  of  cesarean  section,  the  number  of  surgical 
deliveries  has  greatly  increased,  and  this  is  especially 
true  since  the  introduction  of  the  low  cervical  op- 
eration. If  this  operation  is  done  either  before  labor 
or  early  in  labor,  there  is  little  more  danger  than  in 
an  appendectomy  before  rupture.  With  this  in  mind, 


many  obstetricians  are  using  cesarean  section  as  a 
means  of  delivery  in  many  border-line  cases.  This 
works  out  very  nicely  for  the  case  at  hand.  The  pa- 
tient is  delivered  with  a minimum  of  suffering  and 
a live  baby  is  assured.  But  what  is  the  obstetrical  fu- 
ture of  the  patient?  Usually  more  babies  are  wanted 
and,  if  not,  they  generally  come  anyway.  There  is 
the  old  obstetrical  axiom  that  states,  "Once  a cesa- 
rean, always  a cesarean,”  and  we  all  know  the  increas- 
ing danger  with  each  succeeding  surgical  delivery. 
However,  there  are  exceptions  to  this  rule,  and  I am 
reporting  two  of  the  exceptions.  . 

CA'-E  REPORTS 

Case  No.  24288  came  under  my  care  in  October, 
J 930.  The  patient  was  a white  female,  30  years  of 
age  and  apparently  in  good  health.  She  was  an 
army  nurse,  having  trained  at  Massachusetts  Gen- 
eral Hospital  and  served  with  the  A.  E.  F.  for  18 
months.  Her  last  menstrual  period  had  started  on 
May  2,  so  the  date  of  confinement  was  calculated  to 
be  February  6.  Her  past  history  was  essentially 
negative,  except  for  the  difficulties  with  her  first 
pregnancy.  With  her  first  pregnancy,  she  ran  a 
normal  course,  except  that  fibroids  were  found  three 
months  before  the  delivery.  Sh''  was  in  labor  72 
hours,  finally  reaching  a stage  of  inertia.  A classi- 
cal cesarean  section  was  done,  and  then  it  was  de- 
termined that  a large  submucous  fibroid  had  block- 
ed the  birth  canal.  On  the  third  postoperative  day, 
the  wound  broke  down  with  a colon  infection,  and  on 
the  fifth  day  symptoms  of  a pelvic  abscess  devel- 
oped. Four  weeks'  following  this,  she  states,  she  de- 
veloped a streptococcic  pneumonia.  As  a result  of 
these  complications,  it  was  four  months  before  she 
could  walk,  and  a year  before  she  could  go  back  to 
her  profession. 

On  physical  examination,  the  head,  neck  and  chest 
were  essentially  negative.  On  the  abdomen,  the  skin 
was  lax,  and  showed  a great  many  striae.  The 
uterus  extended  up  to  midway  between  the  umbili- 
cus and  xiphoid.  The  head  was  in  the  fundus,  breech 
in  the  pelvis,  and  back  to  the  left.  The  fetal  heart 
tones  were  found  just  to  the  right  of  the  umbilicus, 
136  per  minute.  Just  below  the  umbilicus,  a firm 
rounded  tumor  mass  was  found  attached  to  the 
uterus  by  a short  thick  pedicle.  It  was  about  12  cm. 
in  diameter.  Also  two  smaller  tumor  masses  could 
b'-  made  out  about  5 cm.  above  the  pubis. 

On  vaginal  examination,  the  bx-eech  could  be  made 
out  definitely.  The  cervix  was  firm,  with  no  lacera- 
tions. No  tumor  masses  could  be  made  out  vaginal- 
ly.  The  measurements'  were  22-29-30-20%.  The 
true  conjugate  was  greater  than  11.  She  was  ex- 
amined every  week  after  this,  special  attention  be- 
ing paid  to  the  development  of  fibi-oids  low  in  the 
uterus.  She  asked  to  be  allowed  to  deliver  vaginally 
if  it  were  at  all  possible.  She  understood  the  risk, 
but  begged  to  be  allowed  to  take  that  risk.  In  spite 
of  the  fact  that  this  was  to  be  her  first  non-surgieal 
delivery,  it  was  felt  that,  if  there  were  no  obstruc- 
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tions,  rapid  dilatation  of  the  cervix  could  be  ex- 
pected, sine'',  in  her  first  delivery,  dilatation  had 
been  complete,  but  a tumor  obstructed  the  birth  can- 
al. So  now  there  would  be  very  little  danger  of  a 
ruptured  uterus.  It  was  decided  to  allow  her  six 
hours  of  labor,  and  if  the  presenting  part  was  still 
high,  with  little  dilatation  of  the  cervix,  cesarean 
section  was  to  be  done. 

Labor  started  at  8 a.  m.  on  January  29.  The  pa- 
tient entered  the  hospital  an  hour  later.  Contrac- 
tions were  every  5 to  6 minutes,  and  only  moderate. 
Contractions  continued  through  the  morning,  grad- 
ually increasing  in  intensity.  At  11:30  the  mem- 
branes ruptured  spontaneously,  dilatation  was  al- 
most complete,  and  the  breech  slipped  down  almost 
to  the  perineal  floor.  Contractions  became  quite  se- 
vere and  ether  was  given  freely  because  of  the  dan- 
ger of  rupture.  No  further  progress  was  made  un- 
til 12:30,  when  a deep  left  lateral  episiotomy  was 
done,  forceps  were  applied  to  the  breech,  and  the 
baby  was  readily  extracted.  The  placenta  was  ex- 
pressed by  Crcde  maneuver,  following  which  there 
was  considerable  hemorrhage.  Oxytocics  failed  to 
check  this,  so  the  uterus  was  packed  with  mercuro- 
chrome  packing,  which  checked  the  hemorrhage  com- 
pletely. The  perineum  was  repaired,  and  the  pa- 
tient was  sent  to  bed.  She  made  an  uneventful  re- 
covery, and  left  the  hospital  eight  days  later. 

Patient  No.  14437  came  under  my  care  in  June, 
1932.  She  was  white,  24  years  of  age,  and  para  II. 
Her  last  menstruation  had  started  on  October  5. 
She  gave  a history  of  being  nervous  since  childhood, 
appendectomy  in  1923,  thyroidectomy  in  1925.  Her 
first  pregnancy  was  interrupted  at  6 months  by  ab- 
dominal hysterotomy  because  of  pre-eclamptic  tox- 
emia, from  which  she  made  an  uneventful  recovery. 
Otherwise  her  history  was  essentially  negative. 

On  physical  examination,  the  head,  neck  and  chest 
were  generally  negative  except  for  the  old  thyroid- 
ectomy scar.  The  abdomen  was  firm  and  showed  a 
scar  just  to  the  right  of  the  mid  line,  extending 
from  just  below  the  xiphoid  process,  to  5 cm.  below 
the  umbilicus.  Also  there  was  the  old  appendectomy 
scar.  The  uterus  filled  the  entire  abdomen.  The 
fetal  head  was  made  out  at  the  pelvic  inlet,  breech 
in  the  fundus,  and  the  back  to  the  right.  The  fetal 
heart  tones  were  in  the  right  lower  quadrant,  132 
per  minute.  The  external  measurements  were  23-28- 
30-21.  Vaginal  examination  showed  the  presenting 
part  to  be  low  in  the  pelvis.  In  view  of  the  impov- 
erished condition  of  the  patient,  ample  room  in  the 
pelvis,  low  position  of  the  head,  it  was  decided  to 
allow  a vaginal  delivery.  She  was  examined  twice 
weekly  for  signs  of  toxemia,  but  urine  continued 
negative  and  the  blood  pressure  remained  within 
normal  limits  throughout  the  remainder  of  the  preg- 
nancy. 

Labor  started  at  5 a.  m.  on  July  9.  Contractions 
were  mild  and  irregular  until  noon.  Then  they  be- 
came regular  and  fairly  severe,  four  minutes  apart 
and  lasting  20  to  30  seconds.  At  5 p.  m.  the  head 
was  almost  on  the  perineum  and  there  was  7 cm. 
dilatation;  contractions  every  two  minutes  and  last- 


ing 30  to  45  seconds.  Following  this,  she  was  given 
ether  with  each  contraction.  At  7:30  the  membranes 
were  ruptured,  deep  left  lateral  episiotomy  was  per- 
formed and  a 7!4  pound  baby  was  delivered  spon- 
taneously. There  was  considerable  hemorrhage  fol- 
lowing the  delivery,  but  this  was  finally  controlled 
with  pituitrin  and  ergot.  The  hemorrhage  undoubt- 
edly was  caused  by  the  old  scar  tissue  in  the  uterus 
interfering  with  complete  contraction.  The  patient 
made  an  uneventful  recovery. 

While  the  results  obtained  in  these  cases  were  quite 
gratifying,  yet  the  risks  incurred  are  so  serious  that 
one  questions  the  advisability  of  allowing  vaginal  de- 
livery following  a surgical  procedure  into  the  uterus. 
In  these  cases,  where  conditions  were  as  satisfactory 
as  could  be  hoped  for,  the  delivery  was  accomplished, 
but  in  each  instance,  hemorrhage  was  encountered 
that  was  difficult  to  stop.  Also  the  strain  on  the  old 
scar  tissue  certainly  must  have  weakened  the  wall  of 
the  uterus.  Bearing  this  in  mind,  if  such  a case  should 
come  unuder  my  care  again,  conditions  would  have 
to  be  perfect,  or  the  delivery  would  have  to  be  by 
cesarean  section. 


ADVANCED  PYONEPHROSIS 
FROM  LARGE  RENAL 
CALCULUS 


(Case  Report) 


KFl.VIN  D.  LYNCH,  M.  A.,  M.  D. 
and 

ROBERT  F.  THOMPSON,  B.  A.,  M.  D. 
El  Paso,  Texas 


The  patient,  a white  female,  aged  49,  consulted 
her  family  physician  on  account  of  a “peculiar  odor 
to  urine.”  A urinalysis'  revealed  much  pus,  and  she 
was  referred  for  urological  survey.  There  had  been 
no  dysuria,  pain  nor  tenderness,  nor  any  symp- 
tom referable  to  the  urinary  tract. 

The  previous  history  is  interesting  in  that  twen- 
ty-five years  ago  she  developed  pulmonary  tubercu- 
losis but  recovered  her  health  in  a short  while  and 
was  pronounced  cured  by  her  medical  attendant. 
She  has  remained  well  in  this  respect  ever  since. 
About  this  same  time  her  appendix  was  removed  on 
account  of  an  acute  attack  of  appendicitis'.  At  the 
same  time  the  right  ovary  was  removed.  A year 
later  she  experienced  much  low  abdominal  pain  and 
another  operation  was  done.  At  this  time  some  in- 
testinal adhesions  were  corrected  and  the  remain- 
ing ovary  and  both  uterine  tubes  were  removed. 
Five  years  later  the  patient  began  to  have  pain  and 
tenderness'  in  the  region  of  the  right  kidney.  She 
was  told  that  she  had  a fallen  kidney  and  opera- 
tion was  done  for  this,  the  kidney  bring  elevated 
and  fixed.  But  she  had  no  relief  from  her  symp- 
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toms  after  this  surgical  procedure,  the  pain  and 
tenderness  continuing  to  manifest  themselves. 
Th^se  symptoms  lasted  for  twelve  'years,  being 
present  in  periodic  seizures.  For  the  last  eight 
years  she  has  been  free  of  all  symptoms  and  has 
been  enjoying  good  health.  She  was  not  cystoscoped 
nor  wrre  any  x-ray  pictures  taken  at  any  time  dur- 
ing this  period  of  distress  referable  to  the  right 
kidney. 

Examination:  The  patient  is  seen  to  be  a thin, 
poorly  nourished  woman.  The  physical  examination 
is  essentially  negative  except  for  the  abdominal 
findings.  Here  a large  mass  is  found  occupying  the 
entire  right  side  of  the  abdomen  extending  from 
the  costal  margin  to  a point  below  the  umbilical 
level.  The  mass  is  slightly  movable;  slightly  ten- 
der to  palpation,  and  appears  to  have  a rather 
smooth,  lobulated  surface.  The  left  kidney  is  not 
palpable. 

Cystoscopy:  Under  2 per  cent  butyn  anesthesia, 
cystoscopy  was  done  and  the  bladder  was  found  to 
have  a normal  capacity.  Evidences  of  chronic  blad- 
der inflammation  were  observed.  The  left  orifice 
was  normal  in  situation,  appearance  and  function. 

A No.  5 F.  catheter  was  passed  freely  up  the  left 
ureter  to  the  pelvis  of  the  kidney.  The  right  orifice 
showed  some  indication  of  inflammation,  though 
this  was  not  marked.  There  was  slight  congestion 
and  slight  edema.  No  functional  contraction  could 
be  seen.  A No.  5 F.  catheter  was  definitely  ob- 
structed at  25  cm. 

Pyelography:  A study  of  the  flat  x-ray  plates  re- 
vealed that  a large  quadrilateral  stone  was  present 
in  the  region  of  the  pelvis  of  the  right  kidney  and 
pyelograms  showrd  that  large  crater-like  cavities 
wrre  present  in  a greatly  enlarged,  apparently  de- 
stroyed kidney.  Presumably  this  apparent  pyoneph- 
rosis was  due  to  obstruction  by  the  stone  in  the 
kidney  pelvis. 

The  bladder  urine  showed  much  pus.  The  speci- 
men from  the  lrft  kidney  contained  no  pus  while 
that  from  the  right  side  was  loaded  with  pus  cells. 
Cultures  were  positive  for  the  B.  coli  in  the  bladder 
and  right  specimens.  The  urine  from  the  left  kid- 
ney was  sterile. 

Indigo-carmine  functional  tests'  revealed  a pro- 
fuse concentrated  secretion  from  the  left  kidney  in 
two  minutes.  None  of  the  dye,  at  all,  was  obtained 
from  the  right  kidney  over  a 30-minute  period. 
The  right  kidney  was  functionless,  throughout. 

Blood  Examination:  Hb.,  78  per  cent;  R.B.C., 
4,800,000;  W.B.C.,  6,900.  Differential:  polys,  75  per 
cent;  small  lymph.  17  per  cent;  largo  lymph.  7 per- 
cent; transitionals,  1 per  cent.  Blood  urea:  60  mg. 
per  100  cc.  of  blood. 

Operation:  Under  spinal  anesthesia  supplement- 
ed by  nitrous  oxide  gas,  a modified  Rovsing  inci- 
sion was  made  and  a hernia  was  found  in  the  old 
lumbar  incision  on  the  right  side.  The  kidney  was 
exposed  in  routine  manner  and  the  upper  pole  was 
freed  and  delivered  without  any  difficulty,  but  the 
lower  pole  was  greatly  enlarged  and  was  densely 
adherent  to  the  ascending  colon  and  to  the  duo- 


denum. It  was  covered  by  a thin  sheet  of  perito- 
neum. 

Considerable  time  was  taken  in  separating  the 
kidney  from  these  structures,  to  avoid  tearing  the 
kidney,  to  avoid  spilling  pus  in  the  perirenal  space, 
and  to  protect  the  peritoneum  from  any  pus.  There 
were  found  several  anomalous  vessels  entering  the 
upper  po  e of  the  kidn  y just  above  the  pelvis  and 
one  vessel,  springing  from  the  renal  artery,  went 
dix-ectly  across  the  back  of  the  pelvis  to  the  kidney 
substance  at  the  hilus.  The  kidney  pedicle  was  ex- 
posed, the  vessels  were  clamped  separately  and 
triply  ligated  with  three  rows  of  ligatures.  Drain- 
age was  inserted  into  the  renal  bed  and  closure  was 
effected  in  routine  manner.  Convalescence  was  un- 
eventful and  recovery  complete. 

Pathological  Study  of  Removed  Organ — Right 
Kidn  y:  The  kidney  is  large  and  has  a lobulated 
surface.  It  measures  16  by  10  by  8 cm.  The  sur- 
face lobulations  aie  soft  and  cystic.  The  pelvis 
contains  an  irregular-shaped,  calcium-oxylate  stone 
which  weighs  14.5  grams.  The  stone  is  pointed  into 
the  ureter  and  blocks  it.  The  kidney  pelvis  is  di- 
lated into  a large  irregular  sac,  with  complete  com- 
pression of  the  kidney  tissue.  The  irregular  sac  is 
filled  with  turbid,  pussy  fluid.  The  lining  mem- 
brane of  the  pelvis  is  not  particularly  congested, 
roughened  or  inflamed.  There  is  no  evidence  of 
tuberculous  infection  in  any  part  of  the  kidney. 

Diagnosis:  (1)  Large  stone  in  right  pelvis;  (2) 
pyonephrosis,  advanced. 

COMMENT  AND  SUMMARY 

This  case  is  interesting  in  that  it  shows  a kidney 
functionless,  and  completely  destroyed  by  stone 
blockage  in  the  pelvis,  which  had  given  no  symptoms 
for  the  last  eight  years,  but  whose  condition  could 
have  been,  possibly,  ascertained  in  the  incipiency 
when  the  stone  first  appeared,  twenty  years  ago,  had 
complete  urological  study  been  available,  including 
especially,  pyelography.  The  failure  of  the  nephro- 
pexy to  relieve  the  symptoms  is  quite  plain.  Finally, 
let  it  be  emphasized  that  colic  does  not  mean  that  a 
stone  has  been  passed.  Repeated  x-ray  studies  should 
be  made  to  ascertain  if  it  is  still  present  and,  if  so,  it 
should  be  removed  before  any  damage  by  secretory 
blockage  is  brought  about. 

CONTROL  OF  CUMMUNICABLE 
DISEASES  IN  THE  PUBLIC 
SCHOOLS. 

GERTRUDE  SHAW  CRAGIN,  R.  N. 

School  Nurse, 

Tucson,  Arizona 

(Read  before  the  Arizona  Public,  Health  Associa- 
tion at  its  meeting  held  at  Tucson,  April  18  and  19, 
1933.) 

Ben  Johnson,  300  years  ago,  was  responsible  for 
these  lines  concerning  smallpox: 
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"Envious  and  foul  disease,  could  there  not  be 
one  beauty  in  an  age,  and  free  from  thee?” 

The  following  interesting  excerpt  is  taken  from  a 
recent  number  of  Hygeia: 

“In  Europe  of  the  eighteenth  century  and  before, 
no  family  considered  its  circle  complete,  until  all 
its  members  had  had  smallpox  and  recovered,  be- 
cause until  they  had  acquired  the  immunity  acquir- 
ed by  an  attack,  none  could  be  regarded  as  safe. 
Smallpox  in  those  days  was  a death-dealing  scourge, 
not  merely  an  inconvenience  as  it  is'  today.  It  was 
so  common  that,  in  the  circulars  advertising  a re- 
ward for  their  capture,  fugitives  from  justice  were 
sometimes  characterized  by  the  statement  that  they 
were  not  pitted  with  smallpox.  As  late  as  February, 
1932,  Dr.  Samuel  B.  Woodward,  appearing  before 
the  Public  Health  Committee  of  the  Massachusetts 
legislature,  pointed  out  some  statistics  from  a map 
of  the  United  States  published  by  opponents  of  vac- 
cination. On  this  map,  nine  states  have  some  form 
of  compulsory  vaccination;  in  six  states,  vaccination 
is  optional  with  the  authorities,  and  in  thirty-three 
states,  no  compulsory  vaccination  laws  exist.  On 
this  map,  published  by  opponents  of  vaccination, 
four  states  have  been  ‘awarded’  gold  stars,  because, 
according  to  these  propagandists,  they  have  exceed- 
( d all  the  rest  in  the  race  for  freedom,  for  they  pro- 
hibit compulsory  vaccination!  It  would  appear  to 
physicians  that  these  states  have  mistaken  the  di- 
rection in  which  the  race  is  supposed  to  be  progress- 
ing and  are  running  toward  the  wrong  goal.  At  any 
rate,  Dr.  Woodward  points  out  that  these  four 
states — Arizona,  Utah,  North  Dakota  and  Minne- 
sota, with  a combined  population  in  1920  of  approx- 
imately 4,000,000  persons — accumulated  46,130  cas- 
es of  smallpox  in  their  race  for  ‘freedom  in  the 
ten  years  from  1919  through  1928.  During  the  same 
years  and  with  an  approximate  population  of  4,000,- 
000,  Massachusetts  had  but  408  cases.  In  other 
words,  where  compulsory  vaccination  was  prohibit- 
ed, there  was  just  113  times  as  much  smallpox  as 
where  compulsory  vaccination  existed.” 

Since  1920  we  have  vaccinated  in  the  Tucson  pub- 
lic schools,  10,011  persons.  A number  of  these  vac- 
cinated persons  were  adults  who  came  to  us  during 
the  epidemic  of  1922,  and  there  were  several  hundred 
pre-school  children.  We  reached  the  peak  in  1922, 
when  244  cases  of  smallpox  were  reported  in  Pima 
County.  Of  this  number,  sixty  were  children  of 
school  age.  No  case  of  smallpox  has  been  reported  in 
the  Tucson  public  schools  since  1925,  when  one  case 
was  discovered.  A school  nurse  examined  all  chil- 
dren in  the  room  and  seven  children  were  found  to  be 
not  vaccinated.  These  seven  children  were  sent  home 
with  notes  stating  they  were  exposed  to  smallpox 
and  suggesting  immediate  vaccination  or  the  alterna- 
tive of  remaining  at  home  for  two  weeks.  The  rest 
of  the  children  in  the  room  were  sent  home  for  the 
remainder  of  the  day,  the  room  was  thoroughly 
aired,  the  desk  of  the  affected  child  was  removed 
from  the  room,  its  contents  were  burned  and  the 
desk  was  thoroughly  scrubbed  inside  and  out  with 
an  antiseptic.  All  children  returned  to  school  the 
following  day  and  none  had  smallpox  as  a result  of 
this  exposure. 


The  Journal  of  the  American  Medical  Association 
says  that  "immunity  acquired  by  vaccination  is  lost 
sooner  in  the  Negro  race  than  in  the  white  race.”  As 
we  are  having  no  smallpox,  it  is  impossible  for  us  to 
confirm  this  opinion. 

The  United  States  Health  Service  says  that  "pa- 
tients with  such  disease  as  tuberculosis  are  in  no  wise 
harmed  by  properly  performed  vaccination.  Acute 
infectious  diseases  may  cause  a vaccination  "take”  to 
be  delayed  or  atypical,  but  are  not  in  themselves  con- 
tra-indications in  case  of  possible  exposure  to  small- 
pox.” 

After  fourteen  years’  observation  in  Public  Scools, 
I would  say: 

( 1 ) Smallpox  does  not  immunize  one  against  a 
subsequent  attack. 

(2)  It  is  possible  to  have  smallpox  twice. 

(3)  Only  vaccination  immunizes  against  smallpox. 

(4)  If  a child  has  a really  good  "take”  in  infancy 
or  early  childhood,  he  is  not  likely  to  have  another 
successful  vaccination  during  his  school  years. 

( 5 ) Occasionally  more  than  one  vaccination  is  re- 
quired before  a really  successful  result  is  obtained. 

In  Tucson  in  1928  we  had  a number  of  cases  of 
diphtheria  in  outlying  districts  and  began  our  war 
against  diphtheria  by  giving  toxin-antitoxin  to  124 
contacts.  In  1929  we  gave  toxin-antitoxin  to  1260 
children.  Each  year,  since  that  time,  we  have  immun- 
ized from  1200  to  15  00  school  children.  The  number 
of  pre-school  immunizations  has  increased  each  year, 
reaching  the  climax  of  397  pre-school  immunizations 
during  the  present  school  year.  Until  the  present 
school  year  we  used  toxin-antitoxin,  giving  three 
doses,  one  week  apart.  This  year  we  used  toxoid,  giv- 
ing two  doses,  three  weeks  apart.  To  determine  the 
relative  percentage  of  immunization,  we  Schicked 
one  of  our  larger  schools  and  found  that  in  this  school 
toxin-antitoxin  has  immunized  90  per  cent  and  toxoid 
between  98  and  99  per  cent. 

We  wrote  a well-known  laboratory  asking  what  to 
do  in  case  a child  had  been  given  two  injections  of 
toxoid,  and  at  the  end  of  four  months  had  been  Schick 
tested  and  found  to  be  still  positive.  The  question 
was,  in  such  a case,  would  it  be  advisable  to  follow 
with  an  additional  dose  of  toxoid.  This  is  the  reply: 

“I  think  that  the  additional  dose  of  toxoid  would 
be  quite  logical,  but  since  this  individual  has  shown 
himself  to  belong  to  that  group,  comparatively 
small,  which  is  highly  resistant  to  immunization,  it 
would  be  still  more  logical  to  give  him  an  additional 
two  doses.  With  a good  toxoid,  at  least  90  per  cent 
of  children  should  become  Schick  negative  after  two 
doses.  We  have  several  fairly  large  series  reported 
to  us  where  two  doses  of  our  toxoid  have  given  over 
95  per  cent  immunes.  It  is  evident,  then,  that  a 
person  who  is  not  immunized  by  two  doses  is  rela- 
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lively  difficult  to  immunize.  My  opinion  would  be 
that  a sing.'e  dose  (in  those  who  had  already  had 
two)  would  immunize  at  least  50  per  cent  of  them, 
whereas  the  majority  of  those  who  were  still  Schick 
positive  could  be  immunized  by  the  fourth  dose. 
There  would,  however,  be  a few  individuals,  certain- 
ly not  more  than  one  or  two  per  cent,  who  would 
not  be  immunized  by  four  injections.  I think  that 
these  rough  figures  which  I have  given  are  quite 
conservative.  As  a matter  of  fact,  in  our  experi- 
ence three  doses  have  immunized  quite  regularly  97 
per  cent  or  98  per  cent  of  persons.  Where  one  gives 
two  injections  at  three-week  intervals  and  waits 
four  months'  before  the  third  is  given,  the  chances 
of  success  are  even  greater  than  when  the  third  dose 
is  given  three  weeks  after  the  second.  The  length- 
ening of  time  between  doses  is  particularly  effec- 
tive between  the  first  and  second  dose,  however. 
Regarding  the  desirability  of  Schicking  after  using 
three  doses  of  toxoid.  It  is  a nice  thing  to  check 
one’s  results.  In  Health  Department  work,  how- 
ever, one  is  interested  in  mass  protection.  Probably 
two  or  three  of  those  you  immunize  will  not  be  pro- 
tected. To  check  the  results  will  require  the  Schick 
testing  of  a large  number  of  individuals  and  one  or 
two  inspections.  If  diphtheria  is  expected  to  become 
prevalent,  Schick  testing  would  probably  pay.  The 
private  practitioner,  however,  has  a little  different 
problem  to  face.  When  he  is'  asked  by  parents  to 
immunize  their  children,  he  is  more  or  less  respons- 
ible for  their  actual  protection  and  I think  that  he 
should  protect  himself  by  Schick  testing.” 

We  have  done  no  general  immunization  against  ty- 
phoid in  the  Tucson  schools.  In  the  very  few  cases 
of  typhoid  which  we  have  had  in  the  schools,  the 
Public  Health  office  has  attended  to  immunization 
of  all  contacts  and  we  have  not  yet  felt  the  neces- 
sity for  general  immunization.  Thanks  to  Miss 
Rider  and  her  tireless  energy,  we  have  almost  no  ty- 
phoid. 

Sir  Almroth  Wright,  whose  work  on  typhoid  has 
proved  the  importance  of  establishing  immunity, 
says,  "The  physician  of  the  future  will  be  an  im- 
munizator.” 

The  following  statistics  are  taken  from  a well- 
known  magazine.  "Vaccination  against  typhoid  was 
started  in  the  American  army  in  1899.  Four  million 
men  served  in  the  United  States  Army  in  the  World 
War;  there  were  only  1065  cases  of  typhoid  and  156 
deaths.  This  admirable  record  is  clearly  contrasted 
with  the  figures  of  the  Spanish-American  War,  in 
which  there  was  one  case  of  typhoid  for  every  seven 
men  and  one  death  from  typhoid  for  every  seventy- 
one  men.” 

The  control  of  tuberculosis  depends  upon  the  pre- 
vention of  exposure,  which  is  simply  breaking  the 
contact  between  persons  who  are  spreaders  of  the 
germs  of  tuberculosis  and  those  who  are  free  from 
such  germs. 

This  year  we  have  concentrated  upon  investigation 
of  tuberculosis.  We  have  contacted  and  examined 
622  children  of  tubercular  environment  and  found 


27  per  cent  of  this  number  running  temperature  and 
with  a positive  von  Pirquet. 

We  have  tried,  in  a measure,  to  fortify  our  chil- 
dren this  year,  when  there  has  been  a reduction  of 
good  food,  by  giving  underweight  children,  in  our 
public  schools,  hot  lunches,  milk,  and  110  gallons  of 
cod-liver  oil. 

Has  not  carelessness  in  handling  tuberculosis  been 
responsible  for  the  fact  that,  during  some  period  of 
childhood,  most  children  have  had  a tuberculous  in- 
fection? This  infection  may  have  been  so  mild  that 
the  child  was  able  to  overcome  it  without  its  pres- 
ence being  suspected  by  the  parents  or  by  the  family 
physician.  But  why  does  a child  have  this  infection? 
From  whom  does  he  get  it?  He  has  been  subjected  to 
this  dread  infection  through  our  carelessness.  We  im- 
munize against  smallpox,  against  diphtheria,  against 
typhoid.  We  watch  a child’s  diet  most  carefully, 
providing  him  with  proper  food  and  sufficient  rest 
and  exercise  to  assure  him  a normal  growth  and  de- 
velopment, yet  we  have  failed  to  protect  him  against 
this  insidious  disease,  which  frequently  operates  slow- 
ly but  too  often  works  surely.  The  length  of  time 
between  exposure  to  the  disease  and  illness  is  many 
months  and  often  many  years.  Herein  lies  the  great 
danger  of  tuberculosis.  We  are  not  looking  for  it  and 
it  creeps  upon  us  unawares. 

Let  us  adopt  the  1932  slogan  of  the  National  Tu- 
berculosis Association:  "Tuberculosis  Causes  Tubercu- 
losis. Every  Case  Comes  From  Another  Case.”  We 
know  that  diphtheria  causes  diphtheria,  typhoid  caus- 
es typhoid,  and  smallpox  causes  smallpox.  So  let  us 
remember  that  tuberculosis  causes  tuberculosis.  Let 
us  not  fear  tuberculosis,  but  fight  tuberculosis.  May 
l suggest  a few  things  we  may  do  to  protect  our  chil- 
dren from  tuberculosis:  (1)  Break  the  tuberculosis 
contact;  (2)  keep  them  away  from  sick  people;  (3) 
insist  on  plenty  of  rest;  (4)  train  children  in  health 
habits  ;(5)  consult  the  doctor  regularly. 

This  year,  although  we  have  a reduced  nursing 
corps,  we  decided  to  contact,  if  possible,  all  children 
of  tubercular  environment  in  the  public  schools. 
With  the  consent  of  the  parents,  we  gave  the  von 
Pirquet  skin  test  to  those  children  from  tubercular 
homes.  The  children  having  a positive  von  Pirquet 
were  given  a 3 p.  m.  temperature  reading  for  two 
weeks.  The  von  Pirquet  reading  and  the  temperature 
chart  were  then  taken  to  the  parent  and  arrangements 
were  made  for  an  x-ray  of  the  chest  and  a chest  ex- 
amination. With  the  von  Pirquet,  the  temperature 
chart,  the  x-ray,  the  chest  examination  and  the  child 
before  him,  the  physician  suggested  future  treatment. 
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Some  children  were  allowed  to  continue  school  at- 
tendance, with  no  play,  additional  rest,  cod-liver  oil 
and  milk.  Others  were  allowed  a half-day  in  school 
and  a half-day  in  bed.  Others  spend  Saturday  and 
Sunday  in  bed  and  rest  two  hours  after  school,  with 
no  playground  activities.  Some  were  put  to  bed  at 
home,  others  were  placed  in  hospitals  and  others  in 
the  Preventorium. 

I feel  that  two  of  our  greatest  needs  are  a full  time 
tuberculosis  nurse  and  an  adequate  preventorium  of, 
say,  one  hundred  beds  at  the  outset,  to  care  for  those 
children  in  the  early  stages  of  tuberculosis. 

"Early  Discovery  Means  Early  Recovery.” 


SUDDEN  UNEXPECTED  DEATH 
OF  A PHYSICIAN 
(Diagnostic  Discussions) 

ORVILLE  H.  BROWN,  M.  D. 

VICTOR  RANDOLPH,  M.  D. 

Phoenix,  Ariz. 

(Case  19281,  Case  Records  of  Masachusetts  Gen- 
eral Hospital,  as  published  in  New  England  Jour- 
nal of  Medicine,  issue  of  July  13,  1933,  page  98. 
Discussed  at  regular  Monday  noon  meeting  of  the 
Phoenix  Clinical  Club.) 

CASE  HISTORY 

Dr.  Burton  E.  Hamilton:  This  is  a case  of  sud- 
den death  in  a sixty-two  year  old  male  physician. 

Family  history.  His  mother  lived  to  be  seventy- 
one  and  died  of  angina  pectoris.  His  father  died  a 
senile  death  associated  with  pneumonia  at  seventy. 
One  brother  died  after  several  years  of  disability 
from  senile  heart  disease  at  seventy-six.  One  sister 
aged  sixty-seven  is  living.  Two  sisters  died  in  child- 
hood, one  of  typhoid.  Although  the  senile  changes 
in  this  family  do  not  appear  until  about  seventy,  it 
seems  to  me  that  in  comparison  with  contemporary 
families  of  the  same  stock,  the  symptoms  of  old 
age  have  appeared  in  this  patient’s  family  perhaps 
ten  years  earlier  than  usual. 

The  past  history  is  essentially  unenlightening. 
He  was  suspected  of  tuberculosis  in  late  adolescence 
and  took  a year  off.  During  this  year  he  changed 
from  a tall,  thin  boy  to  a robust,  heavy  man.  He 
played  football,  tennis,  squash  and  golf  and  con- 
tinued his  athletic  habits  throughout  his  life.  He 
took  frequent  satisfactory  vacations.  He  had  suffi- 
cient sleep.  He  controlled  his  weight.  He  had  no 
bad  habits;  he  took  no  alcohol  and  used  tobacco 
after  his  forty-fifth  year  only.  He  was,  however, 
throughout  his  life  under  continuous  emotional 
strain.  It  is  hard  to  exaggerate  the  emotional  ex- 
citement under  which  he  lived.  He  took  his  pa- 
tients’ problems  hard,  and  became  elated  over  their 
successes  as  much  as  he  suffered  over  their  disas- 
tei*s.  In  spite  of  his  emotional  personality  he  never 
showed  neuroses  or  psychoses. 

He  has  reported  to  me  for  physical  examinations 
at  irregular  intervals  for  ten  years  before  his  death. 
The  examinations  were  entirely  negative.  His  blood 
pressure  had  never  been  recorded  as  above  130/85. 
Electrocardiograms,  the  last  taken  six  months  be- 
fore his  death,  were  entirely  normal.  Roentgenologi- 
cal examination  showed  no  changes  in  the  heart  and 


great  vessels.  On  one  occasion  only,  several  years 
ago,  urinalysis  showed  a yellow  reaction  to  the 
sugar  test,  but  blood  sugar  tests  were  normal. 

On  the  day  of  his  death  he  worked  and  took  some 
moderate  exercise  during  the  morning,  ate  a large 
luncheon,  came  back  to  his  office  fatigued,  told  his 
secretary  that  it  was  deplorable  that  a man  of  his 
age  could  not  rest  after  luncheon  but  that  he  had 
no  time  that  day.  He  made  one  professional  call, 
leturned  to  his  office  to  pick  up  some  medical  sup- 
plies on  his  way  to  a hospital,  but  did  not  leave  the 
oifice.  He  telephoned  my  home,  talked  with  a mem- 
ber of  my  household  and  lelt  word  for  me  that  he 
had  a pain  under  his  sternum,  but  that  it. was  not 
severe  'and  that  if  I was  busy  not  to  hurry  but  to 
come  when  I could  and  that  he  would  wait  in  his 
office  for  me.  He  then  chatted  apparently  com- 
fortably for  a while.  After  he  had  rung  off,  the 
message  was  given  to  me.  I went  immediately  to 
his  oifice.  On  reaching  there,  not  more  than  ten 
minutes  after  his  telephone  call,  I found  him  lying 
on  his  office  table  unconscious,  breathing  rapidly, 
deeply,  stertorously,  and  somewhat  dusky  in  the 
face.  My  first  impression  was  that  it  was  a cere- 
bral accident.  I tore  his  collar  open;  there  was 
nothing  interfering  with  his  breathing.  I felt  his 
pulse,  which  was  present  and  not  rapid  or  slow. 
As  I examined  him  his  breathing  became  irregular 
and  his  right  arm  and  leg  stiffened.  Others  came 
at  once  from  their  offices,  and  we  were  able  to  give 
him  artificial  respiration,  to  try  to  start  the  heart 
by  direct  pressure  on  the  chest  wall  and  below  the 
ribs  and  rather  promptly  to  inject  adrenalin  into 
the  region  of  the  heart,  and  directly  over  the  heart 
with  a long  needle. 

Discussion  by  Dr.  Brown. 

The  story  of  a family  with  angina  pectoris,  early 
senile  deaths,  heart  trouble,  etc.,  suggests  a ten- 
dency to  premature  arteriosclerosis.  The  mere  fact 
that  a person  does  not  die  of  a vascular  accident 
does  not  argue  against  the  serious  effects  of  hard- 
ened vessels. 

In  this  man’s  history  we  read  of  athletic  indulg- 
ence as  though  athletics  had  been  something  of  a 
fetish  with  him.  Whether  this  produced  undue  car- 
diac strain  or  not  we  can  only  conjecture.  The 
probabilities  are  that  it  did,  especially  as  he  also 
was  afflicted  with  unstable  emotions.  The  refer- 
ence to  moderate  exercise  and  a large  luncheon,  on 
the  day  of  his  death,  probably  tells  a story  of  im- 
moderation and  a failure  on  his  part  to  recognize 
what  was  appropriate  for  his  age. 

As  to  just  what  happened  to  stop  his  life  proc- 
cesses:  He  evidently  developed  sufficient  substernal 
pain  to  cause  him  to  decide  not  to  go  to  the  hos- 
pital as  he  had  planned  and  to  call  his  physician. 
Whether  this  pain  was  connected  with  the  direct 
cause  of  his  death  or  whether  it  was  from  a di- 
gestive disturbance  or  perhaps  was  truly  a cardiac 
pain  but  was  coincidental  with  a cause  of  death  in 
the  brain,  is  not  clear. 

The  facts  from  which  we  may  reason  as  to  the 
diagnosis  are:  He  had  been  under  the  care  of  a 
physician  for  years;  he  had  had  frequent  exam- 
inations including  electro-cardiographs,  and  x-rays 
of  the  heart  and  great  vessels;  he  phoned  his  physi- 
cian promptly  upon  its  development  relative  to  a 
pain  described  by  him  as  substernal  and  not  severe; 
the  pain  decided  him  not  to  go  to  the  hospital  as 
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had  been  planned ; his  physician  responded  prompt- 
ly to  the  call;  he  collapsed  on  his  desk  very  quick- 
ly after  telephoning-  his  physician;  unconsciousness 
came  within  a few  minutes;  pulse  was  evidently 
fair  but  weak — whatever  that  may  mean;  respira- 
tion was  frequent,  deep  and  stertorous;  his  face 
was  dusky;  his  physician  thought  he  exhibited  a 
“s'iffness  ’ of  his  right  arm  and  leg;  artificial 
respiration  was  attempted;  the  chest  over  the  heart 
was  compressed  ‘‘to  try  to  start  the  heart;”  adren- 
alin was  injected  directly  into  the  heart;  and  his 
physician  had  the  impression  that  a cei’ebral  acci- 
dent had  occurred. 

There  are  numerous  causes  of  sudden  deaths 
about  which  there  has  been  much  discussion  espe- 
cially in  the  European  literature.  Harry  L.  Smith, 
of  Rochester,  Minn.,  gives  the  following  classifica- 
tion of  causes  of  sudden  death: 

CARDIOVASCULAR  SYSTEM: 

Thrombosis;  coronai'y,  cerebral,  mesenteric. 

Embolism;  pulmonary,  cerebral,  coronary,  fat. 

Hemorrhage;  cerebral,  pulmonary,  rupture  of 
aneurysm,  rupture  of  e3ophlageal  varices, 
postpartum,  hemorrhagic  purpura,  hemo- 
philia. 

Rupture  of  Myocardium. 

Angina  Pectoris. 

Ventricular  Fibrillation. 

RESPIRATORY  SYSTEM: 

Laryngeal  and  Tracheal  Obstruction;  foreign 
bodies,  edema,  polyp,  suffocation,  strangula- 
tion. 

CENTRAL  NERVOUS  SYSTEM: 

Rupture  of  Cerebral  Aneurysm. 

Hemorrhage  Into  Brain  Tumor. 

Epilepsy. 

Convulsion. 

Shock;  puncture  (venous,  spinal,  pleural,  peri- 
cardial and  peritoneal),  intensity  of  emotion 
(joy,  fear,  anger,  anxiety). 

Anaphylactic  Shock;  horse  serum  (most  com- 
mon), sting  of  bee. 

Heat  Stroke. 

Cold. 

Toxic  Effects  (bites  of  snakes,  insects,  and  so 
forth ) . 

Status  Lymphaticus  (?)  (many  deaths  from 
trivial  causes  are  explained  on  this  basis). 
Is  any  cause  of  death  trivial?  If  so,  to  whom? 

ACCIDENTS  AND  TRAUMA: 

Smith  reports  upon  28  cases  of  sudden  deaths 
which  occurred  among  1172  consecutive  autopsies, 
as  follows: 

Interval  Between 
Time  when  Death 
Apparently  Had 
become  Imminent 
and  Its  Oceur- 

Diagnosis  Cases  M.  F.  rence. 

Coronary  Thrombosis..-  13  11  2 Few  minutes  to 

5 hours 

Cerebral  Hemorrhage....  5-  3 2 One  to  12  hours 


Pulmonary  Embolism....  3 

Cerebral  Embolism 1 

Ruptured  Cerebral  An- 
eurysm   1 

Brain  Tumor;  Hemor- 
rhage into  Tumor 1 

Cirrhosis  of  Liver; 
Rupture  of  Esopha- 
geal varix  1 

Gastro-Intestinal  Hem- 
orrhage; Gastro-En- 

teritis  1 

Heat  Exhaustion 1 

Epilepsy  (Convulsion)  1 


2 1 Few  minutes 

1 ....  Six  hours 

...  1 Three  hours 

1 ....  Two  hours 


1 ....  Twelve  hours 


1 ....  Twelve  hours 
1 ....  Two  to  three  hrs. 
1 ....  Unknown 


It  will  be  observed  from  the  analysis  that  13 
(36%),  died  from  coronary  thrombosis;  five  (14%), 
from  cerebral  hemorrhage,  and  three  (10%),  from 
pulmonary  embolism. 

Alexander  Lambert  in  discussing  the  etiology  of 
sudden  deaths,  says  that  the  most  common  cause  is 
coronary  thrombosis  without  cardiac  rupture.  Ex- 
perimental ligation  or  blocking  of  arteries  has 
proven  that  sudden  death  occurs  when  a sufficient 
area  of  myocardium  is  deprived  of  blood  supply, — 
from  ventricular  fibrillation. 

In  1924  in  New  York  City,  22  per  cent  of  the 
total  deaths  were  from  heart  disease  and  two  and 
ene-half  per  cent  of  these  were  reported  as  due  to 
angina  pectoris:  in  other  sudden  deaths  angina 
pectoris  played  a part  but  was  associated  with  endo- 
carditis or  myocarditis,  or  both.  Eighty-five  per 
cent  of  these  deaths  were  reported  through  the 
Medical  Examiner’s  office,  which  fact  indicates 
sudden  and  unexpected  deaths. 

Forbes  had  64  cases  of  angina  pectoris  and  49 
(76.5  per  cent)  resulted  in  sudden  deaths.  A con- 
siderable per  cent  at  least  of  the  deaths  ascribed  to 
angina  pectoris  I take  it  were  due  to  coronary 
thrombosis. 

Lambert  further  says  that  sudden  deaths  occur 
from  apoplexy  but  are  rare.  Pontine  hemorrhage, 
breaking  into  the  fourth  ventricle,  occurs  and  death 
therefrom  is  practically  instantaneous.  Tumors  of 
the  brain,  perhaps  unsuspected,  may  occasionally 
cause  sudden  death  from  hemorrhage.  Rupture  of 
aneurisms  of  the  circle  of  Willis  may  also  cause 
sudden  unexpected  deaths;  they  are  infrequent. 
Sudden  deaths  occur  from  pulmonary  emboli  and 
hemorrhage,  acute  myocardial  changes  incident  to 
typhoid,  yellow  fever,  smallpox,  and  diphtheria,  and 
from  a fatty  degeneration  of  the  myocardium,  espe- 
cially in  chronic  alcoholism,  and  from  hemorrhages 
of  the  esophagus  and  of  the  cardium  of  the  stom- 
ach in  hepatic  cirrhosis.  The  sudden  deaths  from 
diphtheria  come  from  laryngeal  suffocation,  edema 
of  the  glottis  or  cardiac  paralysis. 

Warthin  reported  eight  sudden  deaths,  three  of 
them  unexpected,  from  acute  syphilitic  myocarditis. 

Brouardel  has  found  sudden  deaths  from  chronic 
fatty  degeneration  of  the  myocardium  even  in  chil- 
dren and  especially  in  adults  who  had  been  heavy 
users  of  alcohol. 
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Lambert’s  opinion  is  that  the  actual  cause  of  the 
sudden  deaths  from  fatty  degenerative  myocarditis 
is  the  invasion  of  the  process  into  the  bundle  of 
His.  Monckeberg  says  the  bundle,  because  of  its 
individualistic  blood  supply,  may  and  often  does 
undergo  fatty  degeneration  out  of  proportion  to 
that  of  the  myocardium. 

Krumbhaar  and  Crowell  collected  statistics  of 
654  deaths  from  cardiac  rupture;  in  72  per  cent  of 
400  cases  the  deaths  were  sudden.  Coronary  throm- 
bi was  the  usual  primary  cause  of  the  weakened 
walls. 

Nuzam  and  Hagen  reported  325  cases  of  cardiac 
rupture;  the  strange  feature  was  that  75  per  cent 
of  them  had  no  record  of  cardiac  disease  and  but 
few  of  them  suffered  sudden  and  unexpected  deaths. 

Lambert  discussing  thymus  deaths  says  the 
actual  explanation  is  in  doubt,  but  may  be  from 
pressure  upon  the  heart,  trachea,  pulmonary  ar- 
tery or  aoi'ta. 

Timme  thinks  that  individuals  with  large  thy- 
muses are  asthenic  with  small  blood  vessels,  low 
blood  sugar,  and  that  the  thymuses  press  upon  the 
vagi,  sympathetic  plexuses,  bases  of  hearts,  and 
great  vessels,  with  maladjustment  of  the  auto- 
matic regulatory  controls'  for  emergencies.  The 
excess  pressure  may  stop  the  heart  to  which  a 
strain  upon  the  adrenals  further  contributes. 

Smith  says  that  a committee  from  the  Medical 
Research  Council  and  the  Pathological  Society  of 
Great  Britain  and  Ireland  after  much  study  arrived 
at  the  conclusion  that  there  is  no  evidence  of  so- 
called  status  lymphaticus.  On  the  other  hand  in 
Bellevue  Hospital  among  5652  autopsies  Symmers 
found  457  enlarged  thymuses.  Lambert  says  the 
sudden  deaths  from  this  condition  come  at  the  on- 
set of  an  infectious  disease  or  at  the  beginning  of 
a general  anesthetic. 

E.  R.  LeCount  and  G.  J.  Rukstinat  write:  “Dis- 
seminated fibrous  myocarditis  with  or  without  an- 
eurisms of  the  wall  of  the  ventricle  probably  caus- 
es unexpected  death  more  frequently  than  any  oth- 
er disease  of  the  myocardium  or  coronary  arteries.” 
They  add  that  such  deaths  are  usually  extremely 
quiet  and  may  take  place  unnoticed  by  companions. 
They  report  two  such  and  one  of  coronary  throm- 
bosis. 

Leila  Knox  reported  three  cases  of  sudden  deaths 
from  brain — cerebral  or  cerebellar — cysts. 

L.  C.  Milstead  had  a sudden  death  from  a c.yst 
of  the  third  ventricle. 

John  A.  Murphy  and  E.  A.  Case  reported  one 
sudden  death,  A.  H.  W.  Caulfield  four,  F.  M. 
Rachemann  two,  Warren  T.  Vaughan  two,  and  W. 
W.  Duke  one,  from  asthma.  Most  of  the  cases  were 
believed  to  be  from  asphyxiation.  Several  were  un- 
explained. 

Arthur  MacDonald  in  an  “analytical  study”  of 
death  says  that  sudden  death  comes  from  various 
causes  and  enumerates  those  which  have  been  giv- 
en and  in  addition  mentions  electric  shocks,  vagus 
inhibition,  syncope,  diabetic  coma,  uremia,  mental 
and  physical  shocks,  and  exertion  on  an  overloaded 


stomach.  He  claims  that  from  1917  to  1922  five 
per  cent  of  all  deaths  were  sudden. 

He  appends  the  following  table  from  W.  H. 


Schneider  of  Beilin: 

Per 
No.  cent 

Disease  of  the  cardiac  vessels 57  39 

Including  coronary  sclerosis  19  13 

The  breathing  organs 19  13 

Embolism  8 6 

Pneumonias  7 5 

Status  lymphaticus  16  11 

Injury  of  central  nervous 

system  15  10 

Uremia  5 3 
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I am  able  to  recall  13  cases  of  sudden  death  in 
my  own  practice.  The  first  was  from  an  epileptic 
convulsion.  The  second  was  a recovered  pelvic  ab- 
scess; autopsy  did  not  discover  a cause.  The  third 
occurred  in  a convulsion  following  an  operation  un- 
der spinal  anesthesia;  autopsy  did  not  reveal  the 
cause.  The  fourth  clinically  was  a brain  embolism, 
probably  medullary.  The  fifth,  sixth  and  seventh 
clinically  were  from  coronary  thrombi.  The  eighth 
was  from  purpura-hemorrhagica.  The  ninth  was 
believed  to  be  from  pulmonary  embolism.  The  tenth 
had  a post  operative  tonsillar  hemorrhage  and  prob- 
ably a desire  not  to  live.  In  the  eleventh  the  gen- 
eral complaint  as  well  as  the  cause  of  death  was 
undetermined.  The  twelfth  was  an  asthmatic  and 
the  cause  of  death  was  probably  other  than  asphyxi- 
ation. The  13th  case  was  a sudden  death  which  I 
witnessed;  extreme  cyanosis  occurred;  and  death 
was  in  few  minutes. 

I am  considerably  ashamed  of  the  small  number 
of  autopsied  cases  in  my  series.  It  is  significant 
that  in  at  least  two  of  them  in  which  necropsies 
were  done  no  cause  of  death  was  discovered.  In  a 
search  of  the  literature  it  is  not  uncommon  to  find 
some  s'uch  statement  as  “No  satisfactory  explana- 
tion cf  the  death  was  discovered.”  In  the  present 
light  of  our  knowledge  we  must  expect  to  have  un- 
expected and  sudden  deaths  which  are  unexplain- 
able. 

In  our  case,  the  stertorous  respiration,  soon  be- 
coming irregular,  with  a pulse  which  is  only  weak, 
the  spastic  right  arm  and  leg,  and  the  instantane- 
ous death  suggest  hemorrhage  or  embolism  of  the 
stem  of  the  brain. 

On  the  other  hand  the  substernal  pain,  even 
though  not  severe  and  the  fact  that  the  cause  of 
sudden  deaths  is  far  more  frequently  coronary 
thrombi  than  brain  hemorrhage  or  emboli,  argues 
strongly  for  a diagnosis  of  coronary  thrombosis. 
The  not  abnormally  low  blood  pressure  argues 
against  cerebral  hemorrhage.  The  man  had  evi- 
dently given  much  attention  to  his  heart  during  the 
latter  years  of  his'  life  and  probably  no  one  knew 
the  reasons  therefor. 

There  is  nothing  in  the  record  to  suggest  pulmo- 
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nary  embolism,  epilepsy,  anaphylaxis  or  any  of  the 
other  various  causes  of  sudden  deaths'. 

The  diagnosis  would  seem  to  rest  between  coro- 
nary thrombosis,  the  usual  cause  of  sudden  deaths, 
especially  with  record  of  substernal  pain,  and  a 
cerebral  accident  probably  a medullary  hemorrhage 
or  embolism.  Were  it  not  for  the  stertorous  breath- 
ing and  the  stiffened  arm  and  leg  I think  we  would 
have  no  hesitancy  in  arriving  at  a diagnosis  of  cor- 
onary thrombosis.  I presume  it  is  possible  for  the 
circulatory  change  from  a coronary  thrombosis  to 
be  so  profound  as  to  give  the  respiratory  changes 
as  described  and  perhaps  a suggestion  of  stiffness 
of  arm  and  leg.  On  the  other  hand  it  is  possible 
for  coronary  and  brain  emboli  to  be  concomitant. 

Probably  the  weight  of  evidence  favors  the  diag- 
nosis of  coronary  thrombosis. 

Discussion  by  Dr.  Randolph. 

This  is  a very  readable  record.  It  gives  the  pic- 
ture of  a man  who  was  considered  by  his  physician 
to  be  in  good  health  almost  until  the  moment  of 
his  death.  Such  infections  as  he  may  have  had  in 
childhood  and  in  adult  life,  with  the  exception  of 
suspected  tuberculosis  from  which  he  recovered,  are 
assumed  to  be  of  no  moment.  More  importance  is 
attached  to  this  assumption  because  x-ray  of  the 
heart  and  great  vessels  and  electrocardiograph  six 
months  before  death  are  stated  to  have  been  nega- 
tive and  the  urine  is  reported  to  have  been  nega- 
tive. 

Keeping  in  the  back  of  our  mind  one  or  two  sus- 
picions, we  can  go  on  to  the  record  of  the  acute  at- 
tack that  preceded  death.  These  suspicions  are : Is 
it  possible  to  determine  by  x-ray  examination  that 
the  heart  and  great  vessels  are  entirely  normal? 
Gross'  changes  in  size  or  shape  certainly  can  ordi- 
narily be  determined  by  the  usual  roentgenogram, 
but  for  exactness  and  thoroughness  fluoroscopy  of 
the  heart  and  vessels  at  all  angles  must  be  done 
and  perhaps  even  orthodiagraphy.  The  question, 
too,  must  be  asked:  were  the  peripheral  blood  ves- 
sels free  from  sclerosis?  The  third  question  is:  Did 
the  electro-cardiograph  look  like  that  of  a young 
or  middle  aged  person?  Or  did  it  show  some  left 
ventricular  preponderance?  It  is  unusual  not  to  find 
left  ventricular  preponderance  in  a man  of  60  even 
though  he  be  well  and  has  no  elevation  of  blood 
pressure.  Such  a cardiogram  might  be  considered 
“negative”  for  a man  of  this  age,  but  it  could  not 
be  considered  “normal”  and  a heart  showing  this 
preponderance  would  be  kept  under  observation  as 
was  the  patient  in  this  case. 

The  first  symptom  was  pain  under  the  sternum, 
probably  not  severe,  but  sufficient  to  stop  physical 
activity.  Possibly  this  was  felt  as  a discomfort,  in- 
terpreted by  the  patient  as  fatigue  just  after  lunch 
and  probably  an  hour  or  so  before  he  complained  of 
pain. 

The  first  causes  of  substernal  pain  that  come  to 
mind  are  coronary  disease  and  the  spasm,  as  it  is 
sometimes  interpreted,  of  angina  pectoris.  The  pain 
of  this  condition  is  not  always  substernal  but  fre- 
quently so.  The  theories'  as  to  the  causation  of  this 


pain  vary.  Some  writers  hold  to  ventricular  disten- 
tion and  myocardial  change,  others  to  atheroma- 
tous changes  in  the  aorta  in  cases  where  no  cardiac 
infarction  has  occurred  due  to  coronary  occlusion, 
still  others  to  the  theory  that  in  these  cases  of  an- 
gina pectoris  under  exertion  or  psychic  change  the 
heart  increases  its  work,  the  blood  pressure  rises 
temporarily,  the  aorta  stretches'  and  the  net-work 
of  nervrs  in  the  middle  and  outer  coats  is  irritated 
and  conveys  to  the  brain  an  exaggerated  irritation 
syndrome  that  results  in  the  substernal  pain. 

Pain  from  coronary  occlusion  and  cardiac  infarc- 
tion may  be  substernal,  mammary,  precordial  or 
epigastric  or  in  the  shoulder  and  arm,  one  or  both. 
Its  intensity  may  not  correspond  to  the  extent  of 
the  lesion.  The  pain  is  ordinarily  of  unusual  sever- 
ity and  generally  lasts  longer  than  the  pain  of  so- 
called  angina  pectoris.  But  it  may  be  very  slight 
and  may  or  may  not  radiate. 

Other  causes  of  substernal  pain  may  be  acute 
myocarditis,  acute  pericarditis,  probably  tumor  of 
the  heart,  aortitis,  probably  also  pulmonary  throm- 
bosis, acute  or  chronic  mediastinitis,  new  growth  in 
the  mediastinum  or  root, — structures  of  the  lung, 
lesions  of  the  eosophagus. 

The  patient  was  found  unconscious.  This  could 
not  have  been  due  to  head  injury.  It  must  have 
been  due  to  cerebral  embolism  or  thrombosis  or 
hemorrhage,  drugs,  tumor  or  cerebral  anemia.  Tu- 
mor and  drugs  can  be  ruled  out  because  of  the  acute- 
ness of  the  onset.  A vascular  accident  must  be  kept 
in  mind.  Cerebral  anemia  might  occur  from  heart 
failure  or  sudden  massive  internal  hemorrhage. 
The  latter  wo  can  scarcely  expect  since  there  had 
been  no  ulcer  symptoms  and  patient  was  somewhat 
dusky  in  appearance  rather  than  pale. 

The  rapid  breathing  would  indicate  some  cardiac 
or  pulmonary  lesion.  Cerebral  accident  may  produce 
stertorous  breathing,  usually  a little  slowed  and  of- 
ten of  the  Cheyne-Stokes  type.  The  latter  may  oc- 
cur also  from  heart  disease.  The  irregular  breath- 
ing here  may  well  have  been  due  only  to  impending 
death. 

The  only  other  sign  we  have  is  stiffening  of  the 
right  arm  and  leg.  Was  this  a result  of  the  im- 
pingement of  pressure  on  the  cerebral  center  con- 
cerned? Was  it  a last  effort  of  subconsciousness? 
If  the  former,  how  could  a hand  and  foot  be  singled 
out  unless  we  assume  also  motion  of  the  shoulder? 
The  order  of  the  motor  centers  from  the  longitudi- 
nal fissure  outward  along  the  sulcus  centralis  of 
Rolando  is  leg,  shoulder,  arm,  hand,  fingers',  face, 
etc.  It  seems  entirely  possible  that  a spasm  in  the 
order  leg,  shoulder,  arm  or  vice  versa  may  have  oc- 
curred but  could  it  be  due  to  hemorrhage  in  such  a 
short  time? 

Twitchings'  and  isolated  spasms  of  muscles  do 
occur  in  sudden  syncope  due  to  heart  disease. 

Diagnosis:  We  have  here  either  heart  failure, 
cerebral  hemorrhage,  sclerosis  of  isolated  cerebral 
vessels  or  heart  disease  with  embolism.  Acute  peri- 
carditis and  mediastinitis  are  not  fatal.  Sudden 
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completion  of  tracheal  occlusion  by  new  growth  or 
as  in  one  case  I have  seen  by  tuberculoma  would 
not  give  this  picture.  In  these  cases  the  heart 
would  continue  to  bea1,  there  would  be  unconscious- 
ness but  not  stertorous  breathing,  only  the  motion 
of  breathing.  Aortitis  is  not  fatal  unless'  rupture 
occurs.  An  undi-covered  forward  dilatation  of  the 
aorta  may  have  been  present  but  it  is  not  likely  in 
view  of  the  past  history.  Pulmonary  thrombosis 
m’ght  cause  it.  I cannot  rule  it  out  or  in.  Esopha- 
geal lesions  would  not  cause  sudden  death  unless 
by  sizable  tumor  embolism.  Cardiac  tumor  is  rare 
and  is  not  diagnosed  unless  massive. 

Heart  disease  with  embolism  I have  to  rule  out 
on  the  past  history  and  examinations.  But  it  must 
be  remembered  we  have  assumed  a great  deal  about 
the  negativity  of  the  past  history.  Was  there  no 
tonsilMtis,  no  short  period  of  illness? 

That  leaves  heart  failure  due  to  myocardial  fi- 
brosis or  coronary  disease  and  cerebral  hemorrhage. 
I caurct  get  over  the  fact  that  there  was  too  isolat- 
ed a motor  disturbance  for  cerebral  hemorrhage.  A 
branch  of  the  middle  cerebral  artery  would  be  in- 
volved; likewise  if  sclerosis  were  a cause,  but  then 
we  would  expect  isolated  paralysis.  But  cerebral 
disease  leaves  out  entirely  the  early  part  of  our 
clinical  picture. 

Moderate  morning  exercise,  active  practice,  a 
large  luncheon,  fatigue,  substernal  pain,  coma, 
stertorous  breathing,  cyanosis,  death  (without  ab- 
sence or  marked  slowing  or  rapid  irregularity  of 
the  pulse;  whefher  with  or  without  agonizing  pain 
we  do  net  know)  make  me  think  that  the  cause  of 
death  was'  heart  disease,  fibrous  myocarditis  prob- 
ably with  arteriosclerotic  coronary  occlusions. 

Pathologic  Discussion  by  Dr.  Mallory 
(Boston.  Mass.) 

The  autopsy  was  negative  except  for  the  heart. 
We  examined  the  brain  and  found  nothing  there 
whatever. 

The  heart  was  not  hypertrophied,  weighing  350 
grams,  which  I should  say  is  quite  normal  for  a 
man  as  large  as  he  was.  All  branches  of  both  coro- 
nary arteries  were  markedly  narrowed  but  nowhere 
thrombose/d.  I examined  them  by  multiple  cross 
sections  and  they  were  either  quite  empty  or  con- 
tained fluid  blood.  I will  show  you  the  extent  of 
the  microscopic  changes. 

The  transverse  branch  of  the  left  coronary  artery 
shows  numerous  atheromatous  deposits.  There  is 
marked  narrowing  and  in  some  places  almost  com- 
plete disappearance  of  the  muscle  cells  in  the  media. 
There  is  a great  deal  of  fibrous  thickening  of  the 
intima  but  no  proliferation  of  the  elastica.  The 
lumen  is  reduced  to  about  one-third  or  one-quarter 
the  normal  size.  The  descending  branch  on  the  left 
has  an  extremely  small  lumen,  again  I should  esti- 
mate as  only  a quarter  of  the  normal  diameter.  In 
some  areas  the  degree  of  narrowing  is  even  more 
marked. 

This  is  a fat  stain  and  shows  at  this  level  nar- 
rowing down  to  one-sixth  of  normal  as  the  result  of 
artheromatous  deposits.  Though  there  is  very  little 


persisting  lumen,  there  is  no  suggestion  whatever 
of  thrombosis.  One  thing  that  interested  me  is  the 
very  marked  active  fatty  degeneration  in  the  media 
as  well  as  afheromatous  deposits  in  the  intima. 
There  is  still  one  other  point.  In  this  one  section 
there  is  little  calcification  in  the  intima  in  one  spot, 
though  in  general  the  process  has  not  gone  further 
than  on'’  of  fatty  deposits. 

Dr.  Hamilton  : In  coronary  disease  there  are 

clinically  three  groups;  one  in  which  the  symptoms 
appear  as  part  of  a generalized  arteriosclerosis, 
the  angina  being  onr  of  many  complications;  anoth- 
er gi’oup  in  which  the  first  evidence  one  has  of  any 
defect  is  angina  or  coronary  occlusion;  a fairly 
large  group  have  no  evidence  of  disease  until  the 
first  or  fatal  attack  of  angina  or  coronary  occlu- 
sion. We  are  prepared  to  advise  the  first  two 
groups.  It  would  be  very  satisfactory  if  we  could 
by  health  examinations  discover  evidence  to  antici- 
pate the  diagnosis  in  the  third  group,  but  certainly 
in  many  cases,  like  this  one,  we  have  no  adequate 
means.  Perhaps  we  should  be  more  careful  in  giv- 
ing regimes  to  men  over  forty.  Perhaps  those  of 
us  who  are  over  forty  might  even  carry  nitro- 
glycerin with  us  as  a possible  aid  in  a possible 
emergency. 

Dr.  Howard  B.  Sprague:  I should  like  to  ask  if 
anyone  here  has  any  idea  as  to  the  relation  between 
prolonged  physical  activity,  athletics,  and  coronary 
changes. 

Dr.  Hamilton:  My  opinion  is  biased  in  favor 
of  regular  exercise  and  perhaps  is  not  worth 
anything.  This  patient  had  kept  in  very  good  physi- 
cal condition  and  there  were  no  warning  signs.  I 
approved  of  his  continued  regular  exercise.  Last 
summer  I looked  up  the  immediate  factors  in  death 
or  disability  with  angina  and  (1)  prolonged  usual 
activity  with  fatigue  and  (2)  unusual  physical  ex- 
ertion appeared  as  the  commonest  immediate  fac- 
tors. I should  be  inclined  on  that  basis  to  put  down 
the  immediate  cause  in  this  case  as  fatigue.  He 
had  been  working  fairly  hard  with  his  practice,  ex- 
ercising as  usual  on  the  day  of  his  death,  had  eaDn 
a large  meal  and  returned  to  work  without  rest. 
He  had  no  reason  to  believe  that  he  should  not  do 
the  things  he  had  been  doing.  But  he  was  evidently 
tired  and  expressed  his  sense  of  fatigue.  If  I had 
been  more  alert,  I should  have  advised  him  to  rest 
one  hour  after  his  meals.  I realize  this  does  not  an- 
swer your  question. 

Dr.  Means:  I think  the  point  about  his  emotion- 
al strain  is  very  important.  In  the  first  place  I 
think  athletics  are  sometimes  injurious,  at  least  the 
punishment  kind.  In  the  second  place  I think  men- 
tal and  nervous  strain  are  even  greater  causes'  of 
cardiovascular  decay.  I heard  a most  interesting 
talk  by  Dr.  William  J.  Mayo  a few  years  ago  about 
doctors  popping  off  one  after  another  with  coro- 
nary thrombosis.  He  gave  us  quite  a speech  about 
the  ro'e  of  emotions'  in  the  practice  of  medicine. 
This  man  took  his  practice  seriously  and  really  did 
worry  about  it  a good  deal.  If  one  could  practice 
medicine  without  worrying  one  would  be  less  likely 
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to  have  sudden  death  from  cardiac  causes.  I do  not 
knew  how  that  can  be  brought  about. 

Dr.  White:  I would  agree  with  Dr.  Means  that 
nervous  strain  is'  much  more  important  than  physi- 
cal strain  as  a background  of  angina  pectoris.  The 
patients  I have  seen  with  angina  pectoris  may  or 
may  not  be  athletic,  but  in  almost  every  instance 
there  is  serious  nervous  strain. 

Dr.  Mallory:  I talked  with  Dr.  George  Burgess 
Magrath  about  this  case.  As  I said  before,  in  a 
hospital  of  this  sort  we  see  very  few  of  these  cases, 
whereas  the  medical  examiners  see,  relatively 
speaking,  a very  considerable  number  of  them,  and 
agree  that  as  a rule  these  cases'  show  no  actual 
thrombi  in  the  coronary  arteries  but  almost  invari- 
ably show  markedly  diseased  coronary  arteries,  as 
this  man  did. 

Dr.  White:  The  cases  of  angina  pectoris  that  I 
have  seen  postmortem  have  all  shown  some  involve- 
ment of  the  coronaries,  contrary  to  some  reports, 
except  for  one  in  which  there  was  bacterial  endo- 
carditis and  vegetations  extending  from  the  aortic 
valve  to  the  mouths  of  the  coronary  arteries'  and 
a few  cases  of  luetic  aortitis  with  narrowing  of  the 
coronary  mouths. 

I once  asked  Dr.  George  Magrath  if  he  had  ever 
come  across  any  cases  of  sudden  death  without  ad- 
equate explanation  at  postmortem,  presumably 
from  spasm  of  the  coronaries,  that  is  without  coro- 
nary sclerosis.  He  said  he  never  had. 
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SCHOOL  HEALTH  EXAMINATIONS 

Dr.  W.  W.  Bauer,  speaking  to  the  Parent-Teach- 
ers’ Association  as  the  official  representative  of  the 
American  Medical  Association,1  emphasizes  the  in- 
adequacy of  any  single  examination  to  pronounce 
upon  the  health  of  a given  child.  We  have  paid  too 
much  attention,  he  says,  to  "defects.”  In  their  ab- 
sence we  have  too  often  certified  to  the  good  health 
of  that  child,  when  perhaps  in  the  habits  and  the  en- 
vironment and  the  daily  life  of  that  child  there 
lurked  unwholesome  influences  fully  as  serious  as 
any  "defect.” 

Raymond  Franzen,'  in  a research  monograph  on 
school  health  procedures,  demonstrates  that  some  of 
the  most  fruitful  procedures  requiring  "thorough- 
ness and  care”  occur  in  less  than  half  the  units  sur- 
veyed. It  is  better,  so  this  research  indicates,  to  do 
few  examinations  thoroughly  than  to  do  manv 
superficially. 

Under  the  auspices  of  the  Bellevue-Yorkville 


health  demonstration  in  New  York  City  recently, 
1,000  children  between  the  years  of  twelve  and  four- 
teen were  medically  examined.  Dr.  D.  B.  Armstrong' 
draws  attention  to  some  interesting  results.  These 
children  were  graded  by  the  doctors  on  general 
health.  Subsequently  the  children  were  given  tuber- 
culin test  and  x-rays  and  by  these  special  methods 
184  were  placed  in  a definite  tuberculous  group. 
The  doctors  had  placed  168  children  in  the  lowest 
grade  for  general  health  but  only  twenty-five  of 
these  were  included  in  the  184  tuberculous  children. 
The  doctors  had  segregated  twenty-four  of  the 
1,000  children  as  having  signs  suspicious  of  tuber- 
culosis. But  they  had  suspected  none  of  the  184 
found  by  special  examination  to  have  tuberculosis. 
On  the  other  hand,  the  twenty-four  suspected  on 
physical  signs  were  all  found  to  be  free  from  tuber- 
culosis. Only  eight  out  of  184  tuberculous  children 
came  from  families  where  there  was  open  tuberculo- 
sis in  the  home.  "A  higher  percentage  of  positive 
tuberculin  reactions  and  significant  x-ray  findings 
was  found  in  the  children  overweight  than  in  those 
underweight.” 

In  other  svords,  a thorough  school  examination 
must  include  the  tuberculin  test  and  chest  x-rays 
of  tuberculin-positive  children.  Failing  this  pro- 
cedure, a large  majority  of  cases  of  early  tuberculo- 
sis will  be  missed. 

Constant  medical  supervision  and  thoroughness  of 
medical  examination  are  two  goals  which  must  be 
kept  clearly  in  view'.  At  the  same  time  let  us  keep 
out  feet  on  the  ground.  'Me  live  in  a state  where 
one-third  of  the  people  do  not  consult  a physician 
even  in  their  last  and  fatal  illness.  It  must  be  evi- 
dent that  many  parents  are  not  going  to  employ  a 
physician  for  regular  supervision  of  apparently  well 
children  for  several  years  to  come.  We  live  in  a 
sta-c  with  some  counties,  larger  than  some  of  our 
eastern  states,  with  one  or  perhaps  two  practitioners 
of  medicine  to  serve  the  whole  county.  Under  these 
conditions  there  must  be  many  children  in  the  rural 
schools  who  will  never  get  any  routine  medical  ex- 
amination, either  superficial  or  thorough.  In  this 
ca-e  is  it  not  worth  while  that  the  children  should 
be  inspected  by  a public  health  nurse  in  order  that 
at  least  the  glaring  defects  may  be  detected  and 
selected  children  urged  to  consult  their  family  doc- 
tor (or,  if  their  family  has  no  doctor,  the  doctor, 
anyway) ? 

DIET  AND  DENTAL  CARE 

A pioneer  and  leader  of  research  in  dental  path- 
ology reports  a most  interesting  survey  of  the  Loet- 
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scheutal  valley  in  Switzerland.'  Here  lives  a com- 
munity of  2,000  people  who  until  very  recently 
were  completelv  excluded  by  the  mountains  from 
all  traffic  with  the  outside  world.  Doctor  Price  was 
able  to  find  only  one  carious  tooth  for  every  three 
children  from  seven  to  sixteen  years  of  age.  The 
rarity  of  dental  caries  he  attributes  to  the  high  vita- 
min and  mineral  content  of  their  primitive  food, 
this  high  content  having  been  confirmed  in  his  own 
laboratory.  It  is  his  theory  that  vitamins  are  ex- 
ceptionally abundant  in  rapidly  growing  plants 
(such  as  are  found  near  the  melting  snow  line  of  the 
Alps  in  summer  time).  As  might  be  expected,  the 
general  physique  of  these  people  is  uncommonly  fine. 
It  is  not  only  the  teeth  which  benefit  from  a diet 
adequate  in  accessory  factors. 
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THE  MOUNTAIN  LABORED 


A Fable  or  Bedtime  Story  for  tired  doctors,  based  on 
the  Report  of  the  Committee  on  the  Costs 
of  Medical  Care. 


C.  E.  YOUNT,  M.  D. 
Prescott,  Arizona 


PROLOGUE  to  a play  of  many  acts.  Action 
takes  place  in  the  most  modern  obstetric  hospital  in 
America.  The  players  are  introduced  in  the  order 
of  their  appearance.  The  scene  is  the  corridor  of  the 
operating  floor. 

"MOUNTAIN”  (SOCIETY)  has  been  in  labor 
for  five  long  years.  Fifty  accouchers  have  been 
in  faithful  attendance  and  prenatal  care  has  been 
most  meticulous.  The  fee  of  nearly  one  million  dol- 
lars has  been  paid  in  advance  (which  emphasizes  the 
"fable”).  However,  this  is  an  unusual  case  and  an 
entirely  new  type  of  child  has  been  promised,  a 
child  destined  to  bear  the  great  name  of  "Adequate 
Scientific  Medical  Service  to  all  the  people,  rich  and 


poor,  at  a cost  which  can  be  reasonably  met  by  them 
in  their  respective  stations  in  life”  (Olin  West — 
A.M.A.).  The  fifty  accouchers  include:  a superior 
x-ray  specialist  (there  should  be  one  on  the  staff  of 
every  well-equipped  obstetric  hospital) ; a master 
surgeon,  but,  with  operative  obstetrics  taboo,  he 
must  feel  a little  out  of  place  here;  another  should 
be  valuable  as  a diagnostician — his  versatility  as 
president  and  his  ability  to  secure  inside  information 
won  for  him  the  position  of  Secretary  of  the  In- 
terior. But  there  is  apparently  not  one  outstanding 
obstetrician  among  the  fifty,  not  even  one  good  gen- 
eral practitioner  obstetrician.  In  the  miners’  dialect, 
there  is  not  one  ' hard  rock  miner”  among  them. 

Just  outside  the  delivery  room  stand  the  eight 
Godfathers,  smiling  benignly.  They  have  contribut- 
ed largely  to  the  fee  because  of  their  interest  in  SO- 
CIETY. They  are  already  looking  to  the  time  when 
this  unborn  child  will  have  succeeded  to  his  father’s 
not  inconsiderable  position.  They  expect  that  he 
will  do  so  much  more  for  SOCIETY  than  his  fath- 
er, who  has  wished  to  do  so  much  but  has  often 
been  unable.  The  head  nurse  presents  a card  bear- 
ing the  names  of  the  Godfathers,  who  are, 

The  Carnegie  Corporation, 

The  Josiah  Macy,  Jr.,  Foundation, 

The  Milbank  Memorial  Fund, 

The  New  York  Foundation, 

The  Rockefeller  Foundation, 

The  Julius  Rosenwald  Fund, 

The  Russell  Sage  Foundation, 

The  Twentieth  Century  Fund. 

On  the  other  side  of  the  corridor,  Quaker-meeting 
fashion,  arc  grouped  the  Godmothers.  They  have 
been  through  the  pangs  of  motherhood  themselves 
and  their  sympathy  and  deep  concern  for  MOUN- 
TAIN are  genuine.  They  are  not  so  confident  as  the 
Godfathers  that  this  wonder  child  will  be  an  un- 
mixed blessing  to  SOCIETY.  With  their  maternal 
experience  they  know  that  if  a mother  must  choose, 
she  would  rather  have  her  child  strong  and  healthy 
than  clever.  The  Godmothers  are, 

The  American  Medical  Association, 

The  American  Dental  Association, 

The  United  States  Public  Health  Service, 
Metropolitan  Life  Insurance  Co., 

National  Bureau  of  Economic  Research, 

Vermont  Committee  on  Country  Life, 

National  Committee  on  Mental  Hygiene, 

National  Tuberculosis  Associatoin. 

Some  distance  down  the  corridor  paces  the  ex- 
pectant father,  ORGANIZED  MEDICINE.  Con- 
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flic  ting  emotions  shake  his  once  rugged  frame.  The 
great  outstanding  problem  before  him  now  is  the 
delivery  of  ADEQUATE  MEDICAL  SERVICE. 
One  critic  has  stated  that,  after  centuries  of  trial, 
ORGANIZED  MEDICINE  has  become  utterly  un- 
able to  solve  this  problem.  He  knows  that  no  other 
newborn  has  such  Godparents  as  these,  awaiting  with 
great  interest  the  birth  of  this  unusual  baby.  And 
so,  like  the  publican  of  old,  "standing  afar  off,  he 
would  not  lift  up  so  much  as  his  eyes  unto  heaven, 
but  smote  his  breast  saying,  God  be  merciful  to  me 
a sinner.’’  He  pauses  in  his  pacing  to  consider  his 
children.  The  oldest,  DRUGS,  is  a capable  appear- 
ing chap  with  many  accomplishments,  but  so  eas- 
ily vamped  by  the  Patent  Medicine  Girls.  Report  is 
current  that  he  costs  SOCIETY  about  $715,000,000 
annually.  HOSPES  is  a beautiful  girl,  charitably  in- 
clined, but  she,  too,  is  [expensive.  Her  support 
averages  annually  $656,000,000.  Yet  her  mother 
considers  her  a great  blessing  and  could  not  do  with- 
out her.  DENTS  is  a handsome  lad,  his  constant 
smile  displaying  perfect  orthodencia.  He  earns  near- 
ly as  much  money  as  Dad,  with  little  or  no  night 
work,  and  no  death  certificates  to  sign.  He  costs 
SOCIETY  over  $676,000,000  a year,  but  she  con- 
siders him  well  worth  it  to  be  rid  of  the  pains  and 
dangers  incident  to  focal  infection.  FLORENCE 
N.,  nicknamed  "R.N.,”  has  a charming  personality. 
Her  long  years  of  training  enable  her  to  render  in- 
telligent aid  in  the  sick  room  where  she  is  really  in- 
dispensable. Although  she  costs  SOCIETY  nearly 
$300,000,000  a year,  SOCIETY  says  she  will  nevei 
do  without  her.  A frown  crosses  the  face  of  the  ex- 
pectant father  as  he  thinks  of  his  youngest  child, 
CULTS,  of  how  "he  has  thriven  upon  legal  prosecu- 
tion and  upon  the  opposition  of  (his  father)  OR- 
GANIZED MEDICINE.”  SOCIETY  has  made 
many  criticisms  of  her  other  children  but  is  curious- 
ly myopic  with  regard  to  CULTS,  thinking  him  a 
clever  fellow,  while  ORGANIZED  MEDICINE 
sometimes  doubts  his  paternity  and  grants  him  no 
place  in  his  thoughts  of  standardized  hospitals. 

This  is  a scene  of  1932.  In  the  small  hours  of 
November  29th,  SOCIETY  gives  birth.  The  door  of 
the  delivery  room  opens.  The  watchers  eagerly 
crov/d  about.  Three  nurses  bear  their  precious  bur- 
dens. The  furrowed  brows  of  the  Godfathers  reg- 
ister concern  and  disappointment,  the  Godmothers 
breathe  their  maternal  sympathy.  The  one  healthy 
baby  expected  would  have  been  a godsend,  but 
TRIPLETS! 

The  firstborn,  MAJORITY  REPORT,  is  a blue 


baby.  The  accouchers  admit  that  it  may  be  ten  to 
twenty  years  before  the  foramen  ovale  closes  and 
the  child  becomes  a healthy  individual.  The  second 
triplet,  MINORITY  REPORT,  seems  to  favor 
slightly  his  father  and  with  good  care  may  become 
a healthy  child.  The  third  is  a tiny  fellow  and  when 
DENTS  sees  him  he  will  probably  ask,  "Am  I my 
brother’s  keeper?” 

ORGANIZED  MEDICINE  can  stand  the  sus- 
pense no  longer.  Realizing  that  something  is  wrong, 
he  rushes  up  to  the  group  exclaiming,  "Did  SOCI- 
ETY give  birth  to  a mole?  Remember,  the  first  dan- 
ger to  SOCIETY  is  hemorrhage,  the  remote  danger 
is  cancer  (chorion  epithelioma)  on  the  body  politic.” 
He  is  promptly  reassured.  SOCIETY  is  not  in  shock, 
but  the  care  of  the  triplets  will  be  a man’s  job  for 
him.  He  can  neither  delay  nor  dodge  his  responsibil- 
ity of  fatherhood. 

ORGANIZED  MEDICINE  is  again  pacing  the 
corridor  in  deep  thought.  His  face  is  troubled  as  he 
plans  the  care  and  development  of  these  totally  un- 
expected triplets. 

— End  of  Prologue  — 

The  actual  play  will  depend  upon  the  growth  of 
these  children  or  upon  the  future  birth  of  the  ex- 
pected one  child. 


WOMAN’S  AUXILIARY 
ARIZONA  STATE  MEDICAL 
ASSOCIATION 

MRS.  J.  C.  WILSON,  Willcox, 

Press  and  Publicity  Chairman. 

Mrs.  Charles  E.  Patterson,  of  Tucson,  was  elected 
delegate  to  the  National  Convention  and  brought 
back  the  excellent  report  which  follows: 

The  annual  convention  of  the  Woman’s  Auxiliary 
to  the  A.  M.  A.  was  held  in  Milwaukee  from  June 
12  to  16  with  an  attendance  which  broke  all  records 
for  several  previous  years.  There  were  4,  600  physi- 
cians registered  for  the  A.  M.  A.  meeting,  and  it 
was  estimated  that  the  members  of  their  families 
brought  the  attendance  to  well  over  7,000.  The 
convention  was  an  outstanding  success  in  every  re- 
spect. This  was  not  mere  chance  as  the  auxiliary 
women  of  Wisconsin  had  worked  diligently  all  dur- 
ing the  past  year  to  make  the  convention  surpass 
all  others.  They  had  not  left  a stone  unturned  that 
would  make  the  visiting  guests  comfortable  and 
happy,  and  I am  sure  that  they  feel  well  repaid  for 
their  efforts. 

(Continued  on  page  282) 
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MEDICAL  RELATIONS  UNDER 
WORKMEN’S  COMPENSATION 


The  Bureau  of  Medical  Economics  of  the  Ameri- 
can Medical  Association  has  published  a 150  page 
study  of  workmen’s  compensation  in  the  United 
States.  This  booklet  can  be  secured  from  the  Asso- 
ciation ( 5 3 5 N.  Dearborn  St.,  Chicago)  for  seventy 
cents.  It  should  be  read  by  every  doctor  who  is  in- 
terested in  this  phase  of  medical  practice.  It  has 
chapters  on  the  Evolution  of  the  System;  Preven- 
tion of  Accidents;  Administration — Insurance  Car- 
riers; Growth  of  Provisions  for  Medical  Care;  Choice 
of  Physicians;  Payment  for  Medical  Services  under 
Compensation;  Professional  Relations  in  Compensa- 
tion; Compensation  as  Origin  and  Fosterer  of  Con- 
tract Practice;  Suggested  Conclusions  and  Recom- 
mendations. The  seven  suggested  recommendations 
include,  absolute  free  choice  of  physician  or  sur- 
geon by  the  injured  worker;  no  solicitation  or  com- 
pulsion on  patients;  all  expenditures  for  medical 
care  should  go  to  those  who  give  that  care;  medi- 
cal representation  in  all  compensation  institutions; 
an  active  committee  in  every  state  medical  society 
devoted  to  the  study  of  problems  of  industrial  insur- 
ance; greater  consideration  for  the  human  side  of 
accident  prevention  programs;  effort  to  establish 
more  equitable  and  uniform  fee  schedules. 

HOUSE  OF  DELEGATES  OF  THE 
AMERICAN  MEDICAL  AS- 
SOCIATION 

Seldom  do  we  have  an  adequate  report  from  the 
delegates  from  Arizona  or  New  Mexico  to  the  Amer- 
ican Medical  Association.  Among  the  recommenda- 
tions of  the  Speaker  of  the  House  (F.  C.  Warn- 


shuis)  was  one  which  urged  the  delegates  to  make 
full  reports  to  their  constituent  state  associations. 
We  have  before  us  a report  of  the  business  transact- 
ed at  the  Milwaukee  session,  and  it  is  filled  with  food 
for  thought.  We  have  long  thought  that,  next  to 
the  state  secretary,  the  delegate  to  the  American 
Medical  Association  is  the  most  important  office 
filled  at  a state  association  meeting.  It,  however,  be- 
comes of  no  importance  at  all,  unless  the  delegate 
functions  by  attending  the  meetings  of  the  House  of 
Delegates,  absorbs  the  information  available,  and  re- 
ports back  to  his  state  association. 


DR.  LOVELACE  (Albuquerque) 
WINS  MALPRACTICE  SUIT 


A recent  issue  of  an  Albuquerque  newspaper  car- 
ried an  extended  account  of  a decision  by  Judge 
Otero  in  a malpractice  suit  brought  by  a nurse 
against  Dr.  Lovelace  for  alleged  maltreatment  of 
an  infected  finger.  Judge  Otero’s  decision,  in  part 
said: 

“This  defendant  was  charged  with  being  guilty  of 
what  is  known  as  malpractice.  The  evidence  pro- 
duced by  the  plaintiff  did  not  sustain  this  charge 
in  any  particular.  On  the  contrary,  the  preponder- 
ance of  medical  evidence  introduced  in  the  case 
shows  clearly  that  the  contrary  was  the  case.  It 
shows  that  the  diagnosis  was  correct.  It  shows  that 
th<  treatment  prescribed  by  the  doctor  was  the  cor- 
rect treatment,  it  shows  that  the  operation  per- 
formed at  the  hospital  the  next  morning  was  timely 
and  was  done  at  the  proper  time.  It  shows  that  the 
course  of  treatment  as  long  as  Dr.  Lovelace  was  on 
the  case,  was  the  correct  and  proper  treatment  in 
the  premises.  What  happened  to  this  unfortunate 
joung  lady  after  she  had  decided  to  change  her 
physician  is  not  before  the  court.” 

Plaintiff’s  attorneys,  realizing  the  weakness  of 

their  suit  for  $36,000  damages,  moved  for  a non- 
suit without  prejudice.  The  effect  of  this  would 
have  been  to  leave  the  matter  open  for  another  suit. 
The  judge  denied  this  motion.  In  a counter  suit  for 
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professional  fees,  a technical  verdict  of  one  cent  was 
entered,  Dr.  Lovelace  waiving  the  collection  of  any 
actual  money. 


PAMPHLET  ON  CANCER  CURES 
AND  TREATMENTS 

The  Bureau  of  Investigation  of  the  American 
Medical  Association  have  just  issued  a revised  edi- 
tion of  their  pamphlet  on  "Cancer  Cures.”  This  is 
a very  valuable  pamphlet  for  physicians  to  have  in 
their  waiting  rooms.  The  price  is  fifteen  cents  a 
copy.  It  discusses  a large  number  of  the  fraudulent 
cancer  remedies  and  institutions,  several  of  whom 
arc  broadcasting  over  the  radio.  For  example,  it 
gives  a digest  of  the  Norman  Baker  enterprise; 
Baker  owns  the  KTNT  radio  station  of  Muscatine, 
Iowa.  He  recently  lost  his  libel  suit  against  the 
American  Medical  Association.  Ninety-five  other 
quacks  and  quack  institutions  are  discussed  in  this 
pamphlet. 


CUTTING  MEDICAL  COSTS  IN 
THE  ROTARIAN 

In  the  August  issue  of  "The  Rotarian,”  the  na- 
tional magazine  of  this  service  club,  is  a debate  in 
the  form  of  two  articles  on  "Is  the  Group  Plan  the 
Best  Remedy?”  Dr.  Lewellys  F.  Barker  takes  the  af- 
firmative and  Dr.  Arthur  C.  Christie  the  negative. 
To  our  mind,  Dr.  Christie  has  all  the  best  of  the 
argument,  and  presents  the  reasons  which  actuated 
the  Minority  Report  which  was  officially  approved 
by  the  House  of  Delegates  of  the  American  Medi 
cal  Association,  at  the  Milwaukee  meeting.  These 
articles  demonstrate  the  fact  that  this  issue  is  still 
a live  one  and  not  to  be  settled  by  the  adoption  of 
resolutions.  The  medical  profession  of  every  com 
munity  will  need  to  work  out  their  own  salvation, 
and  as  we  have  remarked  on  a previous  occasion,  if 
we  are  too  indifferent  or  too  ignorant  to  do  it,  it 
will  be  done  for  us  and  to  us. 


EL  PASO  COUNTY  MEDICAL 
SOCIETY 


May  22,  1933. 

(Reported  by  Dr.  Leslie  M.  Smith,  Secretary.) 

El  Paso  County  Medical  Society  met  May  22, 
1933,  at  Hotel  Hussmann,  the  president,  Dr.  J.  A. 
Pickett,  presiding. 

Dr.  E.  W.  Rheinheimer  discussed  Granulopenia, 


its  causes  and  treatment.  Dr.  Leslie  M.  Smith  re- 
ported a case,  seen  by  Dr.  Rheinheimer  and  him- 
self, which  apparently  resulted  from  the  treatment 
cf  chronic  lupus  erythematosus  with  gold  and  sodium 
thiosulphate.  The  case  was  discussed  by  Drs.  Dut- 
ton, Cathcart,  Turner  and  Miller. 

Dr.  J.  W.  Cathc.art  presented  his  paper  on  Cancer 
cf  the  Breast,  which  was  read  before  the  New  Mex- 
ico State  Medical  Society.  Drs.  Miller,  Cummins, 
Lynch,  Waite  and  Turner  discussed  this  paper. 

Dr.  George  Brunner  was  elected  to  membership 
in  the  Society. 

At  10  p.  m.  the  Society  adjourned  until  the  sec- 
ond Monday  in  September. 


BOOK  REVIEWS 


SURGICAL  ANATOMY,  by  C.  Latimer  Callan- 
der, A.B.,  M.D.,  F.A.C.S.,  Assistant  Clinical  Profes- 
sor of  Surgery  and  Topographic  Anatomy,  Univer- 
sity of  California  Medical  School;  Associate  Visit- 
ing Surgeon  to  the  San  Francisco  Hospital,  with  a 
foreword  by  Dean  Lewis,  M.D.,  Sc.D.,  Ll.D., 
F.A.C.S.  1115  pages,  1280  illustrations.  Published 
by  W.  B.  Saunders  Co.,  Philadelphia  and  London. 

This  is  a magnificent  volume  and  represents  an 
immense  amount  of  painstaking  work  by  the  author. 
It.  is  very  different  from  the  ordinary  conception  of 
a treatise  on  regional  anatomy,  being  anatomy  con- 
sidrred  in  its  direct  application  to  surgery  and  med- 
icine in  general.  It  does  not  deal  with  the  differ- 
ent systems  as  such,  but  takes  the  various  tissues  as 
they  are  encountered,  layer  by  layer,  on  the  operat- 
ing table,  as'  the  surgeon  makes  approach  to  the  re- 
gion involved.  Surgical  applications  are  discussed 
and  fully  illustrated.  The  work  is  bountifully  and 
beautifully  illustrated  and  each  illustration  is  en- 
hanced in  value  by  the  excellent  detail  and  the 
pointing  out  and  naming  of  each  important  struc- 
ture. This  volume  should  be  a valuable  addition  to 
the  library  of  any  practicing  surgeon. 

H.  P.  M. 


PRACTICAL  HEMATOLOGICAL  DIAGNOSIS: 

By  0.  H.  Perry  Pepper,  M.D.,  Professor  of  Clinical 
Medicine,  University  of  Pennsylvania;  Assistant 
Chief  of  the  Medical  Clinic,  Hospital  of  the  Univer- 
sity of  Pennsylvania;  and  David  L.  Farley,  M.D., 
Physician  to  the  Pennsylvania  Hospital,  Philadel- 
phia; and  to  the  Cooper  Hospital,  Camden,  N.  J.; 
Associate  in  Medicine  of  the  University  of  Pennsyl- 
vania. 562  pages,  illustrated.  Philadelphia  and  Lon- 
don: W.  B.  Saunders  Company,  1933.  Cloth,  86.00 
net. 

While  keeping  this'  book  on  the  desk  awaiting  a 
convenient  time  to  review  it,  it  has  been  consulted 
a dozen  times  within  a week’s  time  in  connection 
with  problems  of  clinical  diagnosis,  and  has  each 
time  furnished  information  of  value.  This  is  the 
best  testimony  which  can  be  offered  of  its  practical 
every-day  value  to  the  clinician.  The  arrangement 
of  the  book  is'  excellent.  There  are  chapters  on  each 
one  of  the  blood  elements,  describing  its  origin,  nor- 
mal characteristics  and  then  the  various  abnormal- 
ities. In  Part  II  the  hematological  diagnosis  of  the 
diseases  of  the  hemopoietic  system  is'  taken  up, 
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while  Part  III  is  a short  section  devoted  to  hema- 
tology of  diseases  not  primarily  of  the  blood.  The 
arrangement  is  excellent,  the  subject  matter  exceed- 
ingly practical  and  the  indexing  very  complete.  Clin- 
icians will  find  it  valuable  for  ready  reference. 

W.  W.  W. 


CHRONIC  ARTHRITIS  AND  FIBROSITIS, 
DIAGNOSIS  AND  TREATMENT,  by  Bernard 
Langdon  Wyatt,  M.D.,  F.A.C.P.,  Director,  the  Wy- 
att c’inic;  Member  Editorial  Staff  of  “Acta  Rheu- 
matologica’  of  the  International  League  for  the 
Control  of  Rheumatism;  Collaborating  Editor,  Ar- 
chives Medico-Chirurgicales  de  l’Appareil  Respira- 
torie.  William  Wood  & Company,  Baltimore;  A di- 
vision of  the  Williams  & Wilkins  Company,  1933. 

Wyatt  has  taken  a broad  view  of  the  etiology  and 
therapy  of  the  various  conditions  commonly  grouped 
under  the  heading  of  chronic  rheumatism,  and  has 
presented  a concise  resume  of  the  facts.  He  uses 
the  terms  “chronic  arthritis”  and  “fibrositis”  in 
preference  to  the  term  “chronic  rheumatism.” 

His  review  of  the  pathology,  etiology  and  differ- 
ential diagnosis  are  excellent  and  to  the  point.  The 
chapters  on  therapy  are  in  detail  and  his  methods 
are  carefully  presented. 

He  recog-nizes  the  part  that  allergic  phenomena 
may  play  in  causing  chronic  artlmtis  and  fibrositis, 
without  giving  much  on  the  treatment  of  this  spe- 
cial phase. 

The  book  is  recommneded  to  all  those  treating 
chronic,  rheumatics.  0.  H.  B. 


BEHAVIOR  ASPECTS  OF  CHILD  CONDUCT, 
by  Esther  Loring  Richards,  B.A.,  M.D.,  D.Sc.  As- 
sociate Professor  of  Psychiatry,  Johns  Hopkins' 
School  of  Medicine;  Physician-in-charge  of  dispen- 
sary, Henry  Phipps  Psychiatric  Clinic,  Johns  Hop- 
kins Hospital;  with  a foreword  by  Adolf  Meyer: 
New  York;  The  MacMillan  Company,  1932;  §2.50. 

Parents,  teachers,  physicians,  social  workers 
clergyman,  as  well  as  psychologists  and  psychiat- 
rist, will  find  this  book  a most  lucid  and  instructive 
treatise  on  childhood  problems.  Dr.  Richards  has 
evidently  had  a rich  experience  in  the  behavior  and 
conduct  perplexities  of  many  children.  Thorough 
consideration  is  given  to  the  economic  strains,  so- 
cial strivings,  and  the  domestic  disharmonies,  of 
the  home,  and  to  the  physical  health  of  the  child 
and  its  parents.  She  recognizes  that  there  is  great 
variation  of  the  endowments — hereditary  and  oth- 
erwise— with  which  children  start  the  journey  of 
life.  She  thinks  that  psychological  tests  may  give 
a remarkable  degree  of  accuracy  in  judging  the  in- 
tellectual ability  of  children  and  adolescents,  at 
least  up  to  16  years  of  age.  She  takes  a thorough- 
ly sane  view  of  psychoanalysis.  Many  case  records 
are  cited  to  illustrate  what  can  be  done  when  the 
casrs  are  properly  studied  and  sensible  measures 
applied.  The  school  and  the  teachers  are  given  a 
large  part  in  the  program  of  handling  problem 
cases  of  school  age.  On  page  67,  she  writes:  “We 
need  systematic  teamwork  along  this  line  from 
kindergarten  to  collegiate  courses.”  On  page  275, 


we  read : “Child  health  is  really  parent  health  and 
teacher  health  and  community  health.”  In  this  con- 
n ction  health  refers  to  both  physical  and  mental. 

There  is  little  to  criticize  adversely  about  the 
book.  On  page  274,  top  line,  thei’e  is  the  word  nor- 
mality where  abnormality  is  probably  intended. 

All  physicians,  teachers,  parents,  and  others  deal- 
ing with  children,  would  profit  by  reading  this 
book.  O.  H.  B 


DISEASES  OF  THE  HEART,  DESCRIBED 
FOR  PRACTITIONERS  AND  STUDENTS,  by 
Sir  Thomas  Lewis,  C.B.E.,  F.R.S.,  M.D.,  D.Sc., 
LL.D.,  F.R.C.P.,  Hon.  D.Sc.  (Michigan)  ; Physician 
in  charge  of  department  of  clinical  research,  Uni- 
versity college  hospital,  London;  Physician  in 
Chief  (pro  tern)  Peter  Bent  Brigham  Hospital, 
Boston;  Honorary  Fellow  New  York  Academy  of 
Medicine;  Corresponding  member  Association  of 
American  Physicians  and  Interstate  Post-graduate 
Medical  Association,  The  MacMillan  Company,  New 
York;  MacMillan  & Co.,  LTD.;  1933;  $3.50; 

Lewis  attacks  the  problems  of  the  heart  in  a 
manner  which  is  pleasing  to  the  clinician.  He  looks 
at  a case  from  a clinician’s  view  point.  Statistics 
are  conspicuous  by  their  absence. 

He  recognizes  that  “the  very  essence  of  cardio- 
vascular practice  is'  recognition  of  early  heart  fail- 
ure.” I should  like  his  statement  better  had  he  used 
the  word  “beginning”  in  place  of  “early.” 

He  shows  that  he  has  a bi’oad  understanding  of 
his  subject  when  he  says'  that  cardiac  failure  is 
manifested  by  “dilation  of  the  heart,  general  nerv- 
ous congestion,  and  dropsy.”  His  next  statement, 
that  these  phenomena  are  late  and  mean  extensive 
failure,  I think  needs  more  explanation.  I read  his 
book  carefully  and  failed  to  find  that  he  lays  any 
emphasis  upon  the  importance  of  careful  searching 
for  slight  signs  of  beginning  cardiac  failure.  1 
mean,  by  slight  signs,  a very  little  breathlessness, 
a tinge  of  cyanosis,  the  merest  amount  of  pitting 
edema,  cardiac  dilation  perhaps  difficult  to  substan- 
tiate, possible  increase  of  pulse  rate  or  irregulari- 
ties, palpitations  on  exertion,  a minimum  over-fill- 
ing of  the  veins,  and  transient  pains,  aches  and 
sensation  of  fullness  about  the  heart  region. 

The  chapter  on  “Heart  Strain”  was'  a bit  disap- 
pointing. The  author  also  fails  to  give  much  space 
to  the  electrocardiogram.  This  is  excusable  as  he 
is  presenting  the  subject  of  bedside  cardiology,  and 
presumes  a previous  knowledge  of  the  subject. 

The  book  has  my  hearty  approval.  Every  clini- 
cian can  be  benefited  by  a reading  of  the  book.  It 
is  well  written.  The  paper  and  printing  are  of  high 
grade.  0.  H.  B. 
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There  are  seventeen  interesting  clinics  present- 
ed in  this  issue.  Those  which  appealed  the  most  to 
the  reviewer  were  bronchiectasis,  the  treatment  of 
simple  obesity,  coronary  occlusion,  thrombo-angitis 
obliterans,  trigeminal  neuralgia,  and  epilepsy. 

There  is  not  an  uninteresting  article  in  the  vol- 
ume. 0.  H.  B. 


WHEAT,  EGG  AND  MILK  FREE  DIETS.  By 
Ray  M.  Balyeat,  M.A.,  M.D.,  F.A.C.P.,  Associate 
Professor  of  Medicine  and  Lecturer  on  Diseases  due 
to  Allergy,  University  of  Oklahoma  Medical  School ; 
Director,  Balyeat  Hay  Fever  and  Asthma  Clinic, 
Oklahoma  City,  Okla.  J.  B.  Lippincott  Company, 
Pubiishmers.  Octavo,  cloth,  $2.50. 

This  book  fills  a real  need,  giving  the  details  for 
planning  meals  which  are  free  from  any  one  or  all 
of  these  proteins,  so  important  in  the  field  of  allergy. 
Theoretical  and  technical  considerations  of  allergy 
are  not  attemDted  in  this  book,  except  a few  essen- 
tial points.  The  book  gives  menus  which  can  be  fol- 
lowed by  any  intelligent  housewife,  and  will  relieve 
the  v ysician  of  lengthy  explanations  in  order  to  be 
certain  that  his  diets  are  free  from  the  proteins 
wrich  are  to  be  eliminated. 

Tables  of  food  values  are  given,  so  that  the  re- 
quired nourishment  can  be  supplied.  This  very  prac- 
tical b'ok  from  the  hands  of  an  experienced  teacher 
and  pioneer  in  the  study  and  treatment  of  diseases 
due  to  allergy.  Every  physician  should  have  a copy 
on  his  desk  for  everyday  use.  W.  W.  W. 


AMERICAN  CONGRESS  OF  RADIOLOGY 


During  the  World’s  Fair,  Chicago  will  welcome 
the  first  radiological  congress  ever  held  in  the 
United  States',  when  the  four  national  radiological 
societies  will  meet  there  in  joint  convention.  The 
American  Congress  of  Radiology  is  scheduled  for 
September  25-30  inclusive,  at  the  Palmer  House. 
According  to  Dr.  Henry  K.  Pancoast  of  Philadel- 
phia. prrsiden*  of  the  Congress,  all  physicians, 
physicists,  biologists  and  others  connected  with  the 
Ail  ed  sciences  will  be  made  welcome  at  the  Con- 
gress. 

The  four  radiological  societies  sponsoring  the 
Congress  who  have  rliminated  their  regular  annual 
meetings  for  1933  in  its  favor  are:  The  American 
Co'leve  of  Radiology,  the  American  Radium  Soci- 
ety, the  American  Roentgen  Ray  Society,  and  the 
Radiological  Society  of  North  America.  The  Chi- 
cago Roentgen  Society  will  also  participate. 

Scores  of  visitors’  from  Central  and  South  Amer- 
cao  coun  ries  are  expected  to  attend  the  Congress, 
and  invitations  have  been  sent  to  European  col- 
leagues. Over  150  essayists  will  devote  55  full 
hours  to  the  scientific  program.  The  six-day  pro- 
gram, however,  places  the  scientific  meetings  to 
t'rmina4'e  at  2:00  p.  m.,  leaving  the  afternoons  free 
for  visiting  the  Century  of  Progress  World’s  Fair. 
Incidentady,  the  Fair  itself  will  have  remarkable 
worthwhile  displays  showing  the  development  of 
the  x-rays  and  radium  in  their  medical  applications. 

Dr.  B njamin  H.  Orndoff  of  Chicago,  chairman 
of  the  Executive  Council  of  the  Congress,  invites 
members  of  the  medical  profession  to  inquire  fur- 
ther of  him  by  writing  to  2561  N.  Clark  Street, 
Chicago,  concerning  membership  in  the  Congress. 
1 ailroaH  and  hotel  rates,  etc,.  He  points  out  that 
the  Palmer  House  is'  reserving  1,400  rooms  for  the 
re  od  o-f  the  Congress  and  guarantees  that  rates 
will  not  be  increased  or  other  prices  advanced  dur- 
ing fhe  session.  The  Palmer  House  was  selected 
for  the  Congress  because  it  is  so  well  arranged  for 
such  an  event,  and  the  Scientific  sessions,  as  well 
as  scientific  and  commercial  exhibits,  will  all  be  on 
one  floor. 


Importance  of  milk 
in  the  adult  diet 


MILK  is  the  one  food  for  which  there  can  be  no  effec- 
tive substitute.  But  many  adults  dislike  milk;  often 
those  who  need  it  most  soon  tire  of  its  taste  and  color. 

However,  Cocomalt  mixed  with  milk  produces  a deli- 
cious, chocolate  flavor  drink  which  is  tempting  to  children 
and  grown-ups  alike.  Prepared  as  directed,  it  increases  the 
caloric  value  of  milk  more  than  70% — adding  extra  pro- 
teins, carbohydrates  and  minerals  (calcium  and  phos- 
phorus). Cocomalt  is  rich  in  Vitamin  D — containing 
not  less  than  30  Steenbock  (300  ADUA)  units  per  ounce. 
(Licensed  by  the  Wisconsin  Alumni  Research  Foundation. ) 

Not  only  in  sickness  and  convalescence,  in  pregnancy 
and  lactation,  in  general  debility  and  malnutrition  but 
for  optimum  well-being  at  all  times,  Cocoinalt  in  milk  is 
recommended.  Every  glass,  properly  prepared,  is  equal  in 
caloric  value  to  almost  two  glasses  of  milk  alone.  Delicious 
HOT  or  COLD.  In  j^-lb.  and  1-lb.  cans  at  grocery  and  drug 
stores.  Or  in  5-lb.  cans  at  a special  price  for  hospital  use. 

Free  to  Physicians 

We  will  be  glad  to  send  a trial-size  can  of  Cocomalt  to  any 
physician  requesting  it.  Mail  coupon  below. 

Cocomalt  is  a scientific  food  concentrate  of  sucrose,  skim 
milk , selected  cocoa,  barley  malt  extract,  flavoring  and 
added  Vitamin  D.  It  is  accepted  by  the  Committee  on 
Foods  of  1 lie  American  Medical  Association. 


R.  B.  Davis  Co.,  Dept.  B x-8,  Hoboken,  N.J. 
Please  send  me  a trial-size  Cocomalt,  free. 

Dr 

Add  ress 

City State 
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Numerous  committees  are  hard  at  work  planning 
the  Congress.  Among  these  are  the  History  and 
Education  Committee  headed  by  Dr.  Byron  H.  Jack- 
son.  Scranton,  Pennsylvania,  president  of  the  Radi- 
ological Society  of  North  America.  This  commit- 
tee will  pub  ish  a special  volume,  known  as  “Science 
of  Radiology,’’  for  the  members  of  the  Congress, 
and  will  sponsor  an  unusual  exhibit  of  old  medical 
texts'  which  will  trace  the  history  of  radiology  from 
the  early  chemistry  of  the  Middle  Ages.  Other 
Committees  include  those  on  Publicity,  Dr.  James 
T.  Case,  Northwestern  University,  Chicago,  chair- 
man; Committee  on  Local  Arrangements,  Dr.  Maxi- 
milian J.  Hu'oeny,  Chicago,  chairman;  Scientific 
Exhibits,  Dr.  Byrl  R.  Kirklin,  Mayo  Clinic,  Roch- 
es. r,  Minnesota,  chairman;  Scientific  Program,  Dr. 
George  E.  Pfahler,  Philadelphia,  chairman;  Publi- 
cations, Dr.  Leon  J.  Menville,  New  Orleans,  and 
Dr.  Lawrence  Reynolds,  Detroit,  co-chairmen ; 
Committee  on  Photography,  Dr.  A.  U.  Desjardins, 
Mayo  C.inic.  Rochester,  Minnesota,  chairman;  Com- 
mercial Exhibits,  Dr.  John  T.  Murphy,  chairman; 
Finance,  Dr.  E.  L.  Jenkinson,  chairman;  Travel 
and  Transportation,  Dr.  Henry  Schmitz,  chairman ; 
Membership,  Dr.  Albert  Soiland,  chairman. 

Officers  of  the  Congress  are:  President,  Dr. 

Henry  K.  Panccast,  Philadelphia;  Vice-Presidents: 
Dr.  Albert  Soiland,  Los  Angeles,  as  president  of 
<he  American  College  of  Radiology;  Dr.  Burton  J. 
Lee,  New  York,  as  president  of  the  American  Ra- 
dium Society;  Dr.  John  T.  Murphy,  Toledo,  Ohio, 
as  president  cf  the  American  Roentgen  Ray  Soci- 
ety; and  Dr.  Byron  H.  Jackson,  Scranton,  Pennsyl- 
vania, as  president  of  the  Radiological  Society  of 
North  America;  chairman  of  the  Executive  Coun- 
cil, Dr.  B.  H.  Orndoff,  Chicago;  secretary  of  the 
Council,  Dr.  E.  L.  Jenkinson,  Northwestern  Uni- 
versity, Chicago;  treasurer  of  the  Council,  Dr. 

NEUROSYPHILIS  — 


Henry  Schmitz,  Loyola  University,  Chicago.  The 
Executive  Council,  aside  from  the  names  just  giv- 
en. includes  the  chairmen  of  the  various  commit- 
tees. 


MEDICINAL  RESEARCH  AT  MELLON 
INSTITUTE 


Since  1922  the  firm  of  E.  R.  Squibb  & Sons,  of 
New  York,  N.  Y.,  has  been  sustaining  research  at 
Mellon  Institute,  Pittsburgh,  Pa.  For  the  most 
part,  this  investigational  work  has  been  concerned 
with  the  development  of  new  medicinal  prepara- 
tions; in  addition,  the  Fellowship  has  been  collab- 
orating with  specialists  on  the  faculty  of  the  School 
of  Dentistry  of  the  University  of  Pittsburgh  in 
studies  of  dental  therapeutic  agents. 

According  to  an  announcement  of  Mellon  Insti- 
tute, the  Squibb  Fellowship  has  lately  been  renewed 
for  the  year  July  1,  1933,  to  July  1,  1934,  to  con- 
tinue this  program  of  pharmaceutical  research, 
and  Dr.  Harold  William  Coles  has  been  appointed 
to  the  incumbency  of  this  Fellowship.  Dr.  Coles, 
who  received  his  professional  education  at  Syra- 
cuse University  (B.S.,  1923)  and  at  the  Iowa  State 
College  (M.S.,  1926;  Ph.D.,  1927),  is  a specialist  in 
the  pharmacology  and  physiology  of  local  anes- 
thetics. He  has  also  contributed  to  the  literature 
of  the  chemistry  and  fermentation  of  sugar  deriva- 
tives, organic  antimony  compounds,  and  ephedrine 
intermediates.  Prior  to  joining  Mellon  Institute,  he 
was  for  six  years  engaged  in  organic  research  in 
the  pharmaceutical  field. 

In  connection  with  the  investigations  of  the 
Squibb  Fellowship,  as  they  will  relate  to  the  field 
of  dentistry,  Dr.  H.  Edmund  Friesell,  Dean,  School 
of  Dentistry,  University  of  Pittsburgh,  will  con- 
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t’nue  to  act  as  one  of  the  Fellowship  advisers.  Dr. 
F iesell  has  served  in  this  positional  capacity  for 
over  ten  years,  participating  actively  in  the  Fel- 
lowship’s studies  in  the  province  of  fundamental 
dental  medicine. 

PABLUM-MEAD’S  PRE-COOKED  CEREAL 

Mead  Johnson  & Co.  are  now  marketign  Mead’s 
Cereal  in  dried  pre-cooked  form,  ready  to  serwe, 
under  the  name  of  Pablum.  This  produce  com- 
bines all  of  the  outstanding  mineral  and  vitamin 
advantages  of  Mead’s  Cereal  with  great  ease  of 
preparation. 

All  the  mother  has  to  do  to  prepare  Pablum  is  to 
measure  the  prescribed  amount  directly  into  the 
baby  s'  cereal  bowl  and  add  previously  boiled  milk, 
water  or  milk-an-water,  stirring  with  a fork.  It 
may  be  served  hot  or  cold  and  for  older  children’ 
and  adults  cream  and  sugar  may  be  added  as  de- 
sired. 

Mothers  will  cooperate  with  physicians  better 
in  the  feeding  of  their  babies  because  Pablum  is  so 
easy  to  prepare.  It  gives  them  the  extra  hour’s  rest 
in  the  morning  and  saves  bending  their  backs  over 
a hot  kitchen  stove  in  summer.  Please  send  for 
samples  to  Mead  Johnson  & Company,  Evansville, 
Indiana. 


weight  after  taking  this  food-drink  regularly.  Dur- 
ing the  recent  drought  in  Arkansas,  for  example, 
health  officers  fed  Cocomalt  to  youngsters  for  40 
days.  At  the  end  of  that  time,  gains  of  from  4 to 
16  pounds  were  noted  (depending  largely  on  age.) 
Th  average  gain  for  the  40-day  period  was  8V2 
pounds- — more  than  a pound  a week.  Children  who 
missed  the  Cocomalt  clinic  or  attended  irregularly 
showed  no  substantial  gain. 

Ccc.^malt  is  a delicious  chocolate  flavor  food- 
drink  that  is  almost  twice  as  nourishing  as  plain 
milk,  adding  110  extra  calories  to  every  glass.  It 
contains  30  steenbock  (300  ADM  A)  units  of  Vitamin 
D per  ounce — the  quantity  recommended  for  one 
drink.  Cocomalt  is  accepted  by  the  American  Medi- 
cal Association  Committee  on  Foods.  Samples  sent 
to  physicians  on  request.  Write  to  R.  B.  Davis  Co., 
Hoboken,  N.  J. 


Fatigue  and  general  debility  indicate  conditions 
that  generally  can  be  corrected  by  proper  diet  and 
rest. 

Proper  diet  means  adequate,  ivell-balanced  nour- 
ishment. Not  over-eating,  for  that  disturbs  diges- 
tion, causes  sleeplessness  and  further  complicates 
the  condition. 


COCOMALT  USED  IN  CLINICAL  TESTS  Cocomalt  mixed  with  milk  provides  the  varied 


Important  clinical  tests'  with  cocomalt  are  being 
conducted  all  over  the  country.  Whole  groups  of 
under-nourished  children  show  substantial  gains  in 


nourishment  of  a well-balanced  meal  without  the 
slightest  digestive  strain.  Its  high  caloric  value 
and  easy  digestibility  make  it  especially  effective  in 


A Maternity  Support 

Typed  for  the  Large  Woman 

IN  properly  fitting  an  expectant  mother  with  a maternity  support,  a 
tall,  slender  figure  requires  a straight-line  model  ; a small,  petite 
figure,  a short,  lightly  boned  one;  a large,  well-developed  figure,  a 
full,  long-hipped  one.  Camp  garments  are  proportioned  to  all  figure 
types  in  stature  and  other  individual  respects. 

An  example  of  a proper  model  for  the  large  woman  with  heavy  thighs 
(No.  3123)  is  illustrated  on  an  actual  seven-month  pregnancy  case. 
Like  all  Camp  maternity  supports  it  possesses  the  exclusive  Camp 
Patented  Adjustment  feature  -which  adapts  it  to  figure  and  to  changes 
in  pregnancy.  In  this  case,  it  has  one  set  of  adjustment  straps  with 
extra  lacing  from  waist  to  top.  It  provides  firm  under-abdominal  and 
sacro-iliac  support  and  relieves  undue  pressure  on  organs. 

Approved  and  recommended  by  leading  physicians. 

Sold  by  Surgical,  Drug  and  Department  Stores 
and  Corset  Shops.  Write  for  Physician’s  Manual. 


Physiological  Supports 

S.  H.  CAMP  & COMPANY 

Manufacturers,  JACKSON,  MICHIGAN 

CHICAGO  NEW  YORK  LONDON 

1056  Merchandise  Mart  3 30  Fifth  Avenue  252  Regent  Street  W. 
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helping  to  throw  off  that  nervous,  devitalized  feel- 
ing of  which  ro  many  patients  complain — unless,  of 
course,  there  is  some  serious,  chronic  ailment  which 
must  be  corrected. 

Cocomalt  is  an  honest  food,  ethically  advertised. 
It  is  accep  ed  by  the  Committee  on  Foods  of  The 
American  Medical  Association.  Laboratory  analyses 
show  that  Cocomalt  increases'  the  protein  content 
of  milk  45% — the  carbohydrate  content  184% — the 
mineral  conlent  (calcium  and  phosphorus)  45%.  It 
contains  not  less  than  30  Steenbock  (300  ADMA) 
units  of  Vitamin  D per  ounce — the  amount  used  to 
make  one  glass  or  cup. 

CccomaL  mixed  with  milk  is  especially  useful  in 
pregnancy  and  lactation,  in  illness  and  convales- 
cence, and  for  underweight,  mal-nourished  children. 


WOMAN’S  AUXILIARY 
ARIZONA  STATE  MEDICAL 
ASSOCIATION 


(Continued  from  page  275) 

Evn  the  weather  did  its  share  by  turning  de- 
lightfully cool  at  the  opening  of  the  convention  and 
remaining  pleasant  all  week. 

Enthusiastic  representatives'  from  34  states 
gathered  at  the  opening  meeting  to  exchange  ideas 
and  to  discuss  their  problems. 

A beau  iful  t ibute  was  paid  to  the  late  President, 
Mrs.  Walter  Jackson  Freeman.  The  convention  ex- 


tended a vote  of  thanks  to  Mrs.  James  F.  Percy  for 
carrying  on  and  for  the  gracious  way  in  which  she 
accepted  such  a difficult  situation. 

A common  note  sounded  by  both  national  and 
state  officers  was  the  effect  of  the  depression  on 
auxiliary  work.  Mrs.  Percy  told  of  the  hardships 
caused  by  cutting  the  budget  so  materially  in  order 
to  carry  on.  Most  state  presidents  reported  a num- 
ber cf  delinquent  members  due  to  the  depression. 
In  spite  of  this,  the  'auxiliaries  held  their  own  and 
51  new  auxiliaries  were  organized.  The  percentage 
of  unorganized  states  is  diminishing  rapidly.  Nev- 
ada and  New  York  were  organized  during  the  past 
year. 

The  lack  of  funds  did  not  in  the  least  lessen  the 
cctivi.ies  of  the  auxiliaries;  on  the  contrary,  it 
seemrd  to  spur  them  on  to  greater  activity  in  an 
etfort  to  overcome  this  obstacle.  The  depression 
opened  larger  avenues  for  welfare  work  and  this 
was  particularly  stressed  by  the  majority  of  auxili- 
a.rs  during  the  past  year.  The  philanthropic  pro- 
jects reported  by  the  different  auxiliaries  were  so 
varied  and  numerous  that  it  would  be  impossible 
to  enumerate  them  in  this  space.  Each  saw  the 
particular  needs  of  the  community  and  reached  out 
kindly  arms  to  the  needy  and  distressed.  It  was 
simply  amazing  the  amount  of  work  that  some  of 
Ihe  auxiliaries  accomplished.  After  hearing  these 
reports  there  was  not  a doubt  that  the  auxiliary  has 
an  excuse  for  existing. 

Health  education  and  public  relations  were  also 


THE  HOMAN  SANATORIUM 


For  tbe  Treatment  of  Tuberculosis 

EL  PASO,  TEXAS 

A Privately  owned,  thoroughly  and  modernly  equipped,  ethical  institution  of  110  rooms. 
Heliotherapy,  pneumothorax,  phrenic  nerve  and  chest  surgery,  and  all  other  modem  meth- 
ods of  treatment. 
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.stressed  by  most  of  the  auxiliaries.  This'  was  ac- 
complished mainly  by  essay  contests  on  health  sub- 
jects and  by  radio  broadcasts  on  periodic  health  ex- 
aminations. A program  of  health  education  for  the 
lay  group  is  being  planned,  since  it  is  felt  that  lead- 
ership that  the  auxiliary  can  provide  for  the  lay 
group  is  desirable. 

More  emphasis  is  being  placed  on  Hygeia.  It  is 
becoming  more  wide  spread  and  there  is  a greater 
appreciation  of  it.  Many  auxiliaries  are  placing 
Hygeia  in  the  public  schools  and  libraries.  Thirty- 
one  states  reported  Hygeia  chairmen  and  there 
were  2,420  subscriptions  the  past  year. 

The  following  are  a few  of  the  recommendations 
made  by  the  national  officers  and  I feel  that  every 
auxiliary  will  profit  greatly  if  these  suggestions 
are  observed. 

We  were  urged  to  study  the  handbook  in  order 
that  we  may  know  the  true  aims  and  objects  of  the 
auxiliary. 

We  were  urged  to  read  the  news  letters  as  they 
are  considered  invaluable. 

Each  state  should  keep  a scrap  book. 

Health  conditions  in  state  and  counties  should  be 
studied. 

Wives  should  read  their  husbands’  medical  jour- 
nals, as  they  contain  good  program  material  and 
the  problems  of  the  state  are  taken  up  in  these 
journals. 

The  delinquent  members'  should  be  brought  back 
even  if  the  dues  have  to  be  lowered. 

Mrs.  Robert  W.  Tomlinson,  of  Delaware,  is  Pres- 
ident-elect for  1934,  and  Mrs.  Horace  J.  Whitacre, 
of  Washington,  is  First  Vice-President-elect. 

Our  new  President,  Mrs'.  James  Blake  of  Minne- 
sota, gave  an  inspiring  address.  She  does  not  plan 
to  make  any  radical  changes  in  the  work  this  year 
but  wishes  to  stress'  Health  Education,  Hygeia  and 
Public  Relations.  She  urged  the  County  Auxiliaries 
to  do  their  share  of  work,  for  she  stated  that  when 
the  County  Auxiliaries  fail,  then  the  State  and  Na- 
tional Auxiliaries  fail. 

The  July  issue  of  Southwestern  Medicine  carried 
the  sad  news  of  the  paassing  of  Dr.  Harry  T.  South- 
worth  of  Prescott  and  Dr.  Robert  W.  Craig  of  Phoe- 
nix, and  through  this  medium  we  extend  to  their  fam- 
ilies our  sincere  sympathy  and  we  pray  that  the  same 
Divine  Authority  who  sent  the  messenger  for  them 
will  comfort  these  sorrowing  ones  as  He  has  prom- 
ised. 

THE  AMERICAN  COLLEGE  OF  PHYSICIANS 
Will  meet  in 
Chicago,  1934 

The  American  College  of  Physicians  will  hold  its 
Eighteenth  Annual  Clinical  Session  in  Chicago, 
with  headquarters  at  the  Palmer  House,  April 
16-20,  1934. 

Announcement  of  these  dates  is  made  particu- 
larly with  a view  not  only  of  apprising  physicians 


The  Tulane  University  of 
Louisiana 

GRADUATE  SCHOOL  OF 

MEDICINE 

Approved  by  the  Conn cil  of  Medical  Education,  A.M.A. 

Postgraduate  instruction  offered  in  all  branch- 
es of  medicine.  Courses  leading  to  a higher 
degree  have  also  been  instituted. 

A bulletin  furnishing  detailed  information 
may  be  obtained  upon  application  to  the 

Dean 

Graduate  School  of  Medicine 

1130  Tulane  Avenue  New  Orleans,  La. 


new/ 


DUNKLFR  URINE  TEST  KIT 
6 TESTS 

Dunkler  Urine 
Tests  in  Compact 
Case,  including'  re- 
agents for  Sugar 
(Qual.),  Albumin 
(Qual.),  Albumin 
(Quant.),  Acetone, 

Bacterial  Infec- 
tion, and  Chronic 
Interstitial  Ne- 
phritis 
with 

Testo-  $|T.OO 
meter, 

only  ^ 

All  Tests  Completed  In 
One-HaifTo  Eight  Minutes 

This  is  a scientific,  tested  product  that  will 
save  the  practitioner  valuable  time  and 
money  with  greater  accuracy  in  his  urinary 
analysis.  These  new  reagents  require  No 
Boiling,  Corrosive  Acids  or  the  use  of  a 
Microscope.  It  is  a rapid,  exact,  easy  and 
scientific  method  for  the  examination  of 
urine.  The  simplicity  of  the  procedure  and 
the  reliability  of  the  reactions  will  astound 
you.  The  products  will  not  deteriorate  with 
age  or  climatic  changes.  The  cost  per  test 
is  about  one-half  cent. 

A.  S.  ALOE  CO. 

932  S.  Hill  St.  LOS  ANGELES,  CAL. 
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generally  of  th#  meeting,  but  also  to  prevent  con- 
flicting dates  With  other  societies  that  are  now  ar-' 
ranging  their  1934  meetings. 

Dr.  George  Morris  Piersol,  of  Philadelphia,  is 
President  of  the  American  College  of  Physicians', 
and  will  arrange  the  Program  of  General  Sessions. 
Dr.  James  B.  Herrick,  Emeritus  Professor  of  Med- 
icine of  Rush  Medical  College,  Chicago,  has  been 
appointed  General  Chairman  of  local  arrangements 
and  will  be  in  charge  of  the  Program  of  Clinics. 
Mr.  E.  R.  Loveland,  Executive  Secretary,  133-135 
S.  36th  Street,  Philadelphia,  Pa.,  is  in  charge  of 
general  and  business  arrangements,  and  may  be 
addressed  concerning  any  feature  of  the  forthcom- 
ing Session. 


ABBOTT  LABORATORIES 
Sudden  Death  of  the  President, 

Dr.  Alfred  S.  Burdick 

Dr.  Alfred  S.  Burdick,  president  of  The  Abbott 
Laboratories  of  North  Chicago,  Illinois,  died  Sat- 
urday, February  11,  of  pneumonia,  at  the  age  of 
66.  He  was  buried  the  following  Wednesday  at 
Rosehill  Cemetery,  Chicago. 

In  1921  Dr.  Burdick  was  elected  president  of  the 
Abbott  Laboratories.  The  new  location  at  North 
Chicago  had  already  been  selected  as  a site  for  the 
new  Abbott  Laboratories  and  when  the  latter  was 
completed  the  company  moved  into  these  new  quar- 
ters from  the  old  location  in  Ravenswood.  Mean- 
time the  Swan-Myers  Company  of  Indianapolis  was 
consolidated  with  Abbott  Laboratories,  thus  in- 
creasing and  extending  tho  business.  Most  or  all 
of  these  improvements  took  place  under  the  presi- 
dency of  Dr.  Burdick.  In  fact  the  completed  plant, 
which  is  one  of  the  largest  and  best  in  the  United 
States,  is  in  many  respects  a tribute  to  the  genius 
and  wisdom  of  Dr.  Burdick.  He  had  surrounded 
himself  with  some  of  the  best  executives  as  well  as 
professional  men  and  thus  built  up  an  organization 
which  will  continue  to  function  efficiently,  not- 
withstanding Dr.  Burdick’s  premature  death. 

An  alarming  result  if  the  economic  depression 
through  which  we  are  passing  is  the  tremendous  in- 
crease in  mal-nutrition  among  school  children.  A re- 
cent survey  of  130,000  school  children  in  16  states 
showed  that  21  per  cent  were  underweight  by  10 
per  cent  or  more. 

One  way  in  which  school  and  medical  authorities 
are  meeting  this  grave  problem — combating  this 
ever-increasing  menace — is  by  serving  Cocomalt  in 


milk  to  th  youngsters  at  lunch  time.  Every  glass  is 
equal  in  food-energy  nourishment  to  almost  two 
glasses  of  milk  alone;  and  as  a result  the  children 
very  quickly  show  signs  of  mental  and  physical  im- 
provement. Wherever  possible  parents  have  been 
asked  to  cooperate  by  serving  Cocomalt  in  milk  at 
home.  Children  love  this'  delicious  chocolate  flavor 
food-drink  and  drink  far  more  of  it  than  they  would 
cf  milk  alonr.  Very  gratifying  gains  in  weight  and 
energy  have  been  reported. 

Cocomalt  contains  a rich  supply  of  Sunshine  Vit- 
amin D and  is  accepted  by  the  American  Medical 
Association  Committee  on  Foods. 


BORDEN’S  EVAPORATED  MILK 

Numerous  impartial  clinical  studies  during  the 
past  three  or  four  years  have  demonstrated  that  a 
standard  evaporated  milk  such  as  Borden’s  has  cer- 
tain defini'e  advantages  in  infant  feeding.  The  ease 
of  digestion,  uniformity,  sterility,  and  high  nutritive 
qualities  of  this  form  of  pure  milk  are  favorable 
properties  that  tend  to  make  it  particularly  well 
suited  for  the  infant  feeding  formula  as  prescribed 
by  the  physician. 

As  pointed  out  by  Dr.  James  A.  Tobey  in  a recent 
scientific  article,  Archives  of  Pediatrics — March, 
1933)  approximately  twenty-eight  hundred  (2,800) 
babies  have  been  included  since  1929  in  more  than  a 
dozen  independent  clinical  investigations  on  the  use 
of  evapora  ed  milk.  No  adverse  findings  were  re- 
port d by  any  of  these  observers,  who  employed 
evaporated  milk  for  prematures  and  the  new-born, 
for  marasmic  infants,  and  for  the  routine  feeding 
of  normal,  well  babies.  In  all  instances  good  results 
were  obtained. 

Borden’s  Evaporated  Milk  was  the  first  product 
of  this  type  to  be  accepted  by  the  Committee  on 
Foods  of  the  American  Medical  Association.  It  has 
been  manufactured  for  more  than  thirty  years  by  a 
company  that  is  well  known  as  the  leading  milk  con- 
cern in  the  United  States  and  as  the  pioneer  in  the 
production  of  clean  and  safe  milk  supplies.  Many 
of  the  sanitary  regulations  promulgated  half  a cen- 
tury ago  by  Gail  Borden,  founder  of  the  Borden 
Company,  were  subsequently  adopted  by  health  de- 
partments and  served  as  the  basis  of  official  milk 
codes. 


Founded  1896  by  Dr.  Hubert  Work 


WOODCROFT  HOSPITAL.  PUEBLO,  COLORADO 


A modern,  newly  construct- 
ed sanitarium  for  the  scien- 
tific care  and  treatment  of 
those  nervously  and  men- 
tally ill,  the  senile  and  drug 
addicts. 


CRUM  EPLER,  M.  D. 
Superintendent 


AUGUST,  193  3 
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AN  INTERESTING  LETTER 
Merck  & Co.,  Inc.,  Rahway,  N.  J. 

Dear  Sirs: 

I was  cleaning  out  an  old  well  yesterday  that 
hadn’t  been  used  out  of  or  any  one  lived  around  for 

over  five  years,  and 
what  do  you  think  I 
found?  One  of  your 
small  cans  of  Zinc 
Stearate  Merck  Pow- 
der in  the  bottom. 

I picked  it  up,  saw 
the  pictures  of  all  the 
ducks  and  read  all  the 
printing  on  the  can. 
When  I read — it  sheds 
water  like  a duck — 
that  caused  me  to  in- 
vestigate and  what  do 
you  think  I found  when 
I removed  the  top?  A 
can  about  half  full  of 
powder  and  the  re- 
mainder of  the  can 
filled  with  water.  I 
poured  the  water  off 
and  let  the  powder  re- 
main in  the  can.  The 
powder  was  just  as  dry 
and  dusty  as  any  pow- 
der could  be. 

I think  your  powder 
is  a little  better  than 
you  advertised  it;  you 
said  it  would  shed  wa- 
ter likeL_P  duck.  Well, 
I believe  a duck  would 
leak  a little  if  it  would 
stay  in  water  for  five 
years  without  coming 
out.  I am  almost  sure  the  can  of  powder  had  been 
in  the  well  for  at  least  five  years,  if  not  longer. 

Yours  truly, 

West  Louisville,  Ky.  JOSEPH  MURPHY, 


Junior  F.  A.  C.  S.,  31  yrs.  old,  desires  assistantship 
with  surgeon  or  general  practitioner  in  progressive 
city  of  6,000  or  over,  in  Southwest.  Object,  good  cli- 
mate for  child.  Willing  to  take  over  established 
practice.  Address  Box  D H,  Southwestern  Medicine. 


CEVEN  YEARS  USE 

^ has  demonstyated  the 

value  of 

THE  SURGICAL  SOLUTION 

of 

MERCUROCHROME,  H.W.&D. 

in 

PREOPERATIVE  SKIN  DISINFECTION 

This  preparation  contains  2%  Mercuro- 
chrome  in  aqueous-alcohol-acetone  solu- 
tion and  has  the  advantages  that; 

Application  is  not  painful. 

It  dries  quickly. 

The  color  is  due  to  Mercurochrome 
and  shows  how  thoroughly  this 
antiseptic  agent  has  been  applied. 

Stock  solutions  do  not  deteriorate. 

Now  available  in  4,  8 and  16  oz.  bottles 
and  in  special  bulk  packages  for  hos- 
pitals. 

Literature  on  request 

Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND 


*a  k ’ v 

m t'  ■ \ 

^ERCK  StfO.  . 


POSTGRADUATE  COURSE 


LABORATORY  COURSE 


For  Graduates  in  Medicine  For  Nurses  and  Graduates  of  High  School 

CLASSES  LIMITED  TO  SIX 

Eye,  Ear,  Nose  and  Throat  X-Ray,  Basal  Metabolism,  Electro-cardiography 

A house  doctor  is  appointed  July  1st  and  Jan.  1st.  and  Physical  Therapy 

150  clinical  patients  daily  provide  material  for  classes.  Positions  with  attract’ve  salaries  in 
hospitals  and  with  group  doctors  await  qualfied  Technicians 

For  particulars  regarding:  either  course  write 

CHICAGO  EYE,  EAR,  NOSE  AND  THROAT  HOSPITAL,  231  West  Washington  Street,  Chicago,  Illinois 


THE  LONG  SANATORIUM 

EL  PASO,  TEXAS. 


Modernly  equipped  for  the  care 
and  treatment  of  tuberculosis  in 
all  stages.  Rates  $15.00  per  week 
and  up.  Nurses  care  and  medical 
attention  included.  $10.00  per  week 
for  convalescents.  Write  for  de- 
scriptive booklet. 


A.  D.  Long,  M.  D. 

Medical  Director 
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Basal  Metabolism 

determinations  are  of  great  value  in  the  diag- 
nosis of  many  obscure  cases  . . . our  long 
experience  is  at  your  service. 


X-Ray  Consultation 

available  in  your  difficult  diagnostic  prob- 
lems. 


Radiotherapy 

by  radium  or  high-voltage  x-ray , admin- 
istered to  patients  referred  by  the  attending 
physician. 


Pollen  Extracts 

for  the  diagnosis  and  relief  of  your  Hay 
Fever  patient,  are  available. 


Call,  telephone,  or  mail 


Pathological  Laboratory 

Suite  507  Professional  Building 
Phoenix,  Arizona 

W.  Warner  Watkins,  M.  D.  Harlan  P.  Mills,  M.  D. 

C N.  Boynton,  M.  A.  W.  J.  Horspool,  Bus.  Mgr. 


PARKE,  DAVIS  & COMPANY 

The  World’s  Largest  Makers  of 
Pharmaceutical  and  Biological  Products 


In  Every 
M*hysician9s 


Bag  • . • 


The  many  emergencies  in  which  it  is  urgently 
needed — traumatic  shock,  apparent  death,  ana- 
phylaxis, serum  reactions,  and  asthmatic  parox- 
ysms— suggest  the  wisdom  of  always  keeping  a 
supply  of  Adrenalin*  in  the  emergency  bag. 

Many  clinicians  with  wide  experience  in  immun- 
ization work  inject  Adrenalin  preceding  or  with 
the  injection  of  biologicals  or  other  substances 
containing  foreign  proteins,  in  cases  where  the 
patient  is  suspected  of  being  subject  to  allergic 
reaction.  This  simple  precautionary  measure  may 
prevent  allergic  reaction  and  may  be  the  means 
of  preventing  a serious  or  even  fatal  protein  shock. 
A supply  of  Adrenalin  ampoules  in  your  office 
and  in  your  emergency  bag  not  only  provides  a 
means  of  preventing  allergic  reactions,  but  may 
enable  you  to  administer  life-saving  medication 
in  an  emergency. 

Adrenalin  Chloride  Solution  1:1000  is  available 
in  one-ounce  bottles  and  in  boxes  of  one  dozen 
and  one  hundred  1-cc.  ampoules  (Ampoule  No.  88). 

♦The  Parke-Davis  brand  of  Epinephrine,  U.  S.  P. 


Of  all  the  ways  in  which  tobacco  is  used 
the  cigarette  is  the  mildest  form 


YOU  know,  ever  since  the  In- 
dians found  out  the  pleasure 
of  smoking  tobacco,  there  have 
been  many  ways  of  enjoying  it. 

But  of  all  the  ways  in  which  to- 
bacco is  used,  the  cigarette  is  the 
mildest  form. 

Another  thing  — cigarettes  are 
about  the  most  convenient  smoke. 
All  you  have  to  do  is  strike  a match. 

Everything  that  Science  knows 
about  is  used  to  make  Chesterfields. 
The  right  home-grown  and  Turk- 
ish tobaccos  are  blended  and  cross- 
blended  the  Chesterfield  way.  The 
cigarettes  are  made  right  and  the 
paper  is  right. 

There  are  other  good  cigarettes, 
of  course,  but  Chesterfield  is 

the  cigarette  that’s  milder , 
the  cigarette  that  tastes  bet- 
ter. Chesterfields  satisfy — 
we  ask  you  to  try  them . 

Chesterfield 


© 1933,  Liggett  & Myers  Tobacco  Co. 


Medical  and  Surgical  Association  of  the  Southwest,  El  Paso,  Dec.  7>  8,  9,  1933 
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The  liberal  use  of  cow’s  milk  in  the  child’s  diet  is  de* 
sirable  for  its  calcium  and  phosphorus  content  when 
its  welbknown  deficiencies  in  iron  and  vitamin  B (F) 
are  made  good  with  PABLUM*  which  contains  100 
times  as  much  food  iron  as  whole  milk. 


Constituent 

Pablum 

Rolled 

Oats 

Farina 

White 

Bread 

Whole 

Milk 

% 

% 

% 

% 

% 

Calcium 

0.780 

0.069 

0.021 

0.027 

0.120 

Phosphorus 

0.620 

0.392 

0.125 

0.093 

0.093 

Iron 

0.024 

0.0038 

0.0008 

0.0009 

0.00024 

Copper  

0.0013 

0.0005 

0.00017 

0.00034 

0.000015 

Moisture 

7. 

8. 

11. 

35. 

87. 

Protein 

15.0 

15.2 

11.0 

9.2 

3.3 

Fat..  . 

3.0 

7 3 

1.4 

1.3 

4.0 

Carbohydrate  ... 

71.3 

66.2 

76.3 

53.1 

5.0 

Calories  per  oz. 

106 

110 

103 

74 

20 

Eggs 


Pablum  is  rich  in  miner- 
als and  vitamins.  The 
calcium-phosphorus  ratio 
of  Pablum  is  1.2:1,  simi- 
to  that  of  average 
whole  milk,  considered 
the  most  favorable  ratio 
for  retention. 


in  c | Calories,  fats  proteins 
\ and  carbohydrates  no 

/ longer  constitute  a seri- 

, 1 ous  nutritional  problem. 

42  ; 


MEAD  JOHNSON  & CO.,  Evansville,  Indiana,  U.S.A. 

*Pablum  is  Mead’s  Cereal  in  pre-cooked,  dried  form.  Can  be  prepared  (hot  or  cold)  simply  by  adding  water,  milk,  or  cream,  salting  to 
taste.  Consists  of  wheatmeal.  oatmeal,  cornmeal.  wheat  embryo,  yeast,  alfalfa  leaf  and  beef  bone.  High  in  mineral  content.  ~ 
Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons. 
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Dr.C.W,Long 
1815  -1878 


Dr.W.T  G.  Morton 
1819  — 1868 


A CENTURY  OF  PROGRESS 
IN  SEVENTY-FIVE  YEARS 


SQUIBB  ETHER 

The  only  anesthetic  ether  packaged  in 
copper-lined  containers  to  prevent  the 
formation  of  oxidation  by-products 

When  surgery  becomes  necessary,  choose  that  ether  which  long  and  wide 
experience  has  proved  to  be  the  safest,  purest  and  most  effective  ether 
for  surgical  use.  Choose  Squibb’s — the  world’s  standard  anesthetic  ether. 

For  further  information  about  Squibb  Ether 
mail  the  coupon  below 


If  you  are  planning  to  attend 
the  Century  of  Progress  Ex- 
position we  cordially  invite 
you  to  visit  the  Squibb  Ex- 
hibit on  the  ground  floor  of 
the  Hall  of  Science  Building 


WE  DO  OUR  PARI 


E.  R.  SQUIBB  & SONS,  Anesthetic  Department, 
3209  Squibb  Building,  New  York  City. 

Please  send  me  a copy  of  your  booklet  on 
Open  Ether  Anesthesia  Q.  I would  also  like  a 
copy  of  your  booklet  on  Spinal  Anesthesia  Q. 
Ether-Oil  Squibb  Q. 

Name  

Street  

City  State 
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SOME  OBSERVATIONS  ON 
CESAREAN  SECTION 

JAMES  VANCE,  M.D.,  F.A.C.S. 

El  Paso,  Texas. 

(Presented  before  The  New  Mexico  Medical  So- 
ciety, at  its  Fifty-First  Annual  Meeting,  Roswell. 
N.  M.,  May  18-20,  1933.) 

Cesarean  section  obtained  no  real  recognition  by 
the  profession  till  after  the  era  of  aseptic  surgery. 
Even  then,  for  many  decades,  the  mortality  was  so 
high  that  it  was  considered  only  as  a last  resort. 
Only  within  comparatively  recent  years  has  the  pro- 
cedure been  recognized  as  having  a broad  field  of 
election.  This  has  been  brought  about  by  improved 
methods  of  operative  technic  and  improved  after 
care  of  the  patient.  Even  as  late  as  1912,  in  the  New 
York  Lying-in  Hospital  2 56  cesarean  sections  out  of 
68,200  maternity  cases  showed  14  per  cent  maternal 
and  nearly  13  per  cent  infant  mortality.  This  about 
fairly  represents  the  best  results  of  splendid  hospital 
facilities  of  that  date.  Naturally  the  morality,  both 
maternal  and  infant,  was  much  greater  outside  of 
the  large  centers  of  population.  At  the  present  date 
the  maternal  mortality  has  been  reduced  to  between 
two  and  four  per  cent.  Thus  the  value  of  this  opera- 
tion has  been  greatly  enhanced  and  its  field  of  elec- 
tion widened. 

Over  twenty  different  cesarean  section  operations 
have  been  devised.  Of  these  only  five  have  survived. 
These  five  are: 

(1)  The  classical  cesarean  section  which  dates 
from  at  least  140  B.  C.  and  is  probably  much  older 
than  that. 

(2)  The  cervical  cesarean  section  per  vagina. 
This  operation,  in  some  form,  is  probably  as  old  as 
the  classical  operation.  This  operation  is  fast  going 
into  the  discard.  It  is  only  very  rarely  of  value  and 
then  of  very  questionable  choice. 

(3)  Cervical  cesarean  section  by  the  abdominal 


route.  This  operation  was  devised,  much  as  it  is  to- 
day, and  practiced  by  Oseander  in  18  05.  This  being 
long  before  the  era  of  asepsis,  the  mortality  was  pro- 
hibitive and  the  operation  was  abandoned.  In  com- 
paratively recent  years  this  operatoin  was  revived  by 
Kronig.  DeLee  and  others  modified  and  popularized 
it  in  America.  DeLee  has  very  aptly  termed  the  op- 
eration "laparotrachelotomy.” 

(4)  The  Porro  cesarean  section.  This  operation 
is  the  classical  operation  plus  the  removal  of  the 
uterus  after  delivery  of  the  child.  Porro  introduced 
this  operation  in  1877  to  obviate  the  high  maternal 
mortality  from  hemorrhage  at  that  date.  The  uterus 
was  removed  after  each  cesarean  section.  It  was 
quite  popular  for  a while,  but  fortunately  was  soon 
superseded  by  Sanger’s  technic  in  which  the  uterus 
was  spared.  When  the  uterus  must  be  removed  for 
cancer,  fibroids,  sepsis,  or  any  other  necessity,  the 
Porro  operation  is  the  best  treatment.  The  uterus  is 
removed  by  the  ordinary  hysterectomy  after  deliv- 
ery of  the  child.  The  tubes  and  ovaries  should  be 
saved  if  practicable. 

( 5 ) The  extraperitoneal  cervical  cesarean  section 
of  Latzko.  In  this  operation  the  uterine  cervix  is 
opened  and  the  child  is  delivered  in  the  same  way  as 
by  DeLee’s  "laparotrachelotomy.”  The  only  differ- 
ence in  the  technic  is  the  approach  to  the  cervix. 
The  peritoneum  is  not  opened  as  in  laparotrachel- 
otomy, but  the  cervix  is  exposed  by  pushing  the 
vesico-uterine  peritoneal  fold  upward  and  the  bladder 
is  separated  from  the  cervix  and  pushed  downward, 
thus  exposing  the  cervix.  This  operation  by  not 
opening  the  peritoneal  cavity  is  of  use  in  septic  cases 
only.  The  technic  is  more  difficult  and,  even  in  sep- 
tic cases,  is  of  only  doubtful  superiority  to  the  DeLee 
technic.  This,  because  the  latter  operation  may  be 
made,  in  effect,  extraperitoneal  by  suturing  the  ab- 
dominal peritoneum  before  the  cervical  section  is 
made. 

In  studying  these  five  operations  you  will  find 
that  with  the  exception  of  the  very  unusual  case,  the 
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classical  and  the  cervical  operations  will  meet  the 
demands  of  all  cases.  Comparison  of  these  two  op- 
erations convinces  the  student  that  the  classical  op- 
eration will  become  less  and  less  useful  as  the  cervi- 
cal operation  becomes  more  familiar  to  surgeons.  In 
the  first  place  the  cervical  operation  is  safer.  This  is 
shown  by  actual  statistics.  For  this  operation  DeLec 
reports  a series  of  620  cases  with  a maternal  mor- 
tality of  only  six.  He  does  not  give  the  infant  mor- 
tality in  this  series.  The  classical  operation  shows  a 
two  per  cent  maternal  mortality,  and  almost  no  mor- 
tality for  viable  infants. 

Second,  the  cervical  operation  is  easiest  to  perform 
after  the  woman  has  been  in  strong  labor.  This  af- 
fords a chance  for  a trial  labor— a great  advantage 
for  frequently  a woman  may  be  delivered  safely 
when  conditions  looked  most  unfavorable  at  the  be- 
ginning. Exactly  the  opposite  is  true  of  the  classical 
operation.  Every  hour  after  the  woman  is  in  strong 
labor  makes  the  classical  section  more  dangerous. 

Third,  the  cervical  operation  is  four  times  as  safe 
from  a ruptured  uterus  during  pregnancy  and  at  de- 
livery of  the  next  baby.  The  only  objections  to 
the  cervical  operation  are  that  the  baby  must  be  de- 
livered through  a smaller  incision  and  is  therefore 
slower.  Forceps  are  usually  required  to  deliver  the 
head  through  the  incision.  This  makes  the  danger  to 
the  baby  slightly  greater  than  by  the  classical  meth- 
od, which  is  the  safest  of  all  methods  for  the  baby. 

In  a long  surgical  experience  I have  performed 
nineteen  cesarean  sections.  In  this  series  there  were 
two  maternal  deaths.  Three  babies  were  dead  in 
utero  at  operation  but  were  supposed  to  be  alive 
when  cesarean  section  was  decided  upon.  One  sev- 
en months’  baby,  whose  mother  was  suffering  from 
eclampsia,  died  five  hours  after  birth  with  all  the 
symptoms  of  eclampsia.  This  baby  at  delivery  was 
apparently  in  good  condition. 

The  following  are  records  of  the  two  maternal 
deaths: 

CASE  I.  A primipara,  age  30,  who  had  been  in 
abor  for  /2  hours.  High  forceps',  version  and  sev- 
eral ether  me  hods  of  delivery  had  been  tried  with- 
out success.  On  entering  hospital  patient  was  pro- 
foundly septic  and  had  a temperature  of  103  and  a 
pulse  of  120,  but  the  baby  was  still  supposed  to  be 
alive.  Cesarean  was  done  at  once  but  the  child  was 
found  dead.  The  mother  died  72  hours  later  of  sep- 
sis and  anuria. 

CASE  II.  A primipara  of  20  and  in  labor  24 
hours  when  she  was  brought  from  50  miles  in  the 
countiy  to  the  hospital.  She  had  a contracted- pel- 
vis so  that  natural  delivery  was  hopeless.  A low 
cesarean  was  done  with  the  uterus  in  situ.  Unfor- 
tunately the  uterine  incision  went  nearly  directly 


through  the  center  of  the  placenta.  Hemorrhage 
was  profuse  but  was  quickly  controlled  and  a nor- 
mal healthy  child  delivered.  The  uterus  not  being 
delivered  from  the  abdomen,  no  other  incision  could 
be  made  except  through  the  placenta.  In  spite  of 
this  there  was  probably  no  more  blood  lost  than 
during  a natural  delivery,  and  otherwise  there  was 
not  a hitch  in  the  entire  operation.  This  patient 
went  to  bed  in  good  condition  but  had  a high  tem- 
perature on  the  second  day  and  in  spite  of  every- 
thing that  could  be  done  at  the  time,  died  of  sepsis 
on  the  fifth  postoperative  day. 

This  was  many  years  ago  and  had  I then  been 
familiar  with  cervical  cesarean  section,  the  patient 
would  probably  have  made  a safe  recovery.  Two 
maternal  deaths  in  nineteen  cases  is  a high  mor- 
tality, but  when  it  is  considered  that  all  these  cases, 
except  three,  were  emergency  cases,  the  results  are 
possibly  not  so  bad.  The  first  case  was  hopelessly 
septic  and  exhausted  at  time  of  operation.  Further, 
many  of  these  cases  were  brought  into  the  hospital 
frem  the  country,  having  been  moved  from  twenty 
to  one  hundred  miles. 

It  will  be  noted  in  the  second  case  that  the  inci- 
sion went  nearly  through  the  center  of  the  placenta. 
One  other  case  in  which  the  placenta  was  widely 
divided,  made  a stormy  recovery  and  alarmed  me 
considerably  for  three  days  after  operation.  All  the 
rest  of  the  cases  made  easy  recoveries  and  went  home 
within  two  weeks,  with  one  exception  which  was  in 
the  hospital  two  and  one-half  weeks.  Naturally  the 
placenta  was  on  other  occasions  more  or  less  mar- 
ginally cut.  In  my  cases  placenta  injury  in  relation 
to  post-operative  recovery  has  been  impressive.  Every 
case  in  which  there  was  no  placental  injury  had  a 
normal  easy  post-operative  recovery. 

In  my  opinion,  cutting  through  the  placenta  is  the 
most  dangerous  feature  of  the  entire  operation.  Hem- 
orrhage is  very  profuse,  and  on  first  experience  is 
quite  alarming,  but  really  is  quite  easily  controlled. 
Neverthelers  the  severed  uterine  wall  over  the  pla- 
centa site  is  as  bad  an  area  to  suture  as  the  luckless 
operator  could  have  thrust  upon  him.  The  numer- 
ous and  enormous  venous  sinuses  overlying  the  en- 
tire placenta  area  are  potential  avenues  of  infection 
from  the  necessarily  penetrating  sutures.  Therefore 
the  least  possible  infection  may  be  disastrous. 

In  twelve  of  my  nineteen  cases  the  placenta  was 
situated  on  the  anterior  wall  of  the  uterus.  DeLee 
cites  a series  of  cesarean  sections  in  which  the  pla- 
centa was  similarly  located  in  42  out  of  67  cases. 
Other  statistics  seem  to  verify  these.  Thus  in  near- 
ly two  out  of  every  three  cases  the  placenta  is  so 
situated  that  the  classical  section  of  the  anterior 
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uterine  wall  will  go  through  a greater  or  lesser  ex- 
tent of  the  placenta. 

The  attachment  of  the  placenta  is  least  frequent 
at  the  fundus  and  at  the  cervix.  Therefore  the  saf- 
est areas  to  open  the  pregnant  uterus  are  at  the  fun- 
dus and  at  the  cervix. 

The  classic  cesarean  section  may  be  done  in  one 
of  two  ways : 

First,  as  the  operation  is  most  generally  done, 
through  a median  incision  between  the  pubes  and 
the  umbilicus.  The  uterine  section  must  then  be 
made  in  the  midline  of  the  anterior  uterine  wall. 
Nearly  two  times  out  of  three  this  incision  cuts  the 
placenta  to  a greater  or  lesser  extent,  as  shown  above. 
With  this  incision  it  is  difficult  to  wall  off  the 
uterus  from  the  general  peritoneal  cavity.  Thus 
when  the  spill  of  the  amniotic  fluid  comes  from 
opening  the  amniotic  sac,  it  is  extremely  difficult 
to  prevent  soiling  the  general  peritoneal  cavity. 
Even  when  the  amniotic  sac  is  only  opened  by  a 
small  button  hole  incision  and  the  amniotic  fluid 
is  drawn  off  by  a suction  machine,  there  is  still  apt 
to  be  a considerable  "spill,”  and  soiling  of  the  gen- 
eral peritoneal  cavity  is  likely. 

Second,  the  abdominal  incision  is  made  large 
enough  to  deliver  the  entire  uterus  from  the  ab- 
dominal cavity.  The  abdominal  cavity  is  then  eas- 
ily and  perfectly  walled  off  from  the  uterus.  This  is 
perhaps  most  efficiently  done  by  a small  thin  rubber 
sheet  and  several  sterile  bath  towels.  I then  open 
the  uterus  through  a small  buttonhole  incision.  This 
incision  is  made  very  near  the  fundus  in  the  mid- 
line. The  incision  is  made  down  to  the  amniotic  sac 
but  not  through  it.  The  sac  is  readily  recognized  by 
its  yellowish  gray  color  in  marked  contrast  to  the 
uterine  musculature.  An  exploring  finger  is  then 
quickly  slipped  between  the  sac  and  the  uterine  wall 
and  the  placenta  located.  In  this  way  cutting  the 
placenta  is  avoided.  I prefer  to  carry  the  incision 
down  the  posterior  wall  of  the  uterus  rather  than 
divide  the  placenta.  This  second  technic  gives  al- 
most no  hemorrhage  and  affords  the  easiest  and  most 
efficient  closure  of  the  uterus. 

It  is  generally  said  that  this  method  of  doing  the 
classical  operation  causes  much  more  shock  to  the 
patient  than  where  the  uterus  is  left  in  situ.  I have 
not  found  it  so.  When  occasionally  the  baby  has 
been  difficult  to  resuscitate  I have  laid  the  baby 
across  the  mother’s  lap  and  have  not  allowed  the 
placenta  to  separate  from  its  uterine  attachment  till 
the  child  is  safely  resuscitated.  After  the  baby  is 
safely  resuscitated,  the  cord  is  then  cut.  Usually 


this  requires  only  a minute  or  two,  but  I have  wait- 
ed in  one  case  as  long  as  twenty  minutes  for  the 
child  to  revive.  Even  with  such  delays  as  this,  I 
have  noticed  no  increased  evidence  of  shock.  Shock 
here  is  the  result  of  hemorrhage  and  trauma,  as  it  is 
in  nearly  all  surgical  operations. 

It  is  also  frequently  stated  that  the  classical  opera- 
tion, however  done,  is  followed  by  adhesions  of  the 
uterus  to  the  abdominal  wall,  as  well  as  adhesions  of 
all  kinds.  Personally,  I have  only  done  a second 
classical  cesarean  on  two  of  my  own  patients  and  a 
third  on  a patient  having  had  her  first  cesarean  in 
an  eastern  clinic.  In  my  own  two  cases  there  was 
not  an  adhesion  of  any  kind  within  the  abdomen, 
and  the  old  uterine  scar  was  scarcely  visible.  The 
third  case  had  only  a tiny  adhesion  of  the  omentum 
to  the  center  of  the  uterine  scar.  In  all  three  cases 
the  uterus  was  full  thickness  along  the  whole  extent 
of  the  old  scar,  and  appeared  to  be  normal  in  every 
way.  In  fact,  no  scar  was  evident  throughout  the 
whole  reopening  section  along  the  old  incision.  The 
old  incision  was  manifest  only  by  a faint  peritoneal 
line. 

Several  other  surgeons  have  even  gone  so  far  as  to 
say  that  there  was  no  scar  visible  in  the  uterus  of 
their  reopened  cases.  Wetterwald  reports  thirteen 
repeat  cesarean  sections  in  which  most  of  them 
showed  no  trace  of  a former  section. 

If  the  classic  cesarean  must  be  done,  I prefer  the 
second  technic.  The  only  objection  to  this  operaiton 
as  compared  with  the  first  technic  is  that  it  re- 
quires a very  large  abdominal  wound.  This  long  in- 
cision must  be  closed  very  carefully  to  prevent 
hernia.  It  also  leaves  a longer  and  consequently 
uglier  scar. 

The  most  desirable  way  of  avoiding  section  of  the 
placenta  is  by  the  cervical  route  which  opens  the 
uterus  through  the  cervix  and  consequently  below 
the  usual  site  of  the  placenta.  In  placenta  praevia, 
the  placenta  may  lie  immediately  beneath  the  line  of 
cervical  section  and  for  that  reason  the  operation 
may  be  both  difficult  and  dangerous.  Placenta  prae- 
via is  one  of  the  few  conditions  remaining  for  which 
the  classical  operation  may  be  preferred  to  the  cer- 
vical. Whenever  reasonable,  the  cervical  operation 
should  be  performed  in  preference  to  the  classical 
for  the  many  valid  reasons  given  above.  DeLee’s 
technic  in  his  "laparotrachelotomy”  is  the  best 
technic  to  follow. 

DeLee  and  others  attribute  the  increased  safety  of 
the  cervical  operation  as  compared  to  the  classical  as 
being  due  to  the  fact  that  the  peritoneum  is  opened 
low  in  the  pelvis  in  the  former  and  more  widely  and 
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higher  up  in  the  latter.  This  explanation  does  not 
appeal  to  me.  We  all  know  that  opening  the  peri- 
toneum per  se  is  fraught  with  little  danger.  Then 
why  should  it  bear  so  much  danger  in  cesarean  sec- 
tion if  there  were  no  other  cause?  To  my  mind  the 
most  plausible  explanation  is  that  the  cervical  section 
usually  avoids  the  placenta.  When  the  placenta  is 
cut,  the  incision  goes  only  through  the  margin  at 
the  upper  angle  of  the  wound.  Such  a placental  cut 
usually  does  little  harm. 

Statistics  on  the  classical  operation  are  mostly  ob- 
tained from  the  low  section  of  the  uterus  in  situ. 
Here  the  placenta  must  be  cut  when  situated  on  the 
anterior  wall.  This  runs  the  mortality  way  up  as 
compared  to  the  placenta-avoiding  cervical  opera- 
tion. This  fact  mostly  accounts  for  its  greater  safety. 
Combined  with  the  other  advantages  of  this  opera- 
tion, it  makes  the  sum  total  in  causing  lower  mor- 
tality. 

ECLAMPSIA 

In  this  series  of  nineteen  cases,  ten  cesarean  sections 
were  compulsory  and  about  which  there  is  no  argu- 
ment. Nine  cases  were  elective,  i.e.,  operation  was 
considered  safest  for  both  mother  and  child.  Four 
of  these  elective  cases  were  for  violent  and  uncon- 
trollable eclamptic  convulsions  and  two  for  pre- 
eclamptic conditions  so  severe  that  the  obstetricians 
in  charge  advised  cesarean  section. 

In  this  limited  paper  it  is  impossible  to  go  into 
detail  of  these  six  cases  which  occurred  over  a period 
of  eighteen  years.  For  present  purposes,  it  is  suffi- 
cient to  say  that  all  six  mothers  recovered  and  only 
one  baby  died,  as  reported  above.  The  five  surviving 
babies  were  soon  as  strong  as  normal  babies  and  de- 
veloped perfectly.  Four  of  the  mothers  made  easy 
and  convulsive-free  recoveries.  In  one  preconvulsive 
case  real  eclamptic  convulsions  began  a few  hours  af- 
ter delivery  and  continued  for  twelve  hours  but  were 
rather  easily  controlled.  This  patient  then  made  a 
normal  recovery.  The  sixth  case  had  four  severe 
and  uncontrollable  convulsions  during  a few  hours 
before  entering  the  hospital.  She  had  one  mild  con- 
vulsion and  coma  continued  after  the  operation.  This 
coma  was  due  to  cerebral  edema  which  cleared  up  in 
a few  days.  Then  followed  a normal  recovery. 

Of  all  the  elective  cesarean  cases,  eclampsia  has 
had  the  greatest  reversals  of  opinion  as  to  the  best 
method  of  treatment.  Until  quite  recently,  the  pre- 
vious century  had  seen  no  improvement  in  the  treat- 
ment of  this  fearsome  toxemia.  During  that  cen- 
tury the  maternal  mortality  had  remained  between 
7 and  30  per  cent  and  the  infant  mortality  ran  be- 
tween 40  and  60  per  cent.  Recently,  Upshaw  (Jour- 


nal A.M.A.,  Dec.  13,  1932),  reports  a series  of  91 
cases  of  eclampsia  treated  by  a definite  conservative 
plan  with  a maternal  mortality  of  only  5 per  cent. 
Infant  mortality  was  3 5 per  cent.  In  spite  of  the 
conservative  treatment  instituted  and  the  good  re- 
sults obtained,  two  out  of  the  91  cases  were  submit- 
ted to  cesarean  section  with  recovery  of  both  cases. 

Briefly,  Upshaw’s  treatment  is:  Immediately  upon 
entering  the  hospital  the  eclamptic  patient  is  given 
hypodermatically  54  gr.  morphine.  Then  20  cc.  of  a 
ten  per  cent  magnesium  sulphate  solution  is  given 
intravenously  and  repeated  every  hour  till  convul- 
sions are  controlled  or  for  four  or  five  doses.  Some- 
times the  magnesium  sulphate  is  gvien  intramuscu- 
larly after  the  first  dose.  Then  300  cc.  of  25  per 
cent  dextrose  in  freshly  distilled  water  is  given  in- 
travenously and  repeated  every  eight  hours  until  de- 
livery or  full  control  of  convulsions,  and  then  everv 
12  hours  for  two  days  after  delivery  in  severe  cases. 
After  the  convulsions  are  controlled  labor  is  in 
duced  by  rupturing  the  membranes  and  the  woman 
is  allowed  to  deliver  in  a normal  unhurried  manner, 
the  average  time  being  19%  hours. 

Intravenous  injection  of  sodium  amytal  is  report- 
ed to  be  marvelous  in  controlling  convulsions.  Lewis 
mentions  44  cases  so  treated  with  no  other  sedative. 
Apparently  conservative  treatment  of  eclampsia  has 
now  greatly  reduced  the  mortality,  but  there  are  al- 
ways some  cases  which  are  better  treated  by  cesarean 
section  and  the  obstetrician  should  not  blind  him- 
self to  this  fact. 

ANESTHESIA 

Local  anesthesia  is  the  best  anesthetic  where  the 
patient  has  been  thoroughly  prepared  and  haste  is 
not  required.  Personally,  I like  spinal  anesthesia,  and 
though  I have  not  done  enough  cesareans  by  this 
method  to  give  a sure  recommendation,  it  certainly 
has  worked  beautifully  in  the  few  cases  in  which  I 
have  employed  it.  It  is  quite  possible  that  spinal  is 
contraindicated  in  eclampsia  on  account  of  the  cere- 
bral edema  already  present.  I have  used  spinal  anes- 
thesia in  only  one  case  of  eclampsia,  and  she  had 
coma  following  the  operation,  but  whether  the  an- 
esthetic had  anything  to  do  with  the  coma  is  a ques- 
tion that  only  experience  can  decide.  Local  anes- 
thesia is  certainly  to  be  considered  in  preference  to 
spinal  in  this  condition.  Of  the  general  anesthetics, 
ethylene  is  given  the  preference  and  then  ether.  No 
other  general  anesthetic  should  be  used  for  cesarean 
section.  It  seems  to  me  that  the  new  rectal  anes- 
thetic, avertin,  should  be  of  value  in  these  cases,  but 
I have  had  no  experience  with  it. 
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In  conclusion,  I would  like  to  invite  special  at- 
tention to  deliveries  which  require  high  forceps. 
Many  of  these  would  be  better  treated  by  cervical 
cesarean  section.  Especially  is  this  true  in  elderly 
primiparas  who  have  their  first  baby  in  or  near  the 
forties. 

DISCUSSION 

DR.  H.  V.  FALL  (Roswell,  N.M.)  : Dr.  Vance  has 
given  us  a very  splendid  paper.  Statistics  on  mor- 
tality of  cesarean  section  gathered  at  large  from 
all  over  the  country  show  that  approximately  five 
hundred  women  meet  their  deaths  following  cesa- 
rean section  each  year.  This  information  we  obtain 
ficm  mortality  schedules  and  the  men  who  get  them 
up  are  pretty  apt  to  give  the  mortality  from  all 
cases.  If  we  take  selective  cases  only,  the  mortal- 
ity is  cut  down  from  two  to  four  per  cent.  Of  course 
taking  these  cases  just  as  they  come,  one  does  not 
have  selected  cases  and  cannot  select  them,  so  the 
mortality  is  high  and  will  always  remain  high.  We 
cannot  select  our  cases  for  they  come  when  in  labor. 

I note  that  DeLee  insists  there  are  too  many  cesa- 
rean sections  done  each  year.  From  the  mortality 
tables,  it  would  seem  that  they  are  being  done  all 
ever  the  country,  but  there  are  many  cases  where 
the  indications  are  positive  and  of  course  then  cesa- 
rean section  must  be  done.  Dr.  Vance  has  given  an 
excellent  summary  of  the  methods,  and  those  chos- 
en by  him,  the  so-called  classical  and  cervical,  are 
undoubtedly  the  best.  In  the  classical  he  stressed 
very  properly  one  point,  which  I want  to  emphasize, 
and  that  is  the  proper  dosing  of  the  uterine  wall. 
Another  important  thing  that  has  occurred  to  me 
is  that  very  occasionally  we  find  a cervix  that  is 
not  open — the  cervix  is  contracted  down.  It  is  very 
important  to  examine  the  cervix  after  you  have 
evacuated  the  child  and  see  that  the  cervix  is  dilated 
and  if  not  dilated,  that  should  be  done. 

DR.  VANCE  (closing)  : Of  course  cesarean  sec- 
tion throughout  the  country  will  have  a high  mor- 
tality because  operation  is  not  performed  when  it 
should  be.  There  would  be  a very  low  mortality,  just 
as  low  as  DeLee  reports,  provided  the  patient  is  not 
allowed  to  go  along  in  labor  and  get  into  an  ex- 
hausted septic  condition  prior  to  operation.  It  is 
just  like  many  years  ago  when  we  first  commenced 
to  operate  for  appendicitis,  when  the  mortality 
throughout  the  United  States  on  that  account  was 
tremendous.  First,  Phipps  of  Boston  recommended 
removal  of  the  appendix,  and  there  were  thousands 
of  cases  lost  all  over  the  country  from  operating 
because  they  were  operated  too  late.  It  is'  just  the 
question  of  getting  the  profession  educated  as  to 
when  to  do  a cesarean  section.  No  one  is  going  to 
advocate  cesarean  section  if  it  can  possibly  be  avoid- 
ed. 

In  the  classical  cesarean  operation,  I recommend 
and  shall  continue  to  recommend  to  make  the  inci- 
sion larger  and  bring  the  entire  uterus  out  of  the 
cavity. 


CANCER  OF  THE  BREAST 
A General  Discussion 

J.  W.  CATHCART,  M.  D. 

El  Paso,  Texas. 

(Read  before  the  New  Mexico  Medical  Society  at 
the  Fifty-First  Annual  Meeting  at  Roswell,  N.  M., 
May  18-20,  1933.) 

Nineteen  thirty-three  has  been  designated  Breast 
Cancer  Year  by  the  American  College  of  Surgeons 
and  the  American  Society  for  the  Control  of  Can- 
cer. This  paper  is  written  with  the  idea  of  refresh- 
ing our  minds  on  breast  carcinoma,  that  today  ac- 
counts for  over  10,000  deaths  annually.  Many  of 
these  deaths  could  be  prevented  by  early  recognition 
and  operation.  In  preparing  this  paper  free  use  has 
been  made  of  the  summary  of  literature  on  breast 
cancer  prepared  by  Grantley  Waldor  Taylor  from 
the  library  of  the  American  College  of  Surgeons  and 
published  in  International  Abstract  of  Surgery  (July. 
1932). 

AGE.  Simpson  found  only  ten  cases  under  the  age 
of  twenty-five  years  in  14,000  cases  in  a census  re- 
port. Bloodgood  stated  that  in  3.9  per  cent  of  cases 
of  malignant  breast  tumors,  the  patients  first  no- 
ticed a lump  before  the  age  of  thirty.  One-sixth  of 
all  breast  carcinomas  occur  before  the  age  of  forty. 
The  maximum  incidence  of  breast  cancer  lies  be- 
tween the  ages  of  forty  and  fifty,  forty-seven  to 
fifty  being  the  peak  years.  In  each  succeeding  decade 
the  percentage  decreases. 

SEX.  Approximately  one  per  cent  of  breast  car- 
cinomas occur  in  males.  In  summing  up  a number 
of  series  of  cases  in  which  specific  mention  of  cases 
of  carcinoma  of  the  male  breast  was  made,  it  was 
feund  that  out  of  8,3  34  cases  seventy  occurred  in 
the  male. 

RACE  and  NATIONALITY.  Cancer  of  the 
breast  is  practically  unknown  among  full  blooded 
American  Indian  women.  Wood  in  his  Pennsylvania 
study  found  fifty-two  deaths  per  100,000  in  white 
women  over  thirty-five  years  of  age  from  cancer  of 
the  breast,  as  contrasted  with  twenty-six  deaths  in 
colored  women. 

Wainwright  analyzing  a group  of  608  cases  con- 
cludes, "we  must  not  consider  the  large  number  of 
women  of  European  birth  or  parentage  a factor  in 
increasing  cancer  morbidity,  so  we  must  expect  the 
largest  percentage  of  cancer  of  the  breast  cases  to 
come  from  the  women  of  American  parentage.” 

FAMILY  HISTORY.  Practically  all  of  the  auth- 
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ors  reporting  give  some  place  to  heredity  in  the  etiol- 
ogy of  cancer  of  the  breast,  but  attention  must  be 
directed  to  the  necessity  of  correlating  the  history 
with  Mendel’s  laws  of  heredity.  It  need  have  no 
being  if  a grandfather  resembling  another  family 
strain  died  of  cancer  of  the  mouth  induced  by  smok- 
ing. On  the  other  hand,  if  a mother,  sister,  or  aunt 
with  a strong  personal  resemblance  died  of  cancer  of 
the  breast,  it  should  serve  as  a warning  to  avoid  care- 
fully those  things  known  to  predispose  to  the  devel-. 
opment  of  a similar  neoplasm. 

TRAUMA.  There  will  be  a history  of  trauma 
in  from  five  to  twenty-five  per  cent.  Moschcowit? 
et  al.,  observed  that  in  twelve  cases  the  average  time 
elapsing  between  noted  trauma  and  the  onset  of  the 
disease  was  eight  months. 

PREGNANCY  and  LACTATION.  It  is  evident 
that  the  unused  breast  is  especially  liable  to  be  the 
seat  of  cancer.  Wood  found  109  cancers  of  the 
breast  in  100,000  unmarried  women  to  forty-four 
in  married  women.  The  highest  ratio  in  the  married 
women  was  in  those  with  low  fecundity  and  steril- 
ity. These  same  findings  are  true  for  chronic  cystic 
mastitis.  It  is  also  well  known  that  where  one 
breast  has  been  removed  for  cancer,  a pregnancy  is 
practically  certain  to  start  a cancer  in  the  remain- 
ing breast.  Trout  collected  fifteen  patients  who  be- 
came pregnant  following  mastectomy  for  malig 
nancy,  thirteen  of  whom  developed  carcinoma  in  the 
remaining  breast,  twelve  dying  promptly. 

SYMPTOMS.  The  first  symptoms  in  cancer  oi 
the  breast.  An  analysis  of  1000  cases  (American 
Society  for  the  Control  of  Cancer) : 


1. 

Sign  or  symptom 
Lump  in  breast 

No.  of 
cases 
740 

Per- 

cent 

age 

74.0 

2. 

Pain  in  breast 

66 

6.6 

3. 

Enlargement  of  breast 

5 3 

3.3 

4. 

Retraction  of  nipple 

26 

2.6 

3. 

Lump  in  axilla 

18 

1.8 

6. 

Bleeding  in  nipple 

14 

1.4 

7. 

Pain  in  axilla,  arm  or  shoulder  14 

1.4 

8. 

Backache 

14 

1.4 

9. 

Erosion  of  nipple 

13 

1.3 

10. 

Ulceraiton  of  breast 

....  10 

1.0 

11. 

Inflammation  of  breast 

10 

1.0 

12. 

Swelling  of  arm 

6 

0.6 

13. 

Skin  nodules  

...  6 

0.6 

14. 

Pruritis  of  nipple 

......  3 

0.3 

13. 

Supraclavicular  lump 

3 

0.3 

16. 

Dimpling  of  skin  of  breast .... 

......  2 

0.2 

EXAMINATION.  A complete 

physical 

and  lab- 

oratory  examination  should  be  a part  of  each  breast 
examination  so  that  intercurrent  diseases  such  as 


diabetes,  heart  disease,  etc.,  will  not  bj  overlooked. 
To  examine  the  breasts,  the  clothing  should  be  re 
moved  to  the  waist,  and  a careful  inspection  and 
palpation  in  the  sitting  position  should  be  done;  next 
in  a reclining  position,  the  examiner  standing  at  the 
head  of  the  table,  supporting  the  arms  above  the 
head,  inspection  should  be  carefully  carried  out  for 
irregularities  in  contour,  often  the  deciding  factor 
between  a malignant  and  benign  tumor.  Remember 
that  benign  tumors  of  considerable  size  may  be  pres- 
ent without  producing  deformity.  The  arms  should 
then  be  replaced  by  the  sides  and  the  breasts  gentl) 
palpated,  realizing  that  if  a malignancy  is  present 
too  vigorous  palpation  may  be  responsible  for  metas- 
tasis. The  nipples  should  be  tested  for  retraction  and 
the  axilla  and  supraclavicular  areas  examined  for 
possible  new  growths. 

X-rays  should  also  be  made  of  the  chest,  includ- 
ing the  upper  spine  and  arms  as  they  are  an  inval- 
uable aid  in  detecting  metastasis. 

Among  recent  diagnostic  measures,  a transillumin- 
ation may  be  employed  as  outlined  by  Cutler,  or 
soft  tissue  x-rays  as  advocated  by  Warren,  Lock- 
wood  and  others.  These  two  procedures  require 
more  extended  use  before  their  full  diagnostic  value 
can  be  estimated.  They  are,  however,  worthy  of 
trial. 

PH\  SICAL  FINDINGS.  If  one  or  both  breasts 
are  very  tender  and  no  palpable  tumor  is  found,  we 
suspect  mastodynia  or  neuralgia  of  the  breast,  a con- 
dition most  frequently  found  in  young  unmarried 
women.  Hard  tumors,  single  or  multiple,  in  one  or 
both  breasts  that  snap  out  from  under  the  examin- 
ing hand  are  probably  fibro-adenomas  and  as  a rule 
are  encountered  before  the  age  of  the  patient  would 
suggest  cancer,  usually  in  the  early  twenties. 

The  presence  of  a tumor  in  both  breasts  originat- 
ing at  the  same  time  is  more  suggestive  of  benign 
than  malignant  growths,  but  cancer  does  begin  simul- 
taneously in  both  breasts  in  approximately  one  per 
cent  of  the  cases.  In  five  per  cent  it  is  found  in  the 
second  breast  later. 

In  the  chronic  productive  mastitis  group,  the  larg- 
est group  seeking  relief,  the  patient  usually  com- 
plains of  pain  and  tenderness,  and  states  that  she 
feels  a "lump.”  She  has  been  feeling  this  lump  at 
her  periods  for  some  time  past  and  she  has  now  made 
up  her  mind  that  it  is  a cancer.  On  examination, 
you  readily  make  out  a definite  thickening  of  the  in- 
terstitial tissue,  surrounding  many  of  the  tubules. 
In  many  instances  many  of  the  acini  are  also  pal- 
pable as  small  nodules  (cystic  acini)  instead  of  the 
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one  lump  of  which  she  complains.  You  find  several 
areas  not  only  in  the  breast  complained  of,  but  also 
in  the  opposite  breast.  The  area  complained  of  prob- 
ably has  a greater  pathological  change,  but  this  is  not 
often  demonstrable  to  palpation.  Keep  in  mind  that 
a papillary  adenoma  may  develop  within  the  cysts 
that  form  in  the  acini  as  the  result  of  low  grade 
inflammations  produced  as  a rule  by  the  staphylo- 
coccus albus,  entering  through  the  lacteal  ducts 
and  favored  by  the  hormonal  changes  which  take 
place  at  the  cancer  age.  At  its  base  a carcinoma 
may  develop,  and  the  duct  epithelium  may  become 
so  chronically  altered  and  changed  as  to  degenerate 
into  carcinoma.  Also  remember  that  as  a result  of 
the  interstitial  inflammatory  changes  surrounding 
the  lacteal  ducts,  glands  within  the  breast  substance 
may  become  malignant. 

If  the  nipple  or  areolar  area  shows  evidence  of  a 
fissure,  ulcer,  or  epithelial  growth,  a Paget’s  disease 
of  the  nipple  should  be  suspected.  A discharge  from 
the  nipple  may  be  present  in  either  benign  or  mal- 
ignant conditions.  Judd  has  called  attention  to  the 
clear  sticky  discharge  that  stains  the  clothing  yel- 
low as  coming  from  an  intracanaliciular  papilloma, 
while  the  discharge  from  cancer  is  more  profuse, 
clear,  watery,  frequently  with  a foul  odor. 

If  now  you  find  a single  tumor  located  in  either 
quadrant  of  the  breast  or  beneath  the  nipple,  that 
does  not  move  freely  in  the  breast  tissue,  that  is  only 
slightly  tender,  and  in  which  only  an  occasional  lan- 
cinating pain  has  been  observed,  be  suspicious  of 
malignancy  even  though  skin  dimpling  and  nipple 
retraction  may  be  slight  or  absent. 

The  presence  of  a large  tumor  in  the  breast  with 
skin  adherent  and  dimpled,  the  nipple  retracted  with 
or  without  masses  in  either  or  both  axilla  or  supra- 
clavicular areas,  or  an  extensive  inflammatory 
growth,  immediately  classifies  the  case  as  a far  ad- 
vanced breast  cancer. 

METASTASIS.  Extension  from  the  primary 
growth  has  been  shown  by  Cheatle,  Wainwright, 
Handley,  and  others  to  occur  along  connective  tis- 
sue septa  in  the  breast  and  along  the  deep  fascia 
overlying  the  muscle.  Handley  feels  that  lymphatic 
permeation  is  the  only  mechanism  involved  in  dis- 
tant metastasis. 

For  tumors  located  centrally  and  in  the  outer 
quadrants,  the  axillary  lymphatics  constitute  the 
natural  drainage  area.  Tumors  located  in  the  upper 
and  inner  quadrants  are  more  likely  to  metastasize 
supraclavicularly.  Those  in  the  inner  and  lower 


quadrants  metastasize  internally  and  involve  the 
pleura,  liver,  and  other  viscera. 

ACCURACY  OF  PHYSICAL  DIAGNOSIS. 
Having  gone  over  the  benign  and  malignant  possi- 
bilities, what  are  the  probabilities  of  our  diagnosis 
being  correct?  McCarty  reported  that  5.5  per  cent 
of  breast  tumors  clinically  malignant  proved  to  be 
benign,  while  11.2  per  cent  clinically  benign  proved 
to  be  malignant.  With  all  the  propaganda  that  is  be- 
ing disseminated  among  women,  directing  their  at- 
tention to  their  breasts,  the  necessity  for  more  ac- 
curate clinical  diagnosis  of  breast  tumors  is  increas- 
ing daily.  Bloodgood  states  that  where  formerly  the 
breast  tumors  he  saw  were  8 5 per  cent  malignant, 
today  the  corresponding  percentage  is  only  25  per 
cent. 

BIOPSY.  Ewing  advises  that  no  surgeon  remove 
a tumor  or  nodule  from  the  breast  except  in  a surgi- 
cal operating  room  where  he  is  prepared  to  have  an 
immediate  diagnosis  made  and  the  proper  operation 
performed  at  the  same  time.  The  danger  of  wide  dis- 
semination of  a strictly  local  neoplasm  resulting 
from  premature  biopsy  is  too  great  to  permit  such 
procedure.  Undoubtedly  many  cancers  of  the  breast 
are  started  on  the  road  to  distant  metastasis  by  al- 
lowing a lapse  of  time  between  biopsy  and  radical 
operation. 

Ewing  also  holds  that  no  patient  should  be  sub- 
jected to  radical  operation  unless  an  undoubted  diag- 
nosis of  malignancy  has  been  made.  It  is  manifestly 
unfair  to  do  extensive  surgery  for  benign  growths, 
and  when  the  diagnosis  is  clinically  borderline,  the 
final  opinion  should  be  a composite  of  the  clinical 
opinion  and  the  findings  of  a competent  pathologist 
from  frozen  section  and  gross  examination  done  af- 
ter preparation  has  been  made  for  immediate  radical 
operation  if  it  becomes  necessary.  One  must  always 
remember  that  many  precancerous  and  suspicious 
lesions  in  the  breast  are  clinically  benign.  However, 
when  doubt  exists  in  the  minds  of  both  the  clini- 
cian and  the  pathologist,  the  tumor  is  usually  not 
cancer. 

PATHOLOGY.  The  various  nonmalignant 
growths,  constituting  from  20  to  50  per  cent  of 
breast  tumors  should  be  known  and  considered  as 
possibilities  when  making  a clinical  diagnosis.  In  the 
case  of  carcinoma,  it  should  be  pointed  out  that  the 
terms  adenocarcinoma,  duct  carcinoma,  and  acinar 
carcinoma  indicate  point  of  origin.  There  is  a con- 
fusion of  terms  such  as  mucoid  carcinoma,  scirrhous 
carcinoma,  carcinoma  simplex,  and  so  forth,  which 
refer  to  details  of  structure  and  are  as  varied  as  are 
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the  pathologists  who  write  them.  The  essential  point 
to  remember  is  that  they  designate  the  predominant 
histological  or  gross  features  of  the  neoplasm  and 
that  any  given  tumor  may  exhibit  several  or  all  of 
them.  It,  therefore,  seems  that  aside  from  the  point 
cf  origin,  it  is  being  rather  superscientific  to  attempt 
to  too  closely  classify  neoplasms  of  the  breast,  but 
rather  that  their  detailed  anatomy  should  be  utilized 
in  an  attempt  to  properly  evaluate  their  relative 
malignancy. 

TREATMENT.  If  the  physical  examination  has 
disclosed  a growth  probably  cancerous  in  the  breast 
that  is  freely  moveable  and  without  diffuse  skin  nod- 
ules, combined  with  or  without  movable  axillary 
growths  and  the  diagnosis  has  been  confirmed  in  the 
operating  room,  radical  removal  after  the  method  of 
Halstead  and  Willy  Meyer  is  indicated. 

Several  new  methods  of  operating  have  been  de- 
scribed. Anderson  reported  on  the  use  of  surgical 
diathermy  in  fifty-six  breast  operations.  Scott  de- 
scribed his  electric  cautery  operation.  Percy  de- 
scribed a very  radical  operation  with  the  "hot  knife” 
technic.  Handley  described  a technic  for  combining 
radium  implantation  with  radical  operation.  None 
of  these  innovations  has  been  widely  adopted,  and 
further  figures  are  desirable  before  an  attempt  is 
made  to  estimate  their  value. 

If,  however,  any  one  of  the  following  conditions 
is  disclosed  by  physical  examination,  the  case  will 
be  considered  inoperable  and  should  be  treated  by 
means  of  irradiation: 

1.  Fixation  of  the  breast  tumor  itself  to  the 
chest  wall. 

2.  Involvement  of  the  supraclavicular  nodes. 

3.  Definite  involvement  of  the  opposite  axillary 
nodes. 

4.  Diffuse  subcutaneous  nodules. 

5.  Diffuse  inflammatory  carcinoma,  involving  a 
considerable  area. 

6.  Chest  metastasis,  pleural  or  mediastinal. 

7.  More  remote  metastasis. 

IRRADIATION.  There  is  general  agreement  that 
irradiation  is  indicated  in  the  treatment  of  all  inop- 
erable and  recurrent  cases,  and  as  reports  from  gen- 
eral hospitals  indicate  that  only  2 5 per  cent  of  the 
breast  cancers  admitted  are  suitable  for  radical  oper- 
ation, this  group  constitutes  an  important  field  for 
irradiation  therapy. 

Inoperable  cases  that  are  far  advanced  may  expect 
from  irradiation  relief  from  pain,  healing  of  ulcer 
and  improvement  of  the  general  condition  and  prob- 
ably prolongation  of  life. 


Pfahler  reports  126  patients  with  advanced  pri- 
mary inoperable  lesions,  41  per  cent  were  alive  after 
three  years  and  20  per  cent  after  five  or  more  years. 
Lee  recorded  the  average  duration  from  the  onset  of 
recurrence  to  death  as  two  years  and  four  months  in 
a radiated  series  of  cases,  whereas,  in  a nonradiated 
series  of  cases  by  Gibson  the  corresponding  length 
of  time  was  six  and  one-half  months.  Sistrunk  and 
MacCarty  stated  that  when  local  recurrences  develop, 
other  remote  metatases  are  demonstrable  in  60.9  per 
cent  of  the  cases.  As  to  the  general  use  of  irradia- 
tion both  pre  and  post-operative,  the  pre-operative 
irradiation  is  of  more  value  than  the  post-operative 
irradiation.  At  present  the  elective  method  in  op- 
erative cases  is  to  give  a thorough  treatment  two  or 
three  weeks  before  operation,  then  post-operatively 
give  one  treatment  if  the  axillary  glands  were  not 
involved.  In  cases  in  which  carcinoma  was  found  in 
the  axillary  glands,  three  treatments  should  be  given 
at  intervals  of  four  to  six  weeks,  depending  upon 
the  patient’s  general  condition  and  the  skin  reaction. 

Paget’s  disease  of  the  nipple  may  be  treated  with 
irradiation  or  cauterization  if  confined  to  the  sur- 
face, Jaut  the  possibility  of  the  lesion  on  the  surface 
being  an  extension  from  a duct  carcinoma  must  be 
definitely  determined  before  local  treatment  is  start- 
ed. 

PROGNOSIS.  The  clinical  index  as  elaborated  by 
Lee  and  Stubenbord  gives  a very  definite  idea  as  to 
what  may  be  expected  as  to  life  expectancy.  It  is 
based  upon  age  of  patient,  rate  of  growth,  and  extent 
of  lesion,  presence  or  absence  of  lactation.  The  index 
is  secured  by  multiplying  the  weights  of  the  factors 
by  their  gradation  factors  and  adding  the  result.  The 
figures  thus  obtained  are  somewhere  between  1 1 and 
5 5.  The  latter  representing  incidences  of  all  the  most 
malignant  characteristics. 


CLINICAL  INDEX  FOR  BREAST  CARCINOMA 

Weighting  Factor  Gradation  Factor 


( 

Over  55 

= 1 

Age 

A = 22 

41-55 

~2 

I 

40  or  under 

= 5 

( 

Absent 

= 0 

Lactation 

L = 31 

Present 

= 3 

I 

Slow 

= 1 

Rate  of  growth 

R = 4 J 

Moderate 

= 2 

1 

Rapid 

= 4 

1 

( Diameter 

) 3 c.m.  or  less 

= 1 

Extent  of  disease 

E = 5 ■< 

) Over  3 c.  m. 

= 2 

Nodes  present 

= 4 

Multiply  the  gradation  factors  as  they  apply  to 
each  case  by  the  weighting  factors  and  add  the  to- 
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tals.  Based  upon  such  a calculation,  patients  may  be 
placed  in  one  of  three  grades: 

Grade  A.  11  -23 — relatively  benign — 69%  of  5 
year  cures. 

Grade  B.  26  - 3 9 — moderately  malignant — 34%  of 
5 year  cures. 

Grade  C.  40-5  3 — highly  malignant — 4%  of  5 

year  cures. 

RECURRENCES.  According  to  Scott  and  Blood- 
good  local  recurrences  under  three  years  may  be  con- 
sidered evidence  of  an  inadequate  operation  or  of  a 
disease  so  extensive  as  to  have  been  definitely  inop- 
erable. Scott  suggested  that  the  incidence  of  local  re- 
currence within  three  years  be  used  as  a criterion  of 
operative  technic.  Pfahler  and  Widman  reported 
that  the  average  time  from  operation  to  the  appear- 
ance of  recurrences  in  2 5 5 cases  was  one  year  and 
four  months;  5 6 per  cent  of  recurrences  developed 
within  six  months.  Burts  stated  that  28.5  per  cent 
of  recurrences  occurred  within  the  first  six  months. 
On  the  o^her  hand,  Woolsey  collected  fifty-one  late 
regional  recurrences,  occurring  up  to  twenty-five 
years  after  operation. 


DISCUSSION 

DR.  JOHN  T.  MOORE  (Houston,  Texas)  : Your 
president  could  not  have  called  upon  me  to  discuss 
a subject  in  which  I am  more  interested  than  this 
one  which  was  so  well  presented  by  Dr.  Cathcart  of 
Paso.  Time  will  not  permit  me  to  say  all  of  the 
things  I would  say  were  I actually  turned  loose  on 
this  subject.  In  the  first  place  I want  to  say  that 
no  age,  sex,  or  race  may  be  eliminated,  as  cancer  of 
the  breast  may  be  present  in  any  of  them.  I have 
eard  it  said  that  the  North  American  Indian  and 
some  of  the  African  tribes  were  free  of  cancer  of 
the  breast,  but  I know  of  no  race  that  is  free  of 
cancer  of  the  breast.  Some  of  our  medical  men  ex- 
pressed surprise  when  I talked  on  cancer  of  the 
male  breast.  There  have  been  quite  a series  report- 
ed in  literature.  Cancer  of  the  male  breast  may  be 
noted  at  all  ages  from  birth  to  old  age.  In  the  fe- 
male it  may  come  from  girlhood,  even  in  a child  as 
young  as  eight  years  of  age,  so  we  make  the  state- 
ment very  definitely  and  positively  that  no  race,  sex 
or  age  may  be  free  from  cancer. 

Traumatism  is  now  accepted  by  all  men  who  work 
on  cancer  as  one  of  the  strong  provocative  causes  of 
cancer;  there  can  be  very  little  question  of  that 
Any  traumatism  cf  any  part  may  cause  cancer. 
Often  in  many  cases'  that  give  a history  of  trau- 
matism you  may  find  that  cancer  was  already  pres- 
ent and  by  self  examination,  the  patient  has  come 
to  find  a lesion  of  some  kind  and  he  attributes  it  to 
the  traumatism.  Mention  was  made  that  the  unused 
bi  east  is  more  liable  to  be  the  seat  of  cancer.  It  is 
known  by  men  who  work  on  the  subject  that  this  ap- 
plies almost  universally  to  every  organ.  The  more 
nearly  the  function  of  the  organ  is  maintained  in 


its  normalcy,  the  less  apt  is  cancer  to  come.  The 
abnormal  things  are  apt  to  promote  the  growth  of 
cancer  in  any  organ.  Cancer  of  the  cervix  is  found 
rarely  in  women  who  never  have  been  instrument- 
ed, or  who  have  never  borne  a child. 

Dr.  Cathcart  emphasized  the  importance  of  exam- 
ination and  I would  like  to  say  very  emphatically 
a few  things  about  the  examination.  For  several 
years,  I taught  medicine  in  the  University  of  Texas 
and  it  was  part  of  my  business  to  teach  diagnosis'. 
We  tried  to  impress  upon  the  students  the  necessity 
of  making  complete  examinations  of  every  patient 
seen,  regardless  of  who  it  was.  We  sometimes  had 
the  question  arise  in  the  Clinic  as  to  the  examina- 
tion of  women.  A few  women  objected  to  an  exam- 
ination of  the  breast.  We  asked  our  students  never 
to  raise  the  question,  but  to  take  it  for  granted  that 
any  one  who  came  to  the  Clinic,  came  for  an  exam- 
ination. Start  in  with  an  inspection  of  both  breasts; 
follow  with  gentle  palpation.  We  examine  the 
breasts  of  every  man,  woman  and  child  who  comes 
to  our  office.  Never  raise  a question  about  permit- 
ting the  examination  at  all,  but  proceed  at  once  to 
do  it.  It  used  to  be  the  mother  came  with  the  daugh- 
ter to  be  examined  and  she  objected  to  almost  every- 
thing. Now  the  girls  come  and  talk  freely  about 
any  of  their  ailments  and  no  objection  is  raised  about 
the  examination.  There  is  one  thing  we  must  all 
learn  to  do  and  that  is  to  examine  lightly.  Our 
students  and  most  of  our  doctors  examine  too  hard 
— one  might  speak  of  it  as  being  rough ; light  touch 
reveals  more  than  dees  great  pressure  on  the  breast. 

I have  tried  to  emphasize  at  this  point  that  when 
you  find  a small  mass  or  tumor,  do  not  roughly  ex- 
amine it. 

It  has  been  found  by  experimentation  on  animals 
that  even  very  light  tapping  dcubled  the  liability 
of  metastasis  over  those  not  tapped.  Rough  han- 
dling of  the  breasts  is  one  of  the  strong  factors  in 
carrying  cancer  to  other  parts  of  the  body.  Exam- 
ination by  transillumination,  I think,  will  probably 
prove  to  be  of  some  value.  The  claims  of  some  for 
its  value  have  not  been  sustained  by  us.  The  author 
cf  the  method  probably  gives'  it  only  as  another 
diagnostic  aid  to  help  in  differentiating  tumors  of 
the  breast.  When  going  into  a big  game  country,  I 
would  carry  guns  of  several  kinds,  and  I believe  it 
is  up  to  the  doctor  to  have  every  kind  of  test  or 
equipment  that  adds  to  the  power  of  his  discrim- 
ination, and  use  them  all  as  far  as  he  can  in  every 
case. 

I would  like  to  accept  Handley’s  statements  and 
theory  of  permeation  by  the  lymphatic  vessels  to 
the  parts  of  adjacent  organs  as  having  been  defi- 
nitely proven,  but  I do  not  believe  his  permeation 
theory  accounts  for  the  distribution  of  cancer  to  the 
bones  of  the  legs  and  to  the  pelvis.  I still  believe 
metastasis  takes  place  also  through  the  blood  ves- 
sels, or  circulatory  system. 

As  to  biopsy,  never  in  a cancer  of  the  breast  until, 
as  Dr.  Cathcart  said,  you  are  ready  to  shoot  the  lion. 
Do  not  undertake  to  take  a lump  out  of  a breast 
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until  you  are  qualified  to  pass  upon  its  exact  na- 
ture, or  have  somebody,  a trained  pathologist,  to 
tell  you  at  the  moment  what  it  is  and  then  be  ready 
to  carry  out  your  program.  Have  your  machinery 
set  to  do  the  whole  thing  when  you  start. 

What  are  the  early  symptoms  of  cancer?  Of  the 
twenty-six  symptoms  given  on  the  lantern  slide 
there  is  only  one  mentioned  which  is  an  early  symp- 
tom of  cancer  of  the  breast,  and  that  is  a lump  in 
the  breast. 

What  are  we  going  to  do  that  will  be  of  help  in 
making  early  diagnosis  in  this  condition?  We  have 
first  to  awaken  our  people  to  the  necessity  of  ex- 
aminations. I am  not  converted  thoroughly  to  this 
question  of  annual  examinations,  however,  and  am 
not  sure  whether  it  will  prove  to  be  good  or  not, 
but  believe  it  may  be  so  after  the  people  are  more 
thoroughly  educated.  The  doctor  may  create  a 
phobia  in  the  mind  of  the  patient  which  is  very 
damaging.  A phobia  is  pretty  nearly  as  bad  as  the 
disease.  We  have  all  had  men  who  come  to  us  with 
these  phobias— also  women,  particularly  of  the  neu- 
rotic type.  When  a woman  finds  a lump  in  her 
breast,  what  ought  she  do?  She  ought  to  go  to  a 
competent  medical  man  at  once  and  have  him  tell 
her  what  is  the  best  thing  to  do  about  it.  Should 
we  take  out  all  lumps?  I think  most  of  them,  un- 
less we  can  say  positively  that  it  is  not  cancer. 

There  is  no  such  thing  as  absolute  knowledge, 
then  the  lump  must  come  out;  in  fact  it  is  safer  to 
take  any  lump  out. 

When  the  growth  is  removed  be  prepared  to  ex- 
amine and  section  it  so  as  to  determine  its  nature. 
Should  it  be  cancer,  then  be  prepared  also  to  do 
what  is  best  by  a radical  procedure.  Ask  yourself 
what  will  we  accomplish  by  this — will  it  be  of  ben- 
efit? I want  to  emphasize  that  by  taking  out  many 
of  these  small  lumps,  we  will  save  many  a woman’s 
life.  First,  a tumor  potentially  cancerous  is  out; 
second,  we  will  detect  early  cancers  in  many  of 
these  apparently  innocent  lumps. 

There  has  been  no  time  in  the  world’s  history 
when  preventive  medicine  has  occupied  so  important 
a place  as  it  does  at  present.  It  is  the  thing  that  is 
leading  us  out  of  the  wilderness.  What  will  you  do 
with  these  little  tumors  after  taking  them  out? 
Send  the  tumor  away  to  a pathologist  for  exam- 
ination and  after  receiving  a report  do  the  opera- 
tion? No,  never.  Be  prepared  to  make  the  diagno- 
sis and  then  do  what  is  best.  I was  in  a clinic  in 
Munich  when  a great  surgeon  removed  a little  tu- 
mor from  the  breast.  He  cut  through  it,  looked  at 
it  carefully  and  stated  that  it  was  an  early  carci- 
noma. He  then  turned  to  us  and  remarked  that 
some  surgeons  turned  their  tumors  over  to  the  path- 
ologist, but  he  himself  examined  all  of  the  speci- 
mens he  took  out  and  passed  upon  them,  and  after 
that,  he  then  had  his  pathologist  look  them  over 
carefully,  grossly  and  microscopically.  The  path- 
ologist and  he  conferred  for  the  conclusion  or  checks 
with  him.  He  said  “Any  surgeon  ought  to  be  able 
to  recognize  a beginning  carcinoma  when  the  tissue 


is  before  him.  The  surgeon  who  is  operating  must 
train  himself  to  make  a diagnosis  of  cancer,  unless 
he  does  he  ought  not  to  operate  on  the  breast.'’ 

DR.  JAMES  VANCE  (El  Paso,  Texas)  : From  a 
practical  point  of  view,  the  one  important  factor 
is  the  tumor.  If  we  depend  too  much  upon  Dr. 
Bloodgood’s  sign,  we  are  apt  to  overlook  some  small 
tumors  that  are  actually  present  in  the  breast.  Of 
course  since  the  successful  treatment  of  carcinoma 
of  the  breast  depends  on  early  diagnosis,  it  is  nec- 
essary to  palpate  that  breast  very  lightly  and  be 
very  careful  there  is  not  a small  tumor  there.  If 
we  wait  until  the  patient  finds  the  tumor,  it  is  near- 
ly always  too  late  to  get  a reasonably  certain 
cure.  The  location  of  the  tumor  is  a very  im- 
portant factor.  My  experience  has  been  that  those 
located  in  the  lower  part  of  the  breast  are  far  more 
malignant  than  those  located  in  the  upper  part. 
This  may  just  happen  so.  The  most  malignant  tu- 
mor I ever  saw  did  not  show  by  the  Bloodgood  sign 
and  was  a little  tumor  in  the  lower  portion  of  the 
breast,  lower  internal  quadrant,  I remember.  This 
was  associated  with  pain  in  the  axilla  and  in  the 
shoulder  and  down  the  arm.  If  there  is  any  pain 
into  the  axilla  or  shoulder,  be  on  the  lookout  as  the 
tumor  is  almost  certain  to  be  malignant  and  it  is 
apt  to  be  too  late  then.  In  one  particular  case  I had 
of  this  type,  a very  small  tumor  was  found.  It  was 
operated  within  two  weeks  after  the  first  discov- 
ery and  then  the  tumor  was  not  larger  than  a pig- 
eon egg  and  did  not  show  with  the  Bloodgood  sign 
at  all. 

As  to  biopsy,  there  is  no  question  that  no  tumor 
should  be  removed  purely  for  microscopic  examina- 
tion. The  pathologist  should  be  present  in  the  op- 
erating room  and  make  the  examination  right  there 
and  then,  and  whatever  is  necessary  to  be  done 
must  be  done  at  once.  There  has  been  too  great  a 
mortality  from  those  biopsies  done  several  days  or 
a week  before  operation  was  performed. 

As  to  irradiation,  this  depends  entirely  upon  the 
experience  of  the  laboratory  man.  It  may  be  that  we 
will  get  improved  results  by  irradiation,  as  Dr. 
Cathcart  has  suggested,  before  the  removal  of  the 
growth,  and  perhaps  in  severe  cases  irradiation  af- 
terwards, but  of  course  it  depends  entirely  upon 
the  ability  of  the  man  who  gives  it  and  mainly  his 
experience,  and  I want  to  say  that  every  laboratory 
man  who  is  doing  x-ray  surgery,  ought  to  follow 
his  diagnosis  to  the  operating  room  and  then  to  the 
after  results.  Most  laboratory  men  merely  content 
themselves  with  the  laboratory  end  of  it. 

DR.  F.  D.  VICKERS,  (Deming,  N.M.)  : I do  not 
believe  when  there  is  a lump  in  the  breast,  the  diag- 
nosis has  been  made  early  enough.  It  may  be  the 
earliest  sign  we  have,  but  after  a lump  has  appear- 
ed it  is  not  early  any  more. 

DR.  M.  B.  CULPEPPER,  (Carlsbad,  N.  M.)  : I 
should  like  to  ask  Dr.  Cathcart  what  importance 
he  attaches  to  a retracted  nipple,  especially  if  you 
cannot  find  a tumor  and  cannot  find  a reason,  yet 
there  is  a decided  retraction  of  one  nipple. 
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DR.  J.  W.  CATHCART  (closing)  : “I  want  to 

thank  the  doctors  for  their  generous  discussion  and 
Dr.  Moore  particularly  for  elucidating  so  clearly 
many  different  points'  in  the  paper.  In  our  exper- 
ience, the  phobia  class  has  been  found  chiefly  among 
the  chronic  productive  cystic  mastitis  group,  and  is, 
we  feel,  a result  of  the  sensations  in  the  breast  at 
the  menstrual  periods. 

Dr.  Vance  mentions  the  case  of  a tumor  that  fail- 
ed to  show  on  inspection.  There  are  of  course  ex- 
ceptions to  all  rules.  Allow  me  to  direct  attention 
to  the  desirability  in  inspection  of  the  breasts  for 
deformities  in  contour  to  employ  a soft  daylight 
falling  equally  on  both  breasts. 

Relative  to  the  malignancy  of  tumors  in  the  inner 
and  lower  quadrants  of  the  breast,  Dr.  Vance  is  cor- 
rect in  assuming  that  those  that  have  metastasized 
are  uniformly  fatal.  This  is  due  to  drainage  from 
this  area,  occuring  most  frequently  inside  of  the 
chest  wall.  Fortunately  the  percentage  of  malig- 
nancies is  lowest  in  these  quadrants  of  the  breast. 

Dr.  Vickers  thinks  when  a lump  appears  it  is  too 
late.  Not  far  wrong  at  that. 

In  regard  to  Dr.  Culpepper’s  question  as  to  re- 
traction of  a nipple  without  a palpable  tumor,  the 
history  in  a case  of  that  kind  would  be  of  inestim- 
able value.  If  the  retraction  has  occurred  recently, 
I would  be  very  suspicious  of  malignancy. 


THE  ETIOLOGY  OF  ECZEMA 

BEDFORD  SHELMIRE,  M.  D. 

Dallas,  Texas. 


(Read  before  the  New  Mexico  Medical  Society, 
Fifty-first  Annual  Meeting,  Roswell,  New  Mexico, 
May  18-20,  1933.) 

Previous  to  a few  years  ago,  the  dermatologist  held 
as  little  hope  for  the  permanent  recovery  of  an 
eczematous  patient  as  he  harbors  today  for  a com- 
plete cure  in  a case  of  dermatitis  herpetiformis  or 
psoriasis.  The  reason  for  this  change  in  the  physi- 
cian’s attitude  toward  eczema  is  that,  at  the  present, 
the  etiology  of  this  condition  can,  in  most  instances, 
be  solved  and  the  patient  readily  cured. 

The  old  belief  that  eczema  is  caused  by  "too  much 
acid  in  the  blood,”  "stomach  disorders,”  "disturb- 
ances in  the  function  of  the  endocrine  glands,” 
"nervousness”  and  even  "faulty  metabolism,”  is  tot- 
tering on  a foundation  of  insufficient  scientific 
proof.  The  metabolic  theory  of  the  causation  of 
eczema  is  the  only  one  still  worthy  of  consideration; 
yet  all  attempts  to  prove  that  eczema  is  ever  the  re- 
sult of  a deranged  metabolism  have  met  with  com- 
plete failure.  It  has  been  shown  through  carefully 
controlled  investigation  by  competent  workers  that 


such  metabolites  as  urea,  uric  acid  and  creatinin  do 
not  act  as  dermal  irritants  when  placed  in  contact 
with  the  skin  or  injected  intravenously  into  an 
eczematous  person.  However,  the  products  of  met- 
abolism are  theoretically  among  the  antigens  which 
can  produce  idiosyncratic  reactions. 

The  usual  skin  responses  to  derangements  of  the 
nervous  system  are  transient,  blotchy  erythemas  and 
urticaria.  While  not  primarily  etiologic,  anxiety  and 
worry  do  act  as  aggravating  factors  in  true  eczema. 
Dysfunction  of  our  endocrine  glandular  system  caus- 
es hyperpigmentation,  abnormal  dryness  of  the  skin 
and  so  forth,  but  probably  never  causes  the  pruritic, 
papular,  vesicular,  weeping  and  lichenified  eruptions 
known,  clinically,  as  eczema. 

We  may  be  hasty  in  stating  that  metabolic,  ner- 
vous, and  endocrine  disturbances  do  not  cause  ec- 
zema; if  such  causes  do  exist,  they  account  for  an  in- 
significant minority  of  these  eruptions. 

Also,  the  division  of  eczema  into  its  various  types, 
as  erythematous,  papular,  vesicular,  weeping,  squa- 
mous, lichenified,  and  the  like  is  unwarranted.  A 
single  cause  may  evoke  all  the  above  enumerated 
types  of  the  disease  in  the  same  individual.  Types 
mean  little  in  eczema — the  cause  alone  is  of  import- 
ance. 

The  veil  which  formerly  obscured  our  knowledge 
of  the  etiology  of  this  disease  has  gradually  been  lift- 
ed by  that  same  step-by-step  accumulation  of  facts 
which  proved  hay-fever  and  asthma  to  be  true  anti- 
gen-antibody reactions.  Although  it  is  contended  by 
some  that  eczema  is  not  a true  antigen-antibody  re- 
action, it  may  be  postulated  for  the  present  that  this 
disease  is  a manifestation  of  a cutaneous  sensitiza- 
tion to  some  substance  extraneous  to  the  human 
mechanism — and  to  the  layman  at  least  it  may  be 
called  "hay-fever”  or  "asthma”  of  the  skin. 

CAUSES  OF  ECZEMA 

Our  present  conception  of  the  etiology  of  eczema 
is  that  this  condition  is  a result  of  the  sensitization 
of  the  skin  to  some  substance  with  which  it  comes  in 
contact,  whether  this  be  exogenous — as  vegetation, 
chemicals,  animal  hair,  and  so  forth, — or  endogenous 
— as  a food,  drug,  or  the  antigenic  product  of  a 
bacterial  or  fungous  infection  carried  to  the  cutane- 
ous covering  by  the  blood  stream.  From  our  obser- 
vations of  the  origin  of  eczema,  we  think  it  safe  to 
assert  that  fully  eighty  per  cent  of  the  attacks  of 
dermatitis  of  this  nature  are  occasioned  by  exposure 
of  an  individual  to  some  substance  encountered  in 
his  environment.  The  remaining  small  percentage  of 
cases,  whether  this  be  ten  or  twenty  per  cent  of  the 
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total,  are  due  to  the  combined  other  causes.  When 
the  conditions  termed  varicose  eczema  (hemostatic 
dermatitis),  seborrheic  eczema  (seborrhea  or  sebor- 
rheic dermatitis)  and  certain  of  the  localized  licheni- 
fied  eczecas  (neurodermatitis)  are  removed  from 
this  category,  the  percentage  of  cases  of  eczema  due 
to  contact  with  some  exogenous  substance  rapidly 
rises. 

CONTACT  ECZEMA 

Identity  of  Dermatitis  Venenata  and  Contact 
Dermatitis  (Eczema).  Physicians  and  laymen  alike 
are  familiar  with  the  acute,  vesicular  eruptions  des- 
ignated as  "dermatitis  venenata,”  which  are  occa- 
sioned by  the  contact  of  a hypersensitive  skin  with 
such  plants  as  "poison  ivy,”  "poison  sumac,”  the 
various  spurges,  and  English  primrose;  also  the  der- 
mal irritants  encountered  in  the  various  trades,  as 
cement,  turpentine,  chromium  compounds,  crude 
oils,  and  the  like.  It  has  only  been  in  the  last  decade 
that  dermatologists  have  come  to  realize  that  such 
apparently  innccuous  substances  as  animal  hair, 
vegetation  of  all  types,  cosmetics  of  the  costliest 
brands,  news  print,  and,  in  fact,  any  conceivable 
substance  which  comes  in  contact  with  the  human 
skin,  may  excite  an  eruption  which  is  indistinguish- 
able from  the  well-recognized  dermatitis  venenata. 

Clinically  and  microscopically  dermatitis  venenata 
and  eczema  are  identical.  Both  are  but  varying  man- 
ifestations of  the  same  disease.  Dermatitis  venenata 
is  acute  and  infrequently  recurrent,  since  the  patient 
is  usually  aware  of  its  cause,  viz:  the  acute  vesicular 
eruptions  following  exposure  to  ivy  while  in  the 
woods,  an  acute  edema  of  the  face  following  the  ap- 
plication of  a newly  purchased  cosmetic,  or  an  acute 
dermatitis  of  the  ankles  following  the  application  of 
a shoe  dye.  Eczema  is  chronic,  subject  to  remissions, 
exacerbations  and  recurrences,  since  the  eruption 
usually  begins  insidiously  and  the  victim  is  wholly 
unaware  of  its  etiology  (eczema  in  farmers  from 
contact  with  vegetation  and  animal  hair  of  all  types; 
of  bakers  from  contact  with  flour,  sugar,  salt,  and 
so  on;  in  a schoolteacher  from  chalk;  in  stenograph- 
ers from  carbon  paper  or  a varnished  desk,  and  so 
forth) . 

In  dermatitis  venenata  the  patient  is  markedly  hy- 
persensitive to  the  contacted  substance  and  a rapid- 
ly progressive  vesicular  dermatitis  results;  in  eczema 
the  patient  is  less  sensitive  to  this  same  agent  and 
days,  weeks,  or  even  months  of  exposure  are  requir- 
ed before  an  eruption  severe  enough  to  require  the 
attention  of  a physician  is  evoked. 


In  dermatitis  venenata  the  first  evidence  of  sensi- 
tization to  a substance  is  a pruritic  erythema  which 
readily  becomes  edematous  and  vesiculation  rapidly 
ensues.  In  eczema  the  first  evidence  of  beginning 
sensitization  of  a given  area  to  an  eczematogenous 
antigen  is  usually  a mild  pruritus.  It  may  be  weeks 
or  months  before  sensitization  progresses  to  such  a 
point  that  an  erythema  of  the  area  appears.  The 
sensitization  of  the  patient  may  not  progress  fur- 
ther, or  papules,  vesicles  and  oozing  may  appear. 
Through  the  trauma  of  rubbing  and  scratching,  oc- 
casioned by  the  long-standing  pruritus,  thickening 
of  the  skin  is  produced  and  the  typical  clinical  pic- 
ture of  eczema  is  presented. 

THEORY  OF  CONTACT  ECZEMA 

The  old  theory  that  all  antigens,  in  any  allergic 
process,  are  proteins,  is  now  untenable.  Most  of  the 
excitants  causing  eczema  are  not  complete  antigens; 
yet,  from  the  practical  standpoint  of  the  physician 
consulted  and  the  eczematous  patient  seeking  relief, 
it  matters  little  whether  we  term  this  reaction  al- 
lergy, hypersensitiveness  or  idiosyncrasy.  The  ulti- 
mate result  of  surface  contact  of  an  allergic,  hyper- 
sensitive, or  idiosyncratic  skin  with  a specific  for- 
eign substance,  is  contact  dermatitis  or  contact 
eczema. 

It  has  long  been  recognized  that  most  of  these 
eczematogenous  substances  are  not  primarily  skin  ir- 
ritants; are  not  in  themselves  capable  of  producing  a 
skin  eruption  upon  a normal  or  unsensitized  indi- 
vidual. Few  persons  would  consider  as  primary  skin 
irritants  the  hair  of  cattle,  dogs,  cats,  and  rabbits! 
such  commonplace  plants  as  daisies,  zinnias,  tulips, 
chrysanthemums,  ferns,  feverfew,  baby’s  breath;  the 
ordinary  garden  vegetables,  as  spinach,  mustard 
greens,  tomatoes,  celery,  okra,  turnips!  field  plants 
such  as  broomweed,  cockle-bur,  parthenium,  marsh- 
elder,  ragweed,  milkweed;  Bermuda  and  Johnson 
grass!  the  grains,  such  as  oats,  wheat  and  corn;  and 
other  substances  too  numerous  to  mention.  We  have 
observed  in  our  private  practice  eczemas  due  to  all 
the  above  enumerated  members  of  the  animal  or  veg- 
etable kingdom.  Just  as  unbelievable  are  the  contact 
eczemas  in  our  practice  proved  due  to  the  equally 
commonplace  excitants,  such  as  rubbing  alcohol, 
cosmetics  of  almost  all  makes  and  kinds,  platinum 
rings,  matches,  a metal  charm  carried  in  the  pockets, 
mosquito  lotions,  insect  powders  and  sprays,  furni- 
ture polish,  shoe  dyes,  a small  hackberry  stick  used 
as  a toothbrush;  the  elastic  of  corsets  and  hose-sup- 
porters, binding  twine,  glued  wrapping  paper,  to- 
bacco encountered  while  rolling  cigarettes,  spectacle 


‘,LPTEMBER,  1933 


frames,  bead  necklaces,  leather  lining  of  shoes,  felt 
hats,  house  dust,  a nickle-plated  handle  of  an  ice-box 
door,  disinfectants  used  in  douches  and  deodorants 
on  sanitary  pads,  toilet  paper,  and  countless  other 
commonplace  articles. 

Although  these  substances,  strictly  speaking,  can- 
not be  regarded  as  true  antigens,  eczema — like  asth- 
ma, hay-fever,  and  certain  urticarias — is  probably 
produced  by  a specified  antigen-antibody  reaction. 
In  hay-fever  and  asthma,  the  specific  antibodies  pro- 
duced by  the  sensitized  cells  of  the  nasal  mucosa  and 
bronchioles  of  the  lung,  and  usually  adherent  to 
them,  can  become  free  in  the  circulating  blood  and 
still  keep  their  power  of  specific  reaction  with  their 
particular  antigen.  Their  presence  in  the  blood 
stream  in  asthma  and  hay-fever  can  usually  be  dem- 
onstrated by  the  method  of  Prausnitz-Kustner  of 
passive  transfer. 

In  only  a limited  number  of  instances  has  passive 
sensitization  been  demonstrated  in  contact  eczema. 
In  this  condition  the  difficulty  of  demonstrating  the 
transference  of  specific  antibodies  by  the  Prausnitz- 
Kustner  technic  is  probably  based  on  the  fact  that 
in  this  type  of  idiosyncrasy  it  is  exceptional  for  the 
specific  antibodies  to  become  free  from  the  cells  to 
which  they  are  anchored  and  gain  entrance  into  the 
blood  stream.  It  is  not  theoretically  impossible  that 
the  cell-fixed  antibodies  of  the  vascular  mucous 
membrane  of  the  nose  (hay-fever)  and  of  the  equal- 
ly vascular  bronchioles  of  the  lung  (asthma)  are 
more  readily  washed  into  the  circulating  blood  than 
are  the  fixed  antibodies  of  the  less  vascular  horn 
cells  of  the  epidermis  (contact  eczema)  and  there- 
fore are  more  easily  demonstrable  by  the  method  of 
Prausnitz-Kustner. 

The  question  may  be  raised  as  to  why  one  indi- 
vidual develops  contact  eczema  from  exposure  to  a 
given  substance  within  a few  days  or  weeks  after 
contacting  this  excitant;  a second  develops  such  a 
dermatitis  only  after  years  of  exposure  to  the  irri- 
tant; while  a third  may  never  show  demonstrable 
evidence  of  sensitization  to  this  substance.  An- 
alogous to  this,  are  sensitizations  to  rag-weed  pollen. 
Of  three  individuals  reared  in  a farm  home  surround- 
ed by  rag-weed,  one  develops  hay-fever  or  asthma 
early  in  life;  the  second  shows  no  symptoms  until 
the  fourth  or  fifth  decade;  while  the  third  member 
of  the  trio  never  develops  demonstrable  evidence  of 
sensitization  to  this  pollen. 

All  individuals  are  probably  potentially  sensitive 
to  any  given  substance  if  their  skin  surface  contacts 
this  substance  if  sufficient  concentration  or  for  a 
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sufficiently  prolonged  period.  After  sensitization  to 
a specific  eczematogenous  substance  has  once  devel- 
r ped,  the  sensitization  remains  stationary,  increases, 
decreases,  or  even  entirely  disappears,  depending  to  a 
certain  degree,  at  least,  upon  the  frequency  of  con- 
tact with  the  specific  excitant. 

This  is  shown  best  by  the  variations  in  sensitiza- 
tion to  the  poiscn-ivy  plant.  New  born  infants  are 
not  sensitive  to  ivy  on  first  contact  with  the  leaf  or 
extract.  If  these  same  infants  are  tested  again  after 
several  weeks,  approximately  the  same  percentage  of 
sensitizaticn  is  found  in  them  as  is  encountered  in 
adults  who  have  been  exposed  to  ivy  under  natural 
conditions.  In  these  children  the  first  application  has 
apparently  acted  as  the  sensitizing  dose.  It  has  been 
shown  that  Eskimos  who  live  north  of  the  mouth 
of  the  St.  Lawrence  River  are  not  sensitive  to  a con- 
centrated extract  of  the  ivy  plant.  As  ivy  does  not 
grow  north  of  this  latitude,  these  people  have  never 
received  a sensitizing  exposure  to  the  plant.  The 
American  Indians,  who  are  believed  to  be  closely  re- 
lated to  the  Eskimos,  have  been  found  by  many  ob- 
servers to  be  as  frequently  subject  to  ivy  dermatitis 
as  are  the  white  races. 

Many  individuals  sensitive  to  ivy  during  childhood 
develop  partial  or  complete  immunity  to  the  plant 
after  puberty.  Obversely,  I have  observed  a violent 
ivy  dermatitis  in  individuals  who  stated  that  during 
childhood  they  could  handle  the  plant  with  impun- 
ity. 

Two  years  ago,  in  conjunction  with  Dr.  J.  H. 
Black  of  Dallas,  I artificially  sensitized  myself  and 
a-n  office  assistant  to  poison  ivy  (R.  radicans).  Dur 
ing  boyhood  I could  handle  this  plant  with  no  ill  ef- 
fects. For  two  months  previous  to  my  artificial  sen- 
sitization, I repeatedly  collected  this  vine  in  the 
field  for  the  purpose  of  making  extracts  for  at- 
tempted desensitization  of  ivy-sensitive  patients;  on 
numerous  occasions  rubbed  the  leaf  on  the  volar 
surface  of  my  left  forearm;  manually  squeezed  the 
ether-soaked  or  alcohol-soaked  ivy  leaves  while  mak- 
ing the  extract;  yet  no  dermatitis  of  the  slightest 
degree  followed  these  repeated  exposures.  After  the 
seventh  application  of  a concentrated  ivy  extract  to 
the  volar  surface  of  the  forearm,  a dermatitis  first 
appeared.  My  assistant,  who  was  equally  as  immune 
to  the  plant  before  artificial  sensitization  was  start- 
ed, developed  a contact  dermatitis  after  the  ninth 
application  of  the  concentrated  extract.  After  sensi- 
tization had  once  occurred,  both  reacted  to  the  ivy 
leaf  and  dilutions  of  the  extract  up  to  1-10,000. 
The  mere  application  of  the  leaf  to  the  sensitized 
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forearm  of  my  assistant  caused  such  a violent  reac- 
tion that  two  days’  absence  from  office  duty  was 
necessary. 

When  retested  recently,  after  an  absence  of  con- 
tact with  ivy  for  a period  of  two  years,  my  assistant 
was  found  equally  sensitive  to  the  leaf  and  to  1-100, 
1-5  00  and  1-2000  concentration  of  the  extract.  Ap- 
plication of  the  leaf  and  the  same  concentration  of 
the  extract  to  my  forearm  evoked  no  evidence  of  an 
ivy  sensitization.  In  one  instance  sensitization  to  a 
given  substance  remained  approximately  stationary 
during  an  interval  of  two  years;  in  the  second  in- 
stance cutaneous  sensitization  to  the  same  excitant 
had  entirely  disappeared.  Similar  variations  in  the 
degree  of  sensitization  have  been  observed  in  indi- 
viduals idiosyncratic  to  members  of  the  ragweed 
family  (ragweed  pollen,  orris  root,  pyrethum)  novo- 
caine,  turpentine,  cosmetics  of  different  types,  zin- 
nias, almond  meal,  and  so  forth. 

Once  a patient’s  skin  has  become  sensitive  to  one 
eczematogenous  excitant,  the  more  likely  is  that  skin 
to  become  sensitive  to  other  substances.  We  have  re- 
cently observed  a patient  who  consecutively  devel- 
oped contact  dermatitis  from  an  insect  spray,  rag- 
weed pollen,  a face  cream  containing  orris  root,  and 
finally  from  an  orris-free  cream.  As  in  hay-fever 
and  asthma,  instances  of  multiple  sensitization  are 
not  infrequently  observed  in  contact  eczema.  We 
have  treated  a farmer  who  was  markedly  sensitive  to 
all  portions  of  the  ragweed  plant  except  the  pollen, 
broomweed,  parsnipweed  and  corn  shucks,  all  of 
which  he  contacted  almost  daily.  Cure  of  his  ec- 
zema, therefore,  required  avoidance  of  all  these 
plants  as  attempted  desensitization  was  not  feasible. 

DIAGNOSIS  OF  CONTACT  ECZEMA 

The  experienced  dermatologist  may  immediately 
suspect  an  eczema  to  be  of  external  origin  because 
of  the  localization  of  the  dermatitis  or  the  occupa- 
tion of  the  patient.  A dermatitis  confined  to  the 
upper  thighs  in  men  suggests,  for  example  contact 
with  phosphorus  from  matches  carried  in  the  trouser 
pockets;  an  eczema  of  the  right  hand  in  women  calls 
for  questioning  concerning  the  disinfectants  used  in 
douches;  recurrent  summer  eruptions  about  the  an- 
kles lead  to  the  suspicion  of  mosquito  lotions;  a Mon- 
day-morning dermatitis  of  the  same  area  suggests  a 
shoe  polish  used  on  Sunday;  while  an  eczema  of  the 
anterior  surface  of  the  neck  in  men  directs  suspicion 
toward  a dyed  necktie.  An  eczema  in  a tradesman 
raises  the  question  of  some  substance  encountered  in 
his  occupation. 

While  a physician’s  suspicions  of  the  etiology  in 


any  case  of  contact  dermatitis  may  be  partially  sub- 
stantiated by  a carefully  elicited  history  revealing 
exposure  to  eczematogenous  substances;  by  the  dis- 
appearance of  the  eruption  on  areas  ot  the  body  cov- 
ered with  exclusion  bandages  or  through  experi- 
mentally reproducing  the  dermatitis  (patch  test), 
the  final  proof  that  an  eczema  is  caused  by  any  giv- 
en substance  is  the  complete  disappearance  of  the 
eruption  when  the  specific  antigen  is  avoided  and 
the  recurrence  of  the  exanthem  when  the  specific  ex- 
citant is  again  encountered. 

History.  Investigation  of  the  cause  of  contact 
eczema  demands  of  the  physician  a thorough  knowl- 
edge of  the  various  eczematogenous  substances  with 
which  the  patient  may  come  in  contact  in  his  occu- 
pational or  home  environment.  It  must  be  remem- 
bered that  any  substance,  however  banal  or  common- 
place, can  excite  a contact  dermatitis  in  an  idiosyn- 
cratic individual  and,  therefore,  the  history  of  ex- 
posure to  some  apparently  innocuous  substance 
should  never  be  considered  as  unimportant.  Allow 
the  patient  to  narrate  his  own  story.  Such  data  as 
the  site  or  time  of  onset  of  the  eruption,  remissions 
over  the  week-end  or  during  a vacation,  exacerba- 
tions at  certain  periods  of  the  week  or  month,  a 
birthday,  marriage,  divorce,  the  purchase  of  a pet, 
the  death  of  an  uncle,  loss  of  employment,  and  a 
host  of  other  apparently  irrelevant  statements  by 
the  patient  have  prompted  us  to  determine  the  cause 
of  many  perplexing  eczemas. 

Example:  An  individual,  who  had  suffered  for 

several  years,  from  a mild  eczema  of  the  exposed  sur- 
faces, suddenly  became  worse.  He  volunteered  the 
information  that  the  eruption  immediately  increased 
in  severity  after  the  loss  of  a position  he  had  held 
for  years,  and  attributed  the  exacerbation  to  "ner- 
vousness” over  monetary  matters.  Careful  question- 
ing revealed  the  fact  that  house  duties  formerly 
performed  by  a servant  had  been  partially  taken 
over.  A patch  test  done  with  house  dust  from  his 
carpet-sweeper  was  markedly  positive  and  the  erup- 
tion disappeared  when  his  environment  was  changed. 

In  the  solving  of  contact  eczemas  clues  must  be 
followed.  To  successfully  treat  such  eczemas  one 
must  be  a good  detective  rather  than  a skilled  physi- 
cian. 

After  listening  to  the  patient’s  story,  the  physi- 
cian must  then  direct  questions  regarding  contacted 
substances.  To  do  this  intelligently,  it  is  of  the 
greatest  importance  that  the  investigator  have  full 
knowledge  of  the  various  eczematogenous  substanc- 
es which  are  most  likely  to  affect  given  areas  of  the 
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body  surface.  In  eczema  of  the  eye-lids,  for  example, 
we  cannot  expect  the  patient  to  volunteer  complete 
information  concerning  substances  which  have  come 
in  contact  with  these  areas.  A cosmetic  cream  or  lo- 
ticn  used  on  the  entire  face  may  cause  an  eczema  of 
the  eye-lids  alone.  In  addition  to  the  usual  cosmetics, 
specific  questions  must  be  directed  concerning  the 
use  of  temporary  and  semi-permanent  eye-lash  and 
brow  dyes,  eye-shadows,  vaseline,  eye-drops  or  lotions 
prescribed  by  physicians,  perfumes  used  about  the 
eve-brows,  eye-lash  curlers,  spectacle  frames  and  even 
substances  which  do  not  affect  the  callous  skin  of 
the  fingers  but  do  cause  an  eruption  on  the  eye-lids 
by  manual  transference,  as  para-red  ink  from  reading 
the  rotogravure  section  of  newspapers  or  phosphor- 
ous sesquisulphide  from  matches  carried  in  the  pock- 
ets. A list  of  reported  eczematogenous  substances  is 
indispensable  in  such  questioning. 

A contact  diary  kept  by  an  eczematous  patient 
is  often  of  aid  in  detecting  the  causative  agent  in 
perplexing  cases.  In  such  a diary  the  patient  is  in- 
structed to  list  every  contact,  however  irrelevant. 
While  perusing  the  many  entries  in  such  a diary,  the 
attention  of  the  physician  is  occasionauly  directed  to 
some  substance  not  previously  considered. 

Exclusion  Bandages.  It  frequently  happens  that 
che  investigator  is  at  a loss  to  determine  accurately 
whether  a given  dermatosis  is  due  to  an  external  fac- 
tor or  other  cause.  When  an  eczema  involves  an  ex- 
tremity, definite  proof  of  the  nature  of  the  eruption 
can  be  obtained  by  covering  these  areas  for  a period 
of  one  or  two  weeks  with  a gelatin  compound  (Unna 
paste)  bandage,  as  in  the  treatment  of  leg  ulcers. 

If  the  eczema  is  due  to  an  exogenous  cause,  the 
covered  area  will  usually  have  healed  when  the  ban- 
dage is  removed,  often  presenting  a marked  contrast 
to  the  eczematous  areas  unprotected  from  the  con- 
tacted excitant.  Such  a test  does  not  detect  the  of- 
fending agent.  It  does  aid  in  proving  that  the  derma- 
tosis under  consideration  is  of  exogenous  nature; 
stimulates  further  search  for  the  causative  excitant; 
but,  above  all,  it  restores  the  confidence  of  the  pa- 
tient, which  has  materially  waned  after  many  fruit- 
less attempts  by  the  physician  to  convince  him  of  the 
external  nature  of  the  eruption.  In  eczemas  confined 
to  the  hands,  pallbearers’  gloves  may  be  worn  over 
one  hand  where  the  feasibility  of  such  a procedure 
permits.  A bandage  over  the  glove  gives  the  neces- 
sary added  protection  and  may  be  changed  by  the 
patient  when  soiled.  Smaller  areas  on  the  body  can 
be  covered  with  finely  woven  cotton  cloth  held  in 
place  with  rubber  cement. 

The  Patch  or  Contact  Test.  In  determining  the 


causative  agent,  contact  eczema  requires  an  entire- 
ly different  type  of  skin  testing  than  do  other  types 
of  allergic  skin  eruptions,  such  as  certain  urticarias 
and  dietary  eczemas.  The  intradermal  and  scratch 
method  of  applying  the  antigen  is  of  little  or  no 
value  in  testing  the  skin  in  eczemas  of  exogenous 
cause. 

TECHNIC  OF  APPLICATION  AND  VARIATIONS  OF 
THE  PATCH  TEST. 

Technic.  Small  amounts  of  substances  which, 
from  a carefully  elicited  history,  seem  to  play  an  eti- 
ologic  role  in  the  causation  of  the  eczema  under  con- 
sideration, are  held  in  contact  with  the  skin  of  the 
patient  for  a period  of  twenty-four  hours,  unless  the 
resulting  irritation  at  the  contact  site  becomes  too 
severe  to  be  conveniently  tolerated.  The  substances 
to  be  tested  are  usually  covered  with  a larger  square 
of  some  impermeable  material,  as  oiled  silk,  cello- 
phane, or  rubber  dam.  This  covering  is,  in  turn, 
held  in  place  by  strips  of  adhesive  plaster.  Liquids 
are  conveniently  applied  by  soaking  a small  piece  of 
gauze  in  the  solution  to  be  tested.  The  moistened 
gauze  is  then  covered  with  the  impermeable  material 
and  anchored  to  the  cutaneous  surface  with  adhe- 
sive. An  improvement  on  the  conventional  method 
of  patch  testing  is  done  by  using  a closely  woven 
cotton  cloth  as  the  covering  material  and  a trans- 
parent rubber  cement  as  the  adhesive. 

The  patch  should  be  removed  after  twenty-four 
hours.  If  positive,  an  erythematous  area  studded 
with  papules  or  vesicles  (reproduction  of  the  ec- 
zema) is  present  at  the  tested  site.  In  applying  any 
new  or  unfamiliar  substance,  control  tests  should  al- 
ways be  done  to  prove  that  the  material  is  not  a pri- 
mary irritant. 

Delayed  Reactions.  In  exceptional  instances  a re- 
action may  be  delayed  for  several  days  or  longer. 
Therefore  the  tested  sites  should  be  numbered  with 
silver  nitrate  solution  for  future  identification. 

Doubtful  Reactions.  To  consider  a patch  test 
positive,  an  erythematous  area  studded  with  small 
papules  or  vesicles  must  be  present  on  the  tested  site. 
A simple  traumatic  erythema,  transient  in  type, 
from  pressure  of  the  testing  substance,  cannot  be 
considered  as  a positive  test.  If  a doubtful  reaction 
is  present  at  the  tested  site  on  removal  of  the  patch, 
the  testing  substance  should  be  applied.  It  has  oc- 
casionally been  found  necessary  to  keep  the  testing 
substance  in  contact  with  the  skin  for  forty-eight 
hours  or  even  longer  before  an  unquestionable  in- 
flammatory reaction  could  be  evoked. 

Local  Sensitization.  An  eczema  may  be  due  to 
local  and  not  general  sensitization  to  an  eczemato- 
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genous  substance.  Sensitivity  may  be  regionally  dif- 
ferent or  limited  only  to  those  areas  of  the  skin 
which  have  most  frequently  come  in  contact  with 
the  antigen.  In  such  instances  the  application  of  a 
patch  test  to  unaffected  portions  of  the  body  will 
evoke  no  reaction.  Therefore  it  is  occasionally  nec- 
essary to  use  the  healed  parts  of  the  body  for  the 
test.  Cosmetic  eczemas  of  the  face  in  women  are 
especially  prone  to  be  manifestations  of  a local  sensi- 
tization. Patch-tests  in  these  cases  done  with  the 
various  cosmetics  on  the  arm,  back,  or  thigh  will 
evoke  no  positive  reaction;  yet  when  all  cosmetics 
are  discontinued,  the  eczema  will  disappear,  only  to 
recur  when  certain  of  them  are  again  used. 

An  example  of  extreme  local  sensitization  has  re- 
cently been  observed  in  our  practice.  A chronic, 
lichenified  eczema  of  the  eye-lids  of  a female  was 
proved  due  to  contact  with  a lemon  vanishing 
cream  used  over  the  entire  face  and  neck.  Although 
it  was  definitely  demonstrated  by  repeated  trials  that 
the  eye-lid  inflammation  was  due  to  this  cream, 
patch  tests  done  with  the  cosmetic  on  various  por- 
tions of  the  neck,  cheek,  arms,  thighs,  and  legs  were 
repeatedly  negative. 

Enlisting  Patient’s  Aid.  The  attempted  solution 
of  many  chronic  eczemas  of  external  origin  often 
becomes  tedious  to  the  physician  and  patient  alike. 
Also,  many  eczematous  patients  living  at  a distance 
can  be  observed  for  only  a short  period.  Any  physi- 
cian who  discovers  the  etiology  of  a large  percentage 
of  his  cases  of  exogenous  eczema  must  be  unswerv- 
ing in  his  enthusiasm.  The  patient’s  aid  can  be  util- 
ized if  he  can  be  made  just  as  interested  in  his  prob- 
lem. When  a person  is  once  convinced,  either  by 
opinion  given  by  the  physician  or  by  the  employ- 
ment of  exclusion  bandages,  that  his  eczema  is  of 
external,  rather  than  of  internal,  origin,  he  willing- 
ly consents  to  become  his  own  detective.  An  indi- 
vidual of  average  intelligence  can  learn  to  do  patch 
testing  in  a few  minutes.  The  use  of  a contact 
diary  enables  him  to  select  substances  for  testing. 
Even  without  skin  testing,  a patient  is  often  able  to 
cure  his  eruption  by  avoiding  certain  substances.  In 
my  opinion,  the  popularity  of  the  various  watering 
re  orts  for  the  cure  of  eczema  is  due  to  the  fact  that 
the  eczematous  patient,  on  visiting  such  a resort, 
leaves  at  home  the  offending  eczematogenous  sub- 
stance, as  a pet,  a plant,  or  a material  encountered 
in  an  occupation.  Inform  the  patient  of  these  facts, 
arouse  his  interest!  then  seek  his  aid. 

ECZEMA  FROM  FOOD  SENSITIZATION 

That  eczema  may  be  caused  by  the  ingestion  of  a 
food  to  which  an  individual  is  specifically  sensitized 


is  incontestable;  yet  the  usual  cutaneous  expression 
of  a food  allergy  is  an  urticaria  or  angioneurotic 
edema.  Eczemas  from  food  hypersensitiveness  are  far 
less  frequent  than  the  average  physician  realizes. 
Certainly,  less  than  ten  per  cent  of  the  dermatoses 
falling  into  the  eczema  group  are  occasioned  by  such 
an  idiosyncrasy. 

In  the  determination  of  the  causative  agents  in 
food  eczemas,  elimination  diets  have  largely  sup- 
planted skin  testing  with  the  various  food  extracts. 
As  the  majority  of  all  food  eczemas  are  due  either  to 
wheat,  milk,  or  eggs,  many  such  dermatoses  can  be 
cured  by  the  simple  elimination  of  these  foods  from 
the  diet.  When  an  eczema  does  not  disappear  after 
the  elimination  of  these  items,  the  diet  should  be  re- 
stricted to  approximately  ten  other  foods,  preferably, 
to  one  of  the  elimination  diets  suggested  by  Rowe. 
If  the  skin  eruption  disappears  after  subsisting  on 
this  diet  for  a variable  period  of  one  to  four  weeks, 
new  foods  are  added  at  three  day  intervals.  The  pa- 
tient is  admonished  to  consume  large  amounts  of 
the  newly  added  food  and  to  watch  for  any  return 
of  the  skin  symptoms,  as  a marked  exaggeration  of 
the  pruritus.  Offending  foodstuffs  are  immediately 
eliminated.  When  the  cutaneous  eruption  does  not 
heal  when  one  of  the  above  diets  is  followed,  these 
foods  are  eliminated  and  an  entirely  new  list  substi- 
tuted. By  juggling  the  diet,  the  causative  agent  in  a 
food  eczema  can  usually  be  determined;  yet  the 
problem  becomes  increasingly  difficult  in  cases  of 
multiple  sensitization.  In  the  employment  of  elim- 
ination diets,  it  must  always  be  borne  in  mind  that 
a chronic  lichenified  eczema  may  require  many  weeks 
for  complete  disappearance.  Certain  dangers  accom- 
pany the  employment  of  too  restricted  a diet  over 
prolonged  periods.  In  order  to  prevent  such  contin- 
ued restrictions,  new  foods  can  be  added  before  the 
skin  completely  heals,  if  the  patient  consumes  large 
quantities  of  the  newly  added  food  and  immediately 
discards  foods  which  cause  a marked  increase  of  the 
skin  symptoms. 

When  the  eczematous  adult  is  tested  with  the  vari- 
ous food  extracts  by  the  conventional  intradermal 
and  scratch  methods,  he  is  usually  found  sensitive  to 
half  a dozen  or  more  of  the  extracts.  In  most  in- 
stances, when  the  reacting  foods  are  eliminated  from 
the  diet,  the  eczema  continues  unabated.  These  foods 
can  be  later  added  without  causing  an  exacerbation 
of  the  condition.  False  positive  skin  reactions  are 
the  rule  rather  than  the  exception  with  such  testing. 
Conversely,  in  eczemas  proved  due  to  a food  by  the 
employment  of  elimination  diets,  the  intradermal  and 
scratch  tests  with  the  causative  food  extracts  may 
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be  entirely  negative.  Regardless  of  the  fact  that  both 
false  positive  and  false  negative  skin  reactions  are 
encountered  in  intradermal  and  scratch  testing,  these 
procedures  should  always  be  employed  in  the  recal- 
citrant cases.  Patch  testing  with  the  various  foods 
in  ingestion  eczema  is  of  little  value  due  to  the 
fact  that  positive  tests  are  rarely  encountered. 

ECZEMA  FROM  BACTERIAL  SENSITIZATION 
Localized  or  widespread  eczemas  are  occasionally 
caused  by  the  cutaneous  sensitization  of  a patient  to 
the  products  (bacterial  toxins  and  proteins)  of  a 
chronic  bacterial  focus  within  the  body.  In  our  prac- 
tice eczemas  of  long  standing  have  been  observed  to 
immediately  flare-up  and  then  so  rapidly  disappear 
completely  after  the  removal  of  a chronic  dental, 
tonsillar,  mastoid,  gallbladder,  Fallopian  tube  or 
prostatic  infection  that  we  are  convinced  that  the 
involution  of  the  eczema  was  not  merely  coinciden- 
tal to  the  removal  of  the  bacterial  focus. 

Proof  that  the  eczema  is  caused  by  sensitization  to 
bacterial  products  is  not  yet  possible  with  our  pres- 
ent means  of  investigation.  Intradermal  tests  with 
sterile  cultures  from  these  foci  yield  such  a high 
percentage  of  false  positive  reactions  that  this  pro- 
cedure is  fraught  with  error.  Patch  tests  with  these 
same  cultures  have  to  date  yielded  no  reliable  in- 
formation. Proof  of  such  an  etiology  for  eczema  is, 
at  present,  dependent  upon  the  clinical  observation 
that  certain  eczemas  disappear  after  the  removal  of 
chronic  bacterial  foci. 

eczema  from  fungous  sensitization 
The  usual  expression  of  cutaneous  sensitization  to 
the  products  (fungous  toxins  and  proteins)  formed 
in  a localized  fungous  focus  and  disseminated 
through  the  blood  stream  is  a vesicular  eruption  of 
the  hands  (pompholyx)  or  a disseminate  papular 
eruption  of  the  trunk  (lichenoid  trichophytid) . 
These  secondary  focal  irritative  lesions  are  termed 
an  "id”  or  "dermatophytid”  to  distinguish  them 
from  the  primary  infective  fungous  focus  or  derma- 
tophytosis.  Localized  or  widespread  patchy  or  dif- 
fuse eczematous  lesions  may  also  be  caused  by  sensiti- 
zation to  the  antigenic  products  liberated  in  a pri- 
mary fungous  infection,  whether  this  be  a derma- 
tophvtosis  of  the  feet,  hands,  or  groin,  tinea  of  the 
nails,  or  ringworm  of  the  scalp. 

Proof  that  such  an  eczema  is  caused  by  sensitiza- 
tion to  the  products  formed  in  the  primary  focus  is 
dependent  upon  the  fact  that  patients  with  an  ec- 
zema of  this  nature  usually  show  a markedly  posi- 
tive patch,  scratch,  and  intradermal  test  with  tri- 
chophytin;  there  is  usually  a local  exacerbation  of 
the  eczematous  lesions  following  the  introduction  in- 


to the  body  of  small  quantities  of  this  extract;  and 
a complete  disappearance  of  the  eczema  follows  the 
healing  of  the  primary  fungous  focus. 

Intradermal  and  patch  tests  with  a 1:50  dilution 
of  trichophytin  yield  such  a high  percentage  of  posi- 
tive reactions,  due  to  the  high  incidence  of  present 
or  past  dermatophytosis  in  this  geographical  area, 
that  a negative  reaction  is  considered  in  our  prac- 
tice of  equal  diagnostic  value  as  a markedly  positive 
test.  Negative  reactions  in  an  eczematous  patient 
with  dermatophytosis  are  evidence  that  the  eczema 
and  the  fungous  infection  are  coincidental. 

ECZEMAS  FROM  DRUGS 

Idiosyncrasies  to  drugs  are  usually  manifested  by 
acute  exanthems  which  tend  to  disappear  within  a 
few  days  after  the  causative  drug  is  discontinued. 
Although  certain  medicines  may  be  ingested  daily 
for  months  or  years  before  sensitiveness  develops,  an 
eruption  induced  by  such  a hypersensitivity  disap 
pears  so  rapidly  on  discontinuance  of  the  causative 
drug  that  little  doubt  exists  as  to  its  causation.  Cer- 
tain drugs,  notably  the  arsphenamines  and  bromides, 
tend  to  become  fixed  in  the  tissues  and  give  rise  to 
exanthems  which  may  require  weeks  or  months  for 
complete  healing.  The  continued  ingestion  of  a drug 
to  which  a patient  is  mildly  sensitive  occasions 
chronic  exanthems  in  the  form  of  localized  eczema- 
tous lesions  or  generalized  exfoliative  dermatitis.  Ec- 
zema-like eruptions  of  long  standing  have  been  ob- 
served in  our  office  from  the  ingestion  or  intrave- 
nous or  intramuscular  injection  of  such  drugs  as 
amytal,  luminal,  quinine,  stovarsol,  sodium  thiosul- 
phate, phenolphthalein,  neoarsphenamine  and  bis- 
muth. Other  eczemas  have  disappeared  spontane 
ously  after  discontinuance  of  certain  "patent  rem- 
edies.” 

Proof  that  an  eczema  is  due  to  sensitization  to  a 
drug  requires  the  complete  healing  of  the  dermatitis 
when  the  suspected  drug  is  discontinued  and  a re- 
currence of  the  typical  lesions  of  this  dermatosis 
when  the  drug  is  again  ingested. 

Patch  tests  with  the  causative  drug  are  still  in  the 
experimental  stage.  Sensitivity  to  arsphenamine  and 
neoarsphenamine  can  usually  be  readily  determined, 
however,  by  contact  tests  done  with  a twenty-five 
per  cent  aqueous  solution  of  this  arsenical. 

conclusions 

The  eczema  problem  has  not  been  completely 
solved.  There  has  occurred,  however,  a gradual  al- 
teration in  our  beliefs  as  to  the  causation  of  this  der- 
matosis. Whereas  it  was  formerly  believed  that  all 
eczemas  were  due  to  some  internal  factor,  it  is  now 
considered  that  the  rank  and  file  of  such  eruptions 
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are  caused  by  cutaneous  sensitization  to  some  ex- 
ogenous substance.  Sensitization  to  foods,  drugs,  and 
products  of  bacterial  and  fungous  foci  account  for 
a minority  of  such  exanthems.  Idiosyncrasy  to  such 
metabolites  as  urea,  uric  acid,  creatinin,  and  so  forth, 
are  possible  factors  in  the  etiology  of  this  condition, 
as  is  the  more  remote  possibility  of  idiosyncrasy  to 
tobacco,  which  has  been  proved  to  occasion  local- 
ized pruritus  with  subsequent  lichenification. 

Discussion 

DR.  M.  B.  CULPEPPER  (Carlsbad,  N.  M.)  : I 
do  not  feel  able  to  discuss  this  paper  but  wish  to 
express  my  appreciation  to  Dr.  Shelmire  for  his 
wonderful  description  and  the  deep  study  he  has 
made  of  this  subject.  I should  like  to  ask  his  opin- 
ion of  a patient  who  had  once  suffered  from  ery- 
thematous patches,  had  apparently  been  cured  only 
to  suffer  recurrences  after  long  intermissions.  The 
patient  was  treated,  by  a doctor  in  Oklahoma  City, 
with  sodium  persulphate  and  apparently  cured,  but 
the  recurrences  were  almost  as  severe  as  in  the  be- 
ginning. I should  like  to  ask  if  this  could  have  been 
the  result  of  the  original  treatment. 

DR.  R.  L.  BRADLEY  (Roswell,  N.  M.)  : I do 

not  know  very  much  about  allergy  but  have  been 
learning,  as  we  have  had  it  in  the  family.  My  wife 
has  suffered  with  asthma  for  some  25  years,  and 
about  three  years  ago  I had  her  tested  out  and 
found  that  it  was  due  to  milk  and  food.  I gave  her 
a few  shots  of  adrenalin  by  hypo  every  night  for  a 
few  days  and  we  went  over  to  Oklahoma  Cty  to  see 
Dr.  Balyeat,  but  by  the  time  we  arrived  there  she 
was  well  and  has  not  been  troubled  with  an  attack 
of  asthma  since.  My  son  is  troubled  with  eczema 
on  his  hands;  if  he  drinks  ice  water  his  lips  and 
hands  will  swell,  and  if  he  handles  ice,  immediately 
there  comes  a large  blister  where  he  took  hold  of 
the  ice.  My  two  girls  also  are  subject  to  urticaria. 

I enjoyed  the  Doctor’s  paper  very  much  and  feel 
that  we  have  been  benefited  by  it. 

DR.  L.  0.  DUTTON  (El  Paso,  Texas)  : I enjoyed 
Dr.  Shelmire’s  excellent  paper  very  much,  but  feel 
that  he  did  not  emphasize  several  points  sufficient- 
ly. If  you  are  a general  practitioner  and  send  a pa- 
tient to  a dermatologist,  do  not  expect  the  patient 
to  return  and  say  that  his  eczema  was'  due  to  so  and 
so.  These  things  cannot  be  worked  out  rapidly.  As 
some  of  the  Doctor’s  illustrative  cases  pointed  out, 
it  is  like  working  a Chinese  puzzle,  and  takes  a 
great  deal  of  time  and  patience.  Eventually,  how- 
ever, the  patient  or  some  member  of  the  family 
may  give  you  a clue  to  what  is  happening  and  what 
was  really  the  cause  of  the  trouble. 

I want  to  disagree  with  Dr.  Shelmire  on  one 
point  and  that  is  the  efficacy  of  skin  tests  for  food 
substances.  I do  not  believe  that  the  elimination 
diet  is  superior  to  the  food  tests.  I have  tried  out  a 
good  many  of  these  cases  and  believe  you  can  get 
satisfactory  results'  with  the  food  tests.  The  trouble 
comes  in  the  misinterpretation  of  what  reactions  are 
obtained.  These  tests  should  not  be  considered  nega- 


tive until  different  sites'  of  the  body  have  been  test- 
ed, until  the  patient  has  been  tested  at  different 
times  and  until  all  methods  of  testing  have  been 
used  with  different  dilutions  of  the  extracts.  When 
all  these  things  are  considered,  I believe  we  get 
much  better  results  following  our  skin  tests  than 
we  do  following  the  elimination  tests. 

DR.  RAY  M.  BALYEAT  (Oklahoma  City, 
Okla.)  : I wrant  to  compliment  Dr.  Shelmire  on  his 
paper.  He  is  very  enthusiastic  about  this  subject 
and  has  a right  to  be.  About  ten  years  ago  I had  the 
nerve  to  mention  at  one  time  in  a meeting  at  At- 
lanta, Georgia,  that  there  was  a relationship  be- 
tween hay-fever,  asthma,  and  eczema.  Four  or  five 
doctors  immediately  jumped  up  and  said  that  they 
did  not  believe  any  such  relationship  existed.  For 
many  years  prior  to  that  time  we  had  noticed  that 
asthma  and  hay-fever  were  interchangeable  in  link- 
age from  the  standpoint  of  inheritance,  and  also  no- 
ticed that  eczema  kept  creeping  in  and  that  appar- 
ently it  was  interchangeable  in  linkage  with  asth- 
ma and  hay-fever,  and  if  so  we  felt  that  it  ought 
to  be  coming  from  one  and  the  same  source,  namely, 
sensitization  to  some  substance.  One  of  my  best 
friends  in  Oklahoma  City,  a dermatologist,  very  of- 
ten argued  with  me  concerning  the  possibility  of  ec- 
zema being  allergic.  Today,  however,  he  does  not 
question  the  fact.  I have  contended  for  many  years 
that  a patient  with  eczema  whose  family  tree  was 
saturated  with  allergic  diseases — namely,  asthma, 
hay-fever,  urticaria,  or  migraine — should  be  thor- 
oughly tested  as  a means  of  finding  a possible  etio- 
logic  factor  of  eczema. 

One  thing  about  elimination.  So  many  times  in 
eliminating  foods  from  patients’  diets  we  do  not 
get  good  results;  it  is  frequently  due  to  the  fact 
that  thorough  elimination  is  not  done.  Or,  for  a pa- 
tient who  has  contact  dermatitis,  thorough  elimina- 
tion is  not  done.  Frequently  a patient  is  told  to 
leave  eggs  out  of  his  diet  but  is  not  instructed  care- 
fully to  leave  out  everything  that  eggs  go  into; 
therefore,  he  continues  to  receive  eggs,  sometimes  in 
large  quantities. 

In  eczema  and  migraine,  one  has  to  be  more  car-e- 
ful  about  thorough  elimination  of  foods  to  which  a 
patient  is  sensitive  than  in  asthma.  Recently,  for 
example,  I had  a patient  from  Arkansas  who  had 
eczema,  w'ho  was  very  sensitive  to  eggs  and  knew  it, 
and  his  family  physician  knew  it.  He  was  told  to 
leave  eggs  and  things  that  eggs  go  into  out  of  his 
diet,  but  good  results  were  not  obtained.  However, 
he  found  that  he  was  drinking  coffee  that  had  been 
glazed  in  egg  white  and  on  changing  the  brand  of 
coffee,  he  became  free. 

DR.  BEDFORD  SHELMIRE  (closing)  : The  re- 
currence of  an  arsenical  exfoliative  dermatitis  in  an 
individual  who  has  not  again  received  arsphena- 
mine  injections  is  due  either  to  the  ingestion  of 
arsenic,  or  the  absorption  of  this  drug  by  inhala- 
tion w'hich  is  encountered  occasionally  in  the  min- 
ing and  smelting  of  copper.  I have  observed  an 
arsenical  exfoliative  dermatitis  from  the  ingestion 
of  Stovarsol  tablets  and  a second  case  which  was 
apparently  caused  from  the  arsenic  of  wall-paper. 
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In  a third  instance,  a recurrence  of  an  arsenical  ex- 
foliative dermatitis  was  caused  from  eating  apples 
sprayed  with  arsenic  as  a pest  control. 

In  answer  to  Dr.  Bradley’s'  question,  fish,  shell- 
foods,  and  strawberries  are  more  likely  to  cause  a 
acute  urtic.ara  than  an  eczema. 

I agree  with  Dr.  Dutton  that  skin  tests  are  often 
valuable  in  the  determination  of  the  causative  fac- 
tors in  certain  food  eczemas.  I still  contend,  how- 
ever, that  far  more  information  can  be  obtained  in 
such  cases  from  properly  followed  elimination  diets. 


ASCITES 

(Case  Report) 

(Presented  at  the  Staff  Meeting  of  the  Good  Sa- 
maritan Hospital,  Phoenix.  Ariz.,  March  27,  1933). 


The  patient  was  sent  into  the  hospital  by  the 
Social  Service  Center  on  January  2,  1933,  was  dis- 
charged on  January  27,  and  re-entered  on  Febru- 
ary 9. 

He  was  39  years  of  age,  and  complained  of  in- 
termittent swelling  of  both  ankles  and  legs  for  a 
period  of  several  months  back,  and  swelling  and 
discomfort  of  the  abdomen  of  recent  origin.  He 
stated  that  he  had  the  “flu”  four  weeks  before  ad- 
mission, with  onset  of  chills  and  fever,  general  body 
aches,  and  a respiratory  infection.  He  took  some 
phoid  fever  several  years  ago,  but  recovered  without 
lieved  in  a few  days,  only  to  find  that  his  abdomen 
continued  to  swell,  and  the  swelling  of  legs  grew 
rapidly  worse,  complicated  with  aching  and  itching 
sensation.  The  swelling  of  the  legs,  until  the  con- 
dition became  acute,  was  present  only  at  night,  the 
legs  being  normal  in  size  each  morning  after  a 
night’s  rest  in  bed. 

Family  History:  Father  and  mother  are  both 

dead  in  old  age,  cause  unknown,  one  brother  and 
two  sisters  now  living  and  well. 

Past  History:  Had  measles,  mumps,  whooping 

cough,  in  childhood.  Had  a severe  attack  of  ty- 
phoid fever  sevral  years  ago,  but  recovered  without 
complications.  No  surgical  operations  or  accidents. 
Habits  have  been  good. 

Physical  Examination:  Patient  does  not  appear 

acutely  ill,  but  presents  an  enormous  swelling  of 
the  abdomen,  scrotum,  both  legs,  and  over  the 
sacral  region.  No  caput  medusae  present.  The  ab- 
domen is  flat  in  both  flanks,  and  tympanitic  in  its 
central  portion.  No  especial  tenderness  is  present 
in  any  portion.  The  spleen  is  not  palpable.  The 
liver  dullness  is  two  inches  higher  than  normal, 
and  to  percussion  is  smaller  than  normal.  The 
skin  is  very  dry,  scaly,  presents  no  eruptions  or 
icterus.  The  eyes  are  clear,  pupils  are  regular  and 
react  normally.  Nose,  throat,  and  mouth  appear 
normal.  Teeth  are  in  good  condition.  No  tumor 
masses  are  found  in  the  neck  or  lymph  glands. 
Lungs  are  clear  in  upper  portions,  but  many  moist 
rales  are  heard  at  the  base,  especially  on  the  right 


side.  The  heart  is  pushed  upward,  until  the  apical 
impulse  is  seen  and  felt  just  under  the  nipple.  No 
cardial  enlargement  can  be  percussed.  The  heart 
tones  are  of  good  quality,  regular,  average  in  rate, 
and  no  adventitious  sounds  are  heard.  The  reflex, 
sensory  and  motor  phenomena  are  normal. 

Laboratory:  Urine:  straw,  alkaline,  sp.  gr.  1010; 

no  albumin,  sugar,  blood,  pus  or  casts.  R.  B.  C. 
4,180,000;  Hb.  20  per  cent;  W.  B.  C.  5,450;  68  per 
cent  polys,  30  per  cent  monos,  and  2 per  cent  eos- 
inophiles.  Wassermann  negative.  An  x-ray  of  the 
chest  did  not  show  anything  remarkable.  There 
were,  however,  old  fibrous  infiltration  densities  ex- 
tending into  the  upper  and  middle  portions  of  the 
lung  field  on  the  left,  and,  to  a lesser  extent,  on 
the  right,  with  probably  a small  amount  of  fluid 
in  both  pleurae.  During  the  first  admission,  two 
paracenteses  of  the  abdomen  were  done  to  relieve 
the  fluid  present,  and,  in  addition,  large  amounts 
of  ammonium  chloride  were  given  daily,  together 
with  intravenous  salygran,  but  very  little  response 
was  obtained  toward  relieving  the  ascites.  The  pa- 
tient continued  to  be  badly  distended  with  gas,  even 
after  paracentesis,  and  the  bowels  were  very  much 
constipated.  He  was  discharged  from  the  hospital 
on  January  27th,  unimproved;  he  was  sent  out  to 
a convalescing  home,  and  I did  not  see  him  again 
until  his  re-admission.  The  diagnosis  made  on  the 
chart  at  the  time  of  his  first  admission  was  portal 
obstruction  with  asoites,  cause  unknown,  but  prob- 
ably atrophic  cirrhosis. 

When  this  patient  returned  to  the  hospital  on 
Feb.  9,  1933,  he  had  definitely  lost  ground.  He 
had  become  icteric  in  the  interval;  the  swelling  of 
the  abdomen  was  enormous;  he  was  having  attacks 
of  chills,  with  high  fever,  and  remittent  daily.  The 
fever  returned  each  afternoon,  but  gradually  sub- 
sided three  days  before  death.  The  urine  was  still 
negative  except  for  a slight  trace  of  sugar.  The 
white  count  was  9.500,  with  69  per  cent  polys.  There 
was  considerable  fluid  in  the  right  pleural  cavity 
and,  to  a lesser  extent,  in  the  left.  Fluid  was  with- 
drawn once  during  his  second  admission.  The 
course,  however,  was  continuously  downhill  until 
death  on  February  23.  Pain  was  a conspicuous 
feature  also  during  the  second  admission;  patient 
complained  of  severe  pain  over  the  right  kidney 
fossa,  over  the  liver,  epigastrium  and  in  the  right 
side  of  the  neck  and  shoulder.  I was  not  sure,  the 
second  admission,  whether  he  had  atrophic  cirrho- 
sis or  carcinoma,  because  of  the  presence  of  fever 
and  the  rapid  development  of  jaundice. 

J.  D.  HAMER,  M.  D. 

Discussion 

At  the  time  of  first  admission  of  this  patient,  the 
complaint  was  diagnosed  as  renal  disease.  After 
admission  it  was  soon  recognized  as  abdominal  and 
circulatory  and  not  a nephritic  edema. 

The  outstanding  findings  of  first  admission  were 
the  edema  of  the  lower  extremities  and  ascites, 
with  some  evidence  of  pulmonary  congestion.  The 
liver  seemed  decreased  in  size.  X-ray  examination, 
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two  weeks  later,  showed  extension  of  pulmonary 
congestion  but  no  evidence  of  any  cause  of  pressure 
on  the  vena  cava  above  the  diaphragm.  Paracente- 
sis gave  a clear  ascitic  fluid  .two  days  after  admis- 
sion. It  was  still  clear,  on  paracentesis  two  weeks 
later.  Three  and  a half  weeks  after  admission,  the 
patient  was  removed  to  a home  for  care.  No  jaun- 
dice had  appeared  at  this  time,  but  it  was  apparent 
that  a portal  obstruction  was  present.  The  cause 
was  not  clearly  understood. 

About  two  weeks  after  discharge  the  patient  re- 
turned, this  time  with  additional  signs  of  jaundice 
and  a right  pleural  effusion.  He  became  gradually 
worse  and  died  after  being  in  hospital  two  weeks, 
in  all,  about  seven  and  a half  weeks  after  first 
admission. 

The  diagnosis  originally  revolved  about  the  cause 
of  the  ascites. 

Ascites  may  be  referable  to  either  general  or 
local  causes.  Of  the  general  cause,  heart  disease 
is  the  most  common.  Next  in  frequency  come  renal 
disease  and  cirrhosis  of  the  liver.  Of  the  local 
causes,  chronic  inflammation  of  the  peritoneum, 
especially  of  the  tuberculous  type,  is  the  most  im- 
portant. Abdominal  tumors  and  metastatic  neo- 
plasms of  the  peritoneum  may  cause  ascites,  as  may 
also  obstruction,  such  as  hepatic  cirrhosis,  syphilis, 
aneurysm  and  compression  or  obstruction  of  the 
inferior  vena  cava.  More  rarely  ascites  is  seen  in 
leukemia,  pernicious  anemia,  and  malaria. 

Functionally,  the  circulatory  system  showed  no 
pathology  except  the  evening  swelling  of  the  legs 
and  ankles.  Anatomically,  no  cardiac  pathology 
was  demonstrated. 

Neither  was  there  evidence  of  renal  involvement. 
The  edema  was  restricted  to  the  lower  extremities, 
the  urine  examination  was  negative  and  the  urine 
output  was  normal. 

Because  of  the  decrease  in  size  of  the  liver,  the 
abdominal  ascites,  the  pains  in  the  liver  region  and 
evidence  of  obstruction  to  venous  drainage  from  the 
lower  extremities,  a tentative  diagnosis  of  portal  or 
atrophic  cirrhosis  was  made.  To  further  encour- 
age this  diagnosis,  jaundice  later  appeared  with  an 
increase  in  the  liver  pain.  It  was  about  this  time 
also  that  the  pleuritic  inflammation  and  exudate 
began  to  develop. 

Tuberculous  peritonitis  could  not  be  definitely 
ruled  out,  especially  in  presence  of  the  pulmonary 
findings,  although  tuberculosis  is  a common  compli- 
cation of  cirrhosis.  A diagnostic  point  is  the  find- 
ing of  a preponderance  of  lymphocytes  in  tubercu- 
lous ascites  fluid  and  of  endothelial  cells  in  cirrho- 
sis. This  examination  was  not  done  on  this  case. 

In  a carcinomatous  peritonitis,  the  signs  of  a pri- 
mary growth  in  the  stomach  or  elsewhere  in  the 
abdomen,  was  concealed  by  the  extreme  ascites  and 
was  not  ruled  out  until  jaundice  appeared. 

Ascites  is  common  in  carcinoma  of  the  liver. 
Jaundice  may  occur  in  either,  but  if  it  is  very  deep, 
which  here  it  was  not,  malignancy  is  the  more 


likely  diagnosis.  Primary  carcinoma  of  the  liver 
can  be  distinguished  from  ordinary  cirrhosis  only 
by  the  findings  of  nodules  in  the  liver. 

Syphilis  of  the  liver  often  stimulates  portal  cir- 
rhosis. The  Wassermann  test  here  was  negative 
and  no  evidence  of  specific  lesions  were  found  else- 
where in  the  body. 

Banti’s  disease  in  the  late  stage  is  accompanied 
by  cirrhosis  of  the  liver  with  ascites.  It  is  dis- 
tinguished from  portal  cirrhosis  by  the  preceding 
anemia  and  leukopenia  and  by  the  massive  enlarge- 
ment of  the  spleen. 

The  distinction  from  thrombosis  of  the  portal 
vein  is  difficult,  depending  as  it  does  mainly  on  the 
rapidity  with  which  ascites  sets  in  and  recurs  after 
tapping  in  portal  thrombosis  and  the  usually  more 
acute  course. 

The  diagnosis  of  portal  or  atrophic  cirrhosis  was 
corroborated  at  autopsy. 

R.  M.  MATTS,  M.  D. 

Autopsy  Findings 

Body  of  an  adult  male,  revealed  marked  jaundice 
with  decided  edema  of  the  lower  extremities. 

Thorax:  Left  pleural  cavity  shows  no  free  fluid; 

lung  reveals  bronchopneumonia.  Right  pleural  cav- 
ity reveals  numerous  adhesions  over  the  entire  lung 
with  exception  of  the  apex.  There  is  a recent  but 
definitely  organized  empyema  cavity  encapsulated 
and  containing  purulent  fluid,  located  along  the 
posterior  mediastinal  surface  of  the  right  lung. 

Pericardial  sac  and  heart  negative.  Heart  is  not 
enlarged.  Mitral  valve  normal,  except  for  slight 
fibrotic  thickening.  There  is  a slight  atheroma 
formation  of  the  ascending  aorta. 

Abdomen:  A very  large  amount  of  free  fluid  in 
the  peritoneal  cavity.  There  are  many  old  adhesions 
of  intestines  and  omentum  in  the  right  iliac  area. 
Appendix  was  found  postcecal.  Other  portions  of 
the  intestines  were  negative,  except  for  one  small 
area  of  small  intestines  which  showed  injection  of 
the  serous  coat. 

Liver:  Very  much  reduced  in  size;  surface  very 

nodular  and  the  capsule  thickened.  The  cut  sur- 
face yellowish  brown  in  color,  of  a nutmeg  or  lob- 
ulated  appearance. 

Spleen  is  greatly  enlarged;  capsule  thickened. 
Cut  surface  of  the  spleen  shows  fibrosis  and  in- 
creased firmness  of  consistency. 

Kidneys:  Not  enlarged.  The  capsules  were  strip- 
ped with  some  difficulty.  Cortex  was  narrowed 
and  revealed  some  yellow  discoloration  on  a cut 
surface.  Bladder  normal  and  prostate  not  enlarged. 

Anatomical  Diagnosis:  Cirrhosis  of  the  liver  with 
portal  obstruction  and  ascites; 

Hydrothorax  right  side; 

Recent  right  pleuritis; 

Brochopneumonia,  left  lower  lobe. 

H.  P.  MILLS,  M.  D. 

R.  M.  MATTS,  M.  D. 
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SPINAL  FLUID 

J.  D.  HAMER,  M.  D. 

Phcenix,  Ariz. 

(Read  at  December,  1932,  meeting  of  Staff  of 
Good  Samaritan  Hospita,  Phoenix,  Ariz.) 

This  paper  is  for  the  purpose  of  discussing  the 
various  differential  points  from  an  analysis  of  the 
spinal  fluid,  that  serve  to  help  identify  various  in- 
flammatory diseases  of  the  central  nervous  system. 

An  analysis  of  the  spinal  fluid  takes  into  consid- 
eration the  initial  pressure,  the  rise  or  fall  of  pres- 
sure on  compression  of  the  jugular  vein,  the  appear- 
ance of  the  fluid,  the  cell  count,  the  globulin  test, 
the  protein,  sugar,  chlorides  and  NPN  expressed  in 
mgm.  per  100  cc.  and  the  gold  sol  test.  Normally 
the  fluid  has  a pressure  of  70  to  150,  and  even  as 
high  as  190  mm.  of  water,  with  a prompt  rise  by 
jugular  pressure.  Its  appearance  is  clear,  and  it  forms 
no  clot.  The  cells  average  none  to  five,  and  even  as 
high  as  ten,  and  the  globulin  test  is  negative.  Pro- 
tein is  15  to  45  normally,  sugar  50  plus  or  minus, 
chlorides  720  to  75  0,  and  NPN  12  to  1 8 mgm.  per 
1 00  cc. 

Meningismus,  that  condition  that  sometimes  oc- 
curs, especially  in  children,  during  a course  of  pneu- 
monia or  other  toxic  infectious  process,  will  show 
very  little  alteration  in  the  findings  of  the  spina! 
fluid.  The  pressure  will  be  increased,  and  there  may 
be  a slight  decrease  in  the  protein  and  chlorides, 
while  the  sugar  may  be  increased. 

In  brain  abscess  a pressure  increase  of  the  fluid 
will  be  found,  while  the  appearance  varies,  depend- 
ing whether  there  is  a complete  localization  or  if 
there  is  pus  in  the  circulating  fluid.  The  fluid  may 
or  may  not  clot.  The  cells  are  increased  as  a rule, 
ind  generally  are  of  the  poly  type,  predominating. 
Globulin  may  or  may  not  be  present.  The  protein 
is  always  slightly  increased,  the  sugar  normal  or  in- 
creased, the  chlorides  are  normal,  the  NPN  is  nor- 
mal and  the  gold  sol  test  variable.  Polys  are  always 
in  excess,  and  if  high  fever  and  septicemia  are  pres- 
ent, the  chlorides  may  fall. 

The  pressure  is  increased  in  acute  syphilitic  men- 
ingitis, the  appearance  varies,  and  a fibrin  clot  mas 
form,  the  cells  are  chiefly  monos,  the  globulin  and 
the  protein  are  increased,  the  sugar  is  normal  or  low, 
the  chlorides  are  a little  low,  the  NPN  is  normal, 
the  gold  sol  is  strongly  suggestive,  and  the  Wasser- 
mann  is  usually  positive. 

In  purulent  meningitis  from  any  cause,  the  pres- 
sure is  increased;  the  fluid  is  clear  to  purulent,  even 


with  clot  formation;  the  cells  are  chiefly  polvs;  the 
globulin  and  the  protein  are  increased;  the  sugar  and 
chlorides  are  low;  the  NPN  is  normal,  and  the  gold 
sol  is  variable.  In  these  cases,  the  sugar  falls  rapid- 
ly to  under  10  mgms.  Chlorides  are  rarely  below 
640  unless  sepsis  is  present.  The  offending  organism 
is  urually  found  on  the  smear. 

Tuberculous  meningitis,  anterior  poliomyelitis, 
and  encephalitis  offer  difficulties  in  diagnosis.  The 
findings  of  tuberculous  meningitis  are,  as  a rule,  as 
follows:  increased  pressure;  opalescent  appearance 
with  formation  of  a fibrin  web  in  the  fluid  on 
standing;  cells,  chiefly  monos,  are  in  excess  ot  100; 
globulin  is  increased:  protein  is  above  100  mgm.; 
the  sugar  is  normal  or  decreased,  generally  low:  the 
chlorides  are  very  low  (under  6 5 0);  the  NPN  is 
normal;  and  the  gold  sol  is  variable.  In  early  cases 
and  in  infants  polys  are  in  excess  early,  while  monos 
are  in  excess  later.  The  sugar  as  a rule  falls  to  3 0 
mgm.,  and  the  chlorides  to  below  6 5 0. 

Cases  of  poliomyelitis  will  show  increased  pres- 
sure and  slightly  cloudy  fluid  which  may  form  a 
web.  Cells  are  increased,  and  globulin  is  slightly  in- 
creased. Protein  is  slightly  increased;  sugar  is  nor- 
mal or  slightly  increased;  chlorides  are  normal  or 
slightly  decreased;  NPN  is  normal,  and  the  gold  sol 
is  variable.  Cases  of  encephalitis  will  as  a rule  show 
normal  pressure,  normal  appearance,  normal  or  slight 
increase  in  cells — mrnos,  increased  or  no  globulin, 
normal  or  slight  increase  in  protein,  slight  increase 
in  sugar,  normal  chlorides  and  NPN.  Gold  sol  is 
variable. 

Further  discussing  the  three  last  named  diseases, 
the  differential  points  in  tubreculous  meningitis  are 
as  follows:  (1)  The  pressure  is  increased  in  tuber- 
culous meningitis  and  poliomyelitis,  and  not  in  en- 
cephalitis. (2)  A fibrin  web  is  more  apt  to  occur  in 
tuberculous  meningitis.  (3)  The  number  of  cells  is 
more  in  the  two  diseases  than  in  encephalitis.  How- 
ever, encephalitis  with  a pleocytosis  and  great  in  - 
crease  in  globulin  may  not  be  easily  distinguished 
from  tuberculous  meningitis,  especially  in  the  early 
course  of  the  latter.  (4)  The  presence  of  the  tuber- 
cle bacillus  will  differentiate.  (5)  Sugar  and  chlo- 
rides are  the  real  distinguishing  features,  since  in  tu- 
berculous disease  they  are  both  low,  while  in  the 
other  diseases,  there  is  no  such  change. 

In  anterior  poliomyelitis,  as  stated  before,  the  pres- 
sure is  often  increased,  the  cells  always  so,  usually 
above  5 0,  and  maybe  over  100.  There  may  be  an 
increase  in  the  polys  in  the  preparalytic  stage,  but 
these  are  rapidly  replaced  by  the  monos.  Once  par- 
alysis sets  in,  the  cell  count  gradually  falls  so  that 
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it  is  within  normal  limits  in  two  to  three  weeks. 
Coincident  with  the  fall  of  the  cell  count,  there  is  a 
progressive  increase  in  the  protein  for  about  two 
weeks,  then  a return  to  normal.  The  sugar  is  normal 
when  taken  after  a night’s  fast,  but  may  be  slightly 
elevated  if  examined  during  the  day.  This  is  also 
true  of  encephalitis  and  many  other  diseases,  and  is 
dependent  upon  the  unusually  prolonged  alimentary 
hyperglycemia  found  in  many  acute  infections. 
There  is  nothing  specific  about  a high  spinal  fluid 
sugar  in  encephalitis. 

Cases  of  encephalitis  show  inconstant  findings  in 
the  spinal  fluid.  The  cells  are  usually  under  5 0,  and 
chiefly  monos.  This  disease  is  about  the  only  inflam- 
matory disease  of  the  brain  that  does  not  show  an 
increase  in  pressure.  The  protein  increase  is  only 
slight.  When  there  is  a pleocytosis,  globulin  is  usual- 
ly increased  even  in  early  cases. 

Recapitulating:  In  a differential  analysis  of  the 
fluid  of  these  three  diseases,  the  very  low  sugar  will 
help  to  differentiate  tuberculous  meningitis,  while 
the  chlorides  in  uncomplicated  cases  may  be  of  value 
in  differentiating  poliomyelitis  and  encephalitis, 
since  they  appear  to  diminish  in  febrile  stage  of  poli- 
omyelitis, while  in  encephalitis,  they  are  more  nearly 
normal.  In  addition,  in  encephalitis  the  pressure  is 
more  nearly  normal. 

Like  all  matters  pertaining  to  our  discussion  of 
diseases,  the  statements  are  made  as  generalities.  One 
has  to  accept  the  spinal  fluid  findings  as  only  part 
of  the  general  analysis  of  the  case,  but  with  the  few 
suggestions  made  above,  and  utilized,  one  may  be 
better  able  to  arrive  at  a diagnosis. 


GOOD  SAMARITAN  HOSPITAL 

Phoenix,  Arizona 

REPORT  OF  DEATHS  IN  FEBRUARY,  1933 

Since  this  is  my  first  appearance  in  this  hospital 
as  a critic  of  the  monthly  death  records,  I wish  to 
make  as  clear  as  possible  the  principles  which  will 
guide  me  in  making  the  criticisms.  According  to 
the  American  College  of  Surgeons,  “An  acceptable 
hospital  chart  consists  of  sufficient  data,  written 
in  a sequence  of  events,  to  justify  the  diagnosis  and 
treatment  and  warrant  the  end  results.”  It  is  not 
my  function  to  criticize  the  work  of  the  physicians, 
but  it  is  my  function  to  criticize  their  manner  of  re- 
cording it.  The  patients  are  not  seen  by  the  critic, 
who  has  nothing  to  guide  him  except  what  is  writ- 
ten on  the  record.  In  making  my  remarks,  I should 
like  to  have  it  understood  that  they  will  be  made  ac- 
cording to  the  above  principles  in  an  absolutely  im- 
partial unprejudiced  manner,  without  fear  or  favor, 
and  entirely  with  the  idea  of  helping  the  hospital 


records  to  become  better.  Any  criticisms  made  at 
this  meeting  are  directed  at  the  doctors,  and  the 
doctors  only.  The  hospital  management,  keenly  in- 
terested in  this  matter,  has  made  every  effort  to 
obtain  good  records,  and  when  they  have  not  done 
so  it  is  due  to  the  attitude  of  the  doctors — call  it 
reserve,  indifference  or  hostility,  as  you  like. 

There  were  but  six  deaths  in  the  hospital  during 
the  month  of  February,  1933,  and  two  autopsies 
were  obtained.  It  is  to  be  hoped  that  this  good 
record  of  33%  per  cent  autopsies  will  be  maintained 
or  improved  during  months  when  the  number  of 
deaths  is  greater. 

Record  No.  15760:  J.  H.,  male,  age  39,  patient 

of  Dr.  Hamer.  Clinical  diagnosis:  carcinoma  of 
the  liver  or  atrophic  cirrhosis,  ascites,  jaundice.  An 
autopsy  was  obtained  and  the  anatomical  diagnosis 
was  cirrhosis  of  the  liver  and  portal  obstruction 
with  acites.  Right  hydrothorax  right  pleurisy.  Bron- 
chopneumonia. left  lower  lobe.  Chronic  nephritis. 
The  history,  physical  examination  and  progress 
notes,  while  quite  brief,  justify  the  diagnosis  and 
treatment.  The  principal  criticism  I would  make  is 
the  absence  of  a death  note.  This  leaves  the  last 
formal  clinical  diagnosis  recorded  at  the  time  of 
the  second  admission  so  that,  if  the  doctor  had 
changed  his  point  of  view  somewhat  during  the 
second  admission,  there  was  no  record  of  it.  This 
case  will  be  discussed  at  length  later  in  the  meeting. 

Record  No.  15795:  E.  B.,  male,  age  38,  patient 
of  Dr.  Hoskins.  The  clinical  diagnosis  was  pul- 
monary tuberculosis,  far  advanced,  active;  and  tu- 
berculosis meningitis.  The  history  is  very  brief 
covering  but  three  lines.  Physical  examination  de- 
scribes signs  indicative  of  diffuse  bilateral  pul- 
monary disease,  but  there  is  no  basis  whatever 
anywhere  in  the  record  for  the  diagnosis  of  menin- 
gitis. No  autopsy  was  obtained. 

Record  No.  15746:  P.  W.  D.,  male,  age  39,  pa- 

tient of  Dr.  Hoskins.  Clinical  diagnosis:  pulmonary 
tuberculosis,  far  advanced,  active.  This  patient 
had  been  in  this  hospital  from  March  2,  1931,  to 
March  13,  1931,  at  which  time  a diagnosis  of  em- 
pyema was  made  by  means  of  the  x-ray,  and  pus 
was  aspirated.  Examination  of  the  record  for  the 
second  admission  in  February,  1933,  shows  that  the 
history  and  physical  examination  given  at  this 
time  are  identical  with  those  recorded  in  1931,  and 
have  evidently  been  copied  from  the  old  record. 
Since  there  are  but  two  lines  of  progress  notes  in 
the  present  history,  this  leaves  us  for  practical  pur- 
poses without  any  information  whatever  about  this 
patient  since  March,  1931,  except  that  he  entered 
the  hospital  and  died  there.  This  type  of  record, 
while  technically  meeting  the  requirements,  can 
only  be  described  as  “eye-wash,”  and  comes  as  far 
as  possible  from  fulfilling  the  requirements  of  the 
American  College  of  Surgeons. 

Record  No.  15740:  E.  M.,  female,  age  65,  patient 
of  Dr.  Kilgard.  Clinical  diagnosis:  bilateral  pneu- 
monia. The  record  states  that  no  history  could  be 
obtained,  although  according  to  the  nurse’s  notes 
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the  patient’s  daughter  accompanied  her  to  the  hos- 
pital. The  physical  examination  is  adequate  and 
justifies  the  diagnosis,  although  a blood  pressure  of 
170  suggests  that  there  may  have  been  other  lesions. 
The  patient  lived  only  twelve  hours  and  no  autopsy 
was  obtained. 

Record  No.  15502:  R.  C.,  male,  age  13,  patient 

of  Dr.  C.  C.  Craig.  The  patient  was  a county  case, 
referred  to  the  hospital  by  Dr.  Pearson.  Dr.  Kilgard 
signed  the  record  and  the  patient  was  seen  in  con- 
sultation by  Dr.  C.  B.  Palmer  and  Dr.  Johnson. 
Clinical  diagnosis:  staphylococcus  septicemia,  mul- 
tiple abscesses,  bronchopneumonia,  otitis  media. 
The  septicemia  apparently  originated  from  a boil 
on  the  foot.  The  patient  was  in  the  hospital 
thirty-eight  days.  The  history  is  brief  but  ade- 
quate. The  physical  examination  is  brief  but  ap- 
pears to  cover  the  important  points.  The  progress 
notes  give  a very  clear  picture  of  the  sequence  of 
events  and  appear  to  indicate  that  the  diagnosis 
was  justified  and  the  treatment  rational.  One 
gains  the  impression  that  the  case  was  hopeless 
from  the  beginning.  An  autopsy  was  obtained. 
Anatomical  diagnosis:  drained  abscess  of  the  left 
foot  (probably  the  initial  lesion),  drained  abscess 
of  the  left  hip,  communicating  with  a large  abscess 
within  the  pelvis.  Many  abscesses  of  the  lungs  and 
pleurae.  Left  pyonephrosis. 

Record  No.  15841:  N.  H.,  male,  age  63,  patient 
of  Dr.  Shupe  and  Dr.  F.  W.  Brown.  Clinical  diag- 
nosis: myocarditis  and  chronic  nephritis.  The  his- 
tory is  adequate.  The  physical  examination  is  rather 
superficial.  The  patient  lived  only  30  hours.  No 
autopsy  was  obtained,  in  spite  of  great  efforts  by 
Dr.  Matts,  the  interne.  The  diagnosis  therefore  has 
little  that  is  objective  to  support  it. 

I should  like  to  make  two  general  observations 
about  hospital  records.  In  some  cases  the  record  is 
technically  complete,  and  must  be  accepted  by  the 
hospital,  but  under  close  scrutiny  it  appears  only  as 
a record  of  the  shortcomings  of  the  doctor.  This  will 
usually  be  apparent  in  the  resume  given  by  the 
records  committee,  and  if  such  matters  are  to  be 
improved,  the  staff  must  do  it. 

DAVID  M.  DAVIS,  M.  D. 

REPORT  OF  DEATHS  IN  MARCH,  1933. 

In  March  there  were  eleven  deaths  and  six  au- 
topsies. This  is  a very  satisfactory  increase  in  the 
number  of  autopsies  over  previous  months  and 
shows  that  more  effort  is  being  made  in  that  re- 
spect, on  the  part  of  the  physicians  in  charge  of 
the  cases.  The  records,  with  a few  exceptions,  are 
excellent. 

Case  15883.  Patient  was  admitted  by  Dr.  Hos- 
kins and  lived  only  a few  hours.  There  is  no  his- 
tory, no  physical  or  other  data  making  it  possible 
to  reach  any  diagnosis.  This  record  is  absolutely 
worthless  to  the  hospital  and,  if  there  were  many 
of  this  character,  I can  see  no  object  in  keeping 
any  records.  Steps  should  be  taken  by  the  staff 
to  prevent  this  sort  of  neglect. 

Case  16040.  The  patient,  a man  of  20,  was  ad- 


mitted by  Dr.  Pearson.  A brief  history  states  that 
the  patient  was  ill  a week  and  a half  previously, 
with  high  fever,  headache,  and  gradually  ascend- 
ing flaccid  paralysis.  Poliomyelitis  was  suspected. 
He  lived  three  hours  after  admission  and  autopsy 
revealed  a terminal  pneumonia  of  both  lungs.  It 
is  regrettable  that  the  postmortem  was  not  car- 
ried further  to  include  the  central  nervous  sys- 
tem, as  the  meager  information  given  suggested  a 
neurological  condition;  a postmortem  lumbar  pun- 
ture  should  have  been  made  at  least. 

Case  15842.  A Mexican  woman,  of  28,  was  in 
the  hospital  from  February  22,  to  March  8.  The 
record  is  quite  complete  and  there  are  satisfac- 
tory progress  notes  by  Dr.  Kilgard,  who  appar- 
ently took  care  of  the  patient.  She  was  delivered 
without  a physician’s  care  ten  days  previous  to 
admission,  and  immediately  took  a douche.  Soon 
afterward,  she  developed  pain  in  the  lower  ab- 
domen and  a vaginal  discharge.  Examination  show- 
ed rales  throughout  both  lungs,  a distended  abdo- 
men, with  marked  tenderness  in  the  right  lower 
quadrant.  The  temperature  from  admission  to 
death,  a matter  of  about  two  weeks,  was  septic.  A 
week  after  her  admission  to  the  hospital,  Dr.  C.  B. 
Palmer  was  called.  He  made  a diagnosis  of  right 
tubo-ovarian  abscess,  and  recommended  an  ice  bag 
with  operation  as  soon  as  verification  of  pus  in  the 
abscess  could  be  made.  He  examined  her  six  days 
later,  found  the  same  condition,  and  recommended 
drainage  of  the  abscess.  The  abscess  was  opened 
one  day  before  death.  The  autopsy  showed  term- 
inal bilateral  pneumonia,  general  peritonitis  with 
multiple  abscesses,  and  septic  nephritis.  This  case 
certainly  deserves  more  than  passing  comment. 
Some  of  the  obvious  questions  are:  (1)  Did  the 
puerperal  sepsis  probably  follow  the  douche  given 
after  delivery?  (2)  Since  a pelvic  abscess  was  sus- 
pected at  the  time  of  admission,  would  the  patient 
have  had  a better  chance  of  recovery  if  she  had 
been  operated  upon  earlier? 

Case  15913.  A man  of  25,  under  the  care  of  Dr. 
Victor  Randolph.  He  lived  five  days  after  ad- 
mission and  obviously  suffered  from  septicemia  and 
pyemia.  It  would  be  interesting  to  know  whether 
an  abscess  of  the  lung  was  the  original  source  of 
the  wide-spread  infection.  The  record  is  excellent 
and  autopsy  was  obtained. 

Case  15833.  A woman  of  32,  was  admitted  by  Dr. 
Bannister,  with  a diagnosis  of  acute  intestinal  ob- 
struction. The  history  states  that  she  was  chron- 
ically constipated  and  that  four  days  previously 
she  took  a cathartic;  thereafter  she  vomited  per- 
sistently and  suffered  from  complete  obstipation 
and  pain  in  the  lower  abdomen.  Operation  revealed 
an  obstruction  at  the  sigmoid  flexure.  This  was  re- 
sected and  an  anastomosis  performed.  A section 
from  the  excised  sigmoid  was  found  to  be  adeno- 
carcinoma. Following  operation,  the  patient  ran 
a septic  temperature  and  died  eight  days  later.  Au- 
topsy showed  general  peritonitis  with  subphrenic 
abscess,  bilateral  pleural  effusion,  and  broncho- 
pneumonia. The  record  is  satisfactory. 
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Case  15961.  A woman  of  31,  was  in  the  hospital 
thirteen  days  before  death.  She  was  a patient  of 
Drs.  Sweek  and  French.  She  gave  a history  of  ab- 
dominal cramps  and  the  spitting  up  of  blood  six 
weeks  before  admission.  She  also  had  pain  in  the 
right  lower  quadrant  and  back  and  had  lost  about 
20  pounds  in  weight.  The  history  is  too  brief.  The 
physical  examination  was  essentially  negative  ex- 
cept for  tenderness  over  the  gallbladder  region  and 
over  the  lower  abdomen.  Pelvic  examination  re- 
vealed a tender  mass  the  size  of  a lemon  in  the 
right  adnexal  region.  At  operation  the  abdominal 
organs  were  found  to  be  normal.  The  tubes  and 
appendix  were  excised.  Sections  showed  chronic 
appendicitis  and  chronic  salpingitis.  Following  the 
operation  she  did  not  do  well,  ran  a high  fever  and 
developed  signs  of  peritonitis.  An  ileostomy  was 
then  done  with  washing  out  of  the  bowel,  but  the 
patient  promptly  died.  Autopsy  showed  a general 
peritonitis,  apparently  originating  from  the  stump 
of  the  appendix,  which  was  exuding  fecal  matter. 
The  autopsy  report  makes  the  following  statement: 
“Abdominal  cavity:  no  free  fluid.  The  entire  gastro- 
intestinal tract  is  greatly  distended  with  flatus  and 
the  small  bowel  presents  layered  configuration. 
Loops  of  bowel  are  adherent  by  thick  adhesions. 
There  is  a thick  creamy-yellow  pus,  coming  from 
the  lower  right  iliac  area.  The  cecum  has  dropped 
down  into  the  pelvic  area.  An  abscess  formation 
of  thick  yellow  pus  is  found  in  the  area  posterior 
to  the  cecum.  The  cecum  is  bound  down  by  fib- 
rous adhesions.  Detaching  the  cecum,  bowel  con- 
tents exude  from  the  recent  operative  appendiceal 
incision.  The  area  of  the  cecum  surrounding  the 
opening  is  blue-black  and  necrotic.”  From  the 
standpoint  of  the  record,  there  are  some  interest- 
ing questions  to  be  answered  in  this  case.  In  the 
first  place,  did  the  general  peritonitis  originate 
from  the  stump  of  the  appendix,  or  was  there  some 
focus?  In  the  second  place,  what  is  the  value  of 
ileostomy  for  the  treatment  of  paralytic  ileus  re- 
sulting from  general  peritonitis?  In  the  third  place, 
what  was  the  indication  for  operation?  This  type 
of  case  should  stimulate  general  scientific  discus- 
sion. 

Case  15899  was  a man  admitted  by  Dr.  Kilgard 
in  critical  condition  with  bilateral  pneumonia  and 
left  pleural  effusion.  Autopsy  confirmed  the  diag- 
nosis. 

Case  16006  was  a premature  infant  of  6M2  months 
delivered  by  Dr.  Jordan. 

Case  15900  died  on  the  day  of  admission.  He 
was  50  years  old,  a patient  of  Dr.  Purcell.  From 
the  sketchy  history  and  physical  examination,  we 
assume  that  he  had  chronic  pulmonary  tuberculosis, 
that  two  days  previously  he  began  vomiting  and 
became  paralyzed  on  the  left  side  of  the  body  and 
the  right  side  of  the  face.  No  autopsy  was  ob- 
tained. 

Case  15930  was  a baby  delivered  by  Dr.  Sharp.  It 
died  on  the  same  day.  Lumbar  puncture  showed  a 
bloody  spinal  fluid.  No  definite  cause  for  death 


was  found  from  the  autopsy.  The  labor  was  a long 
difficult  one. 

Case  15959  was  a man  of  21,  injured  in  an  auto- 
mobile accident.  He  had  multiple  fracture  of  the 
extremties  and  cerebral  injury.  He  lived  two  days, 
ran  a high  fever  and  leukocytosis.  Dr.  E.  Payne 
Palmer  was  his  physician  and  Dr.  Greer  was  called 
in  consultation.  The  record  is  satisfactory.  No  au- 
topsy was  obtained. 

LOUIS  B.  BALDWIN,  M.  D. 


PAIN  IN  LUMBAR  REGION 
AND  JAUNDICE 

(Diagnostic  Discussions) 


ROBT.  FLINN,  M.  D. 

R.  J.  STROUD,  M.  D. 
PALMER  DYSART,  M.  D. 
Phoenix,  Ariz. 


(Case  Records  of  Massachusetts  General  Hospital, 
used  by  permission.  Case  11171,  from  Boston  M. 
and  S.  Jour.,  April  23,  1925). 


Case  Record 

A Finnish  laborer  of  thirty-six  entered  January 
19  complaining  of  pain  of  five  months’  duration  in 
the  lumbar  region  and  occasionally  in  the  cervical 
region  and  jaundice  of  three  weeks’  duration.  He 
had  been  in  Massachusetts  eleven  years,  but  spoke 
no  English.  Although  the  history  was  taken 
through  an  interpreter  it  semed  reliable.  The  pa- 
tient did  not  know  about  the  diseases  of  his  child- 
hood. He  had  always  been  strong  and  vigorous  and 
had  never  been  ill  except  for  gnorrhea  at  twenty- 
had  never  been  ill  except  for  gonorrhea  at  twenty- 
occasional  night  sweats. 

In  April,  nine  months  before  admission,  after 
spending  the  winter  chopping  in  the  woods,  he  de- 
veloped a severe  non-productive  cough  which  lasted 
three  weeks.  He  then  began  to  have  asthmatic  at- 
tacks and  was  wheezy  all  the  time,  more  so  at 
night,  so  that  he  spent  many  nights  sitting  up.  He 
could  not  run  or  walk  fast  without  dyspnea.  During 
the  summer  he  did  light  work.  In  August  the  as- 
thma improved  but  he  began  to  have  severe  pain 
in  the  back,  especially  in  the  lumbar  region,  occa- 
sionally in  the  cervical  back,  with  stiff  neck,  espe- 
cially when  he  lay  down.  The  severity  of  the  pain 
obliged  him  to  stop  work.  He  had  spent  the  five 
months’  interval  mostly  in  the  house,  exercising 
very  little.  Amateur  massage  gave  only  tem- 
porary relief.  In  August  he  noticed  a small  lump 
in  the  right  axilla  and  soon  afterwards  a small 
superficial  tumor  near  the  ubilicus.  Later  others 
appeared  in  the  neck  and  groins.  All  slowly  in- 
creased in  size.  Three  weeks  before  admission  he 
became  hoarse  and  jaundiced.  For  the  past  three 
days  skin  had  itched.  The  pain  in  the  back  had 
grown  steadily  worse  and  kept  him  awake  at  night. 
He  felt  nauseated  much  of  the  time.  January  9 
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after  drinking  coffee  he  vomited  about  a teaspoon- 
ful of  bright  red  blood.  He  passed  the  week  before 
admission  in  a hospital  in  a small  town.  He  be- 
lieved x-rays  showed  a “crack”  in  his  spine  and 
that  his  left  lung  was  “not  found  at  all.”  A year 
before  admission  he  weighed  155  pounds,  his  best 
weight.  He  now  weighed  125  pounds.  He  thought 
most  of  the  loss  had  occurred  in  the  past  four 
months. 

Examination  showed  a muscular  man  with  evi- 
dence of  loss  of  weight,  marked  jaundice,  slight 
cyanosis,  questionable  pallor  and  marked  hoarse- 
ness. The  teeth  were  ill-kept.  The  tonsils  were 
large  and  cryptic.  Moderately  hard  glands  were 
felt  in  both  sides  of  the  neck,  a rather  large  super- 
ficial rounded  hard  mass  in  the  right  axilla  and 
another  just  at  the  edge  of  the  sternum,  one  gland 
in  the  right  epitrochlear  region  and  glands  in  both 
groins.  The  spine  showed  scoliosis.  The  apex  im- 
pulse of  the  heart  was  seen  and  felt  in  the  fifth 
space  91/2  cm.  to  the  left  of  the  midsternum,  one 
cm.  outside  the  mid-clavicular  line,  corresponding 
with  the  left  border  of  dullness.  The  great  vessels 
appeared  to  be  pushed  somewhat  to  the  left.  There 
appeared  to  be  some  increase  in  the  substernal  dull- 
ness. It  was  however  difficult  to  map  out  the  left 
side  of  the  heart  and  the  area  of  substernal  dull- 
ness because  of  flatness  throughout  the  left  chest. 
In  the  second  left  interspace  5 cm.  from  the  mid- 
sternal  line  was  a diastolic  thrill.  Pulsations  were 
also  seen  at  this  space.  The  heart  sounds  had  a 
chugging  quality.  At  the  pulmonic  area  was  a 
sytolic  murmur  tailing  off  into  a double  pulmonic 
second,  which  was  increased  because  of  pressure  of 
the  heart  against  the  chest  wall.  The  blood 
pressure  was  122/80.  The  right  front  was  hyper- 
resonant, with  exaggerated  breath  sounds.  The 
back  showed  dullness  at  the  apex  and  bronchial 
breathing.  The  left  chest  showed  flatness  front  and 
back,  bronchial  breathing  at  the  top  down  to  the 
second  rib,  below  this  diminished  sounds,  absent 
voice,  diminished  tactile  fremitus  and  no  breath 
sounds.  The  liver  dullness  extended  eight  to  ten 
centimeters  below  the  costal  margin.  The  edge 
was  not  definitely  felt.  The  reflexes  were  greater 
on  the  left  than  on  the  right.  The  pupils  were 
normal. 

The  temperature  was  97°  to  100.4°,  with  a ter- 
minal rise  to  104°.  The  pulse  was  90  to  128,  the 
respiration  20  to  31.  The  output  of  urine  was  nor- 
mal, the  specific  gravity  1.020  to  1.010.  There  was 
a very  light  trace  to  a trace  of  albumin  at  both 
of  two  examinations,  large  amounts  of  bile  and 
some  leukocytes  at  both.  The  hemoglobin  was  85 
to  60  per  cent.,  the  leukocytes  16,000  to  11,700  poly- 
nclears  83  to  72  per  cent.,  reds  3,680,000,  with  slight 
achromia.  At  one  examination  an  occasional  cell 
showed  basophilia.  A Wassermann  was  negative. 
The  bleding  time  was  four  minutes  at  one  test.  The 
clotting  time  was  19  to  4V2  minutes,  with  calcium 
chlorid  12  minutes. 

X-ray  January  22  showed  uniform  dense  dull- 


ness throughout  practically  the  entire  left  chest.  The 
heart  shadow  was  entirely  obliterated  and  appeared 
to  be  retracted  to  the  left.  None  of  it  was  visible 
to  the  right  of  the  spine.  The  shadows  of  the  ribs 
were  faintly  visible,  better  defined  toward  the  peri- 
phery and  the  apical  region.  The  apical  region 
was  slightly  more  radiant  than  the  lower  portion  of 
the  chest,  but  the  lung  markings  were  nowhere  vis- 
ible. Just  above  what  appeared  to  be  the  outline 
of  the  diaphragm  was  a shadow  of  diminished  den- 
sity which  suggested  a small  air  space  above  the 
outline  of  the  diaphragm  and  below  the  shadow  of 
increased  density  in  the  chest.  The  right  lung  field 
was  of  unusual  brilliancy  throughout  and  there  was 
no  definite  evidence  of  pathology  on  this  side  of 
the  chest,  although  the  brilliancy  represented  a 
compensatory  emphysema.  The  outline  of  the  dia- 
phragm on  the  right  side  was  normal,  the  excursion 
good.  The  excursion  could  not  be  visualized  by  flu- 
oroscope.  The  eleventh  and  twelfth  dorsal  vertebrae 
were  less  dense  than  the  adjoining  vertebrae  and 
had  a somewhat  mottled  character.  The  inter- 
vertebral space  was  maintained.  The  bodies  of  the 
vertebrae  appeared  somewhat  narrowed. 

Discussion  by  Dr.  Flinn 

The  significant  facts  in  this  patient’s  history 
are  pain  in  the  lumbar  region  for  five  months,  a 
chronic  asthma-like  lung  condition,  a more  or  less 
generalized  glandular  enlargement  and  jaundice 
for  three  weeks. 

I think  that  this  man  had  a malignant  condition 
of  the  left  chest.  Whether  it  was  due  to  sarcoma, 
carcinoma  or  to  lymphoblastoma  I am  unable  to 
say.  I am  also  unable  to  guess  whether  it  was  pri- 
mary in  the  lung  or  bronchial  tissue  or  secondary 
to  some  other  malignant  focus.  It  is  conceivable 
that  we  are  dealing  with  a case  of  lymphoblastoma, 
either  Hodgkin’s  or  lymphosarcoma  which  has  caus- 
ed a stenosis  of  the  larger  bronchi  on  the  left  with 
the  production  of  a massive  collapse.  The  pressure 
on  the  mediastinum  could  certainly  cause  sufficient 
obstruction  to  produce  dilatations  in  the  esophageal 
veins  the  rupture  of  which  would  account  for  the 
vomiting  of  blood.  The  terminal  picture  of  esopha- 
geal obstruction  could  be  due  to  the  same  condition. 

The  jaundice  may  be  explained  on  the  basis  of  a 
metastatic  growth  in  the  liver  or  to  an  enlargement 
of  lymphatic  glands  in  the  portal  fissure. 

A large  list  of  possible  diagnoses  could  be  sub- 
mitted. However,  after  a careful  consideration  we 
should  be  where  we  started.  The  man  probably 
died  from  Hodgkin’s  or  maligmant  disease  of  lung, 
probably  carcinoma. 

Discussion  by  Dr.  R.  J.  Stroud 

Here  is  a case  where  the  duration  in  toto  was  nine 
months  in  a previously  healthy  man,  a laborer,  who 
first  complained  of  non-productive  cough,  weak- 
ness, asthmatic  signs,  dyspnea  and  various  signs  of 
lung  or  heart  pathology.  Then  for  five  months  he 
had  pain  in  the  lumbar  region  and  some  in  the 
cervical  region  and  some  more  weakness  and  pain 
that  stopped  him  from  work.  Then  came  develop- 
ment of  nodules  in  various  parts  of  the  body,  axilla 
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and  groins,  jaundice  later,  with  hoarsness  and 
going  on  to  death  with  esophageal  obstruction. 

If  it  were  not  for  the  fact  of  great  lumbar  pain 
and  x-ray  showing  rarefaction  of  the  two  lower 
dorsal  vetrebrae  the  case  could  be  considered  as  one 
of  Hodgkin’s  disease  with  extensions  to  lymph 
glands,  lung,  liver  and  going  on  to  death.  The  white 
cell  count  is  that  of  a Hodgkin’s  type;  he  is  a bit  old 
but  within  the  age,  and  the  polynuclear  cells  are  high 
with  an  occasional  basophile  of  late  blood  manifes- 
tations which  differ  from  an  early  basophilia  and 
eosinophilia. 

The  left  lung  shows  sings  of  massive  trouble,  suf- 
ficient to  be  a density  suggesting  neoplasm.  The 
liver  no  doubt  had  a replacement  of  its  cells  by  an- 
other form  of  tissue,  and  whatever  it  was  either 
from  the  liver  or  lung,  more  possibly;  it  finally  cut 
off  the  esophagus. 

The  lung  is  more  affected  secondarily  from  sar- 
coma than  Hodgkin’s  disease.  In  fact  the  terminal 
thing  is  very  often  a lung  involvement,  and  the 
therapy  to  help  pain  rather  bears  this  out.  The 
fact  of  a one  sided  process  not  particularly  medi- 
astinal suggests  sarcoma.  So  we  are  between  two 
horns  of  a dilema,  in  that  two  conditions  may  have 
caused  the  symptoms. 

Yates  and  Raine,  writing  in  Lewis’  Practice  of 
Surgery,  are  insistent  that  spindle  celled  sarcoma 
is  Hodgkin’s  disease  and  lymphosarcoma  also.  The 
field  of  research  has  gradually  swung  the  pendu- 
lum away  from  the  fact  of  a true  sarcoma  to  a 
non- neoplastic  disease  and  Hodgkin’s  disease  is 
gradually  becoming  more  important  in  the  diagnos- 
tic field  of  differntiation. 

Whether  Hodgkin’s  disease  is  neoplastic  or  in- 
fectious is  another  mooted  question;  that  is,  as 
differentiated  from  a true  cancer  is  hard  to  tell. 
Lymphosarcoma  is  certainly  no  respecter  of  tissue 
as  well  as  a true  neoplasm,  and  invades  any  of  the 
tissues  as  lung,  liver,  spleen,  and  the  like  readily. 

Another  thing  to  be  considered  is  that  the  lung 
signs  antedated  the  pain  of  the  lower  back  by  four 
months,  and  that  may  lead  also  to  a different  con- 
clusion, although  sarcoma  may  be  present  for  some 
time  before  manifesting  itself  in  pain  or  bone  de- 
struction that  brings  up  an  x-ray  picture  for  diag- 
nosis. 

I remember  a case  we  had  here  some  time  ago, 
when  Hodgkin’s  disease  was  diagnosed  and  one  of 
the  prominent  symptoms  was  a breathlessness  and 
orthopnea  later.  This  case  had  some  inguinal  aden- 
itis and  axillary  signs  also. 

The  terminal  fever,  blood  picture,  rapid  involve- 
ment and  all  the  other  signs  of  an  acute  Hodgkin’s 
disease  rather  make  me  lean  to  that  picture,  al- 
though sarcoma  and  even  carcinoma  could  be  pres- 
ent. The  nodules  are  discrete  which  differentiate 
tuberculous  glands,  and  syphilis  is  excluded  by  Was- 
sermann  test. 

If  the  thing  were  primary  in  the  lung,  which  the 
history  rather  suggests,  carcinoma  is  more  likely 
• (Continued  on  page  317) 


THE  NEW  MEXICO  MEDICAL 
SOCIETY 

FIFTY-FIRST  ANNUAL  MEETING 
Roswell,  New  Mexico 
May  18-20,  1933. 

First  Day,  May  18,  1933 
The  Fifty-first  Annual  Session  of  the  New  Mexico 
Medical  Society  convened  at  Roswell,  New  Mexico, 
where  headquarters  had  been  established  in  the 
Nickson  Hotel,  the  business  and  scientific  sessions 
being  held  in  the  auditorium  of  the  Elks’  Club. 
Meeting  of  the  Council 

Called  to  order  by  the  president,  Dr.  F.  D.  Vickers, 
(Deming),  at  9 a.  m.,  there  were  present; 
Ex-officio  members,  Drs.  F.  D.  Vickers  and  L.  B. 
Cohenour;  Members;  Drs.  R.  O.  Brown  (Santa  Fe); 
C.  A.  Miller  (Las  Cruces)  in  place  of  C.  W.  Gerber; 
C.  F.  Milligan,  (Clayton)  in  place  of  R.  H.  Miller, 
(Clovis),  and  W.  T.  Joyner,  (Roswell). 

Financial  Report 

Financial  report  of  the  Sceretary-Treasurer,  Dr. 
L.  B.  Cohenour  (Albuquerque)  was  read  by  him  as 
folows: 

Balance  on  hand  at  Annual  Report, 


May  18,  1932  $1,525.69 

Dues  from  7 new  members 35.00 

Delinquent  dues  collected  from 

15  delinquent  members  75.00 


$1,635.69 

Annual  dues  for  1933  from  164  members ....  820.00 


Total  cash  received  to  May  18,  1933 $2,455.69 


Disbursements 

Southwestern  Medicine  for  198 

members  for  1932  $396.00 

Southwestern  Medicine  for  18 

members  36.00 

Treasurer’s  Bond  for  1932-1933....  5.00 

Reporter  for  1932  meeting  (bal. 

due  on  fee)  100.00 

Secretary’s  salary  for  1931-1932....  300.00 
Mrs.  E.  D.  McKinley,  Alamo- 
gordo, N.  M. — Refund  5.00 

Gordon-Horton  Co. — 

300  Constitution  and  By  Laws 
500  Letter  Heads 

250  Stamped  Envelopes  49.75 

Commercial  Service  Co. — Ad- 
just and  clean  typewriter 11.25 

American  Medical  Association — 

Supplemental  Directory  for  1932  5.00 

Gordon-Horton  Co. — 150 

Letter  Heads  3.15 

Rightly  Valiant  typewriter 

ribbon  1.00 

Western  Union  Telegraph  Co 65 

Rio  Grande  Typewriter  Co. — 

Repair  typerwiter  1.00 
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Gordon-Horton  Co. — 300  3c 

Stamped  Envelopes  20.15 

Reporter  for  1933  meting 

(advance  half  fee)  87.50 

U.  S.  Government  tax  on  checks  .40 


Total  $1,025.70 

Balance  on  hand  May  16,  1933  $1,429.99 

Outstanding  Indebtedness 
Southwestern  Medicine  for  164  members 

for  1933  $ 328.00 

Secretary’s  Salary  for  1932-1933  300.00 

Reporter  for  1933  meeting  (bal.  fee)  87.50 

Treasurer’s  bond  for  1933-1934  5.00 


Approximate  total  indebtedness  $ 720.50 

Expected  balance  after  all  bills  are  paid...  $ 709.49 
Respectfully  submitted, 

(Signed)  L.  B.  COHENOUR, 

Secretary-Treasurer . 

Motion  by  Dr.  R.  O.  Brown  (Santa  Fe)  that  the 
Treasurer’s  report  be  accepted  and  approved  as 
read,  was  seconded  by  Dr.  C.  A.  Miller  (Las  Cruces) 
and  carried. 

The  secretary,  Dr.  Cohenour,  read  the  minutes 
of  a special  meeting  of  the  Council  held  at  Albu- 
querque, New  Mexico,  December  9,  1932,  as  follows: 

“Special  meeting  of  the  Council  called  to  order 
by  Dr.  F.  D.  Vickers,  President,  December  9,  1932, 
3:00  p.  m.  Members  present:  Drs.  C.  B.  Elliott, 
Raton;  R O Brown,  Santa  Fe;  Carl  Mulky,  Albu- 
querque; Chas  W.  Gerber,  Las  Cruces;  F.  D.  Vick- 
ers, Deming;  L.  B.  Cohenour.  Albuquerque. 

“The  question  of  legislation  for  the  good  of  the 
Society  was  dicussed  and  as  no  new  legislation  to 
be  brought  was  known,  it  was  deemed  best  to  await 
appearance  of  same.  The  feasibility  of  presenting 
a Basic  Science  Law  was  discussed,  but  since  the 
election  of  chiropractor  Thaxton  of  Colfax  county, 
it  was  deemed  a poor  time  to  present  same.  Mo- 
tion by  Dr.  R.  O.  Brown  and  seconded  by  Dr.  C.  B. 
Elliott  that  since  no  known  measures  affecting  the 
medical  profession  are  pending  there  is  no  necessi- 
ty for  action.  Motion  carried.  Meeting  adjourned.” 

Dr.  R.  O.  Brown  (Santa  Fe)  reported  that  it  was 
deemed  best  not  to  try  to  push  a Basic  Science  bill, 
as  there  was  not  much  chance  to  get  it  through. 
The  chiropractors  did  not  get  any  bills  through, 
and  while  the  osteopath  bill  passed,  it  could  do  no 
harm  since  it  granted  no  more  power  than  they 
have  at  present.  It  is  requisite  that  they  have  two 
years  premedical  work,  four  years  medical  college, 
and  a year’s  interneship. 

Dr.  W.  T.  Joyner  (Roswell)  asked  if  they  were 
not  given  the  right  to  practice  medicine. 

Dr.  Brown  replied  that  the  bill  had  been  gone 
over  very  carefully  and  there  did  not  seem  to  be 
much  change  from  the  presnt  law,  though  possibly 
narcotic  licenses  could  be  procured  now  by  them 
under  the  new  law;  that  the  modern  schools  re- 
quire a study  of  therapeutics,  and  a clause  was  put 


into  the  bill  which  made  it  non-retroactive,  so  that 
it  would  be  necessary  for  present  practitioners  to 
take  another  examination  before  they  could  pre- 
scribe drugs. 

The  secretary,  Dr.  Cohenour,  read  a letter  from 
Mrs.  E.  D.  McKinley,  Alamogordo,  widow  of  Dr. 
McKinley,  who  died  in  May,  1932.  Dr.  McKinley 
had  paid  dues  twice  in  1932 — on  January  11,  1932, 
and  again,  through  mistake,  in  April,  1932.  Re- 
fund of  one  payment  had  been  made,  but  now 
Mrs.  McKinley  requests  refund  also  of  the  other 
payment. 

Motion  by  Dr.  R.  O.  Brown  (Santa  Fe)  that  no 
further  refund  be  made  and  that  the  secretary 
be  instructed  to  write  a letter  to  Mrs.  McKinley 
to  the  effect  mentioned,  explaining  that  it  would 
establish  a precedent  if  refund  were  made  which 
should  not  be  encouraged,  was  seconded  by  Dr. 
C.  F.  Milligan  (Clayton)  and  carried. 

No  further  business  arising,  adjournment  took 
place  at  9:45  a.  m. 

Meeting  of  the  House  of  Delegates 

Immediately  following  adjournment  of  the  Coun- 
cil meeting,  a meeting  of  the  House  of  Delegates 
was  held,  there  being  present: 

Dr.  F.  D.  Vickers  (Deming);  Dr.  L.  B.  Cohenour 
(Albuquerque);  Dr.  R.  O.  Brown  (Santa  Fe);  Dr. 
C.  A.  Miller  (Las  Cruces);  Dr.  C.  F.  Milligan  (Clay- 
ton); Dr.  R.  L.  Bradley  (Roswell);  and  Dr.  W.  T. 
Joyner  (Roswell). 

The  secretary  (Dr.  Cohenour,  Albuquerque),  sub- 
mitted and  read  his  report  of  the  affairs  of  the 
office,  as  follows; 

“I  hereby  render  a report  of  the  affairs  of  the 
office  of  the  Secretary-Treasurer  for  the  term  end- 
ing with  this  session.  At  the  Santa  Fe  meeting 
May  19,  20  and  21,  1932,  there  were  several  mem- 
bers suspended  for  non-payment  of  dues  and  im- 
mediately following  this  fifteen  members  were  re- 
instated. Seven  new  members  were  received  through 
affiliation  with  their  County  Societies.  Union 
county  is  delinquent  because  bank  is  on  restricted 
basis.  Members  in  the  Society  at  this  time  (May 
18,  1933),  are  as  follows: 

1932  1933 


Bernalillo  County  43  46 

Chavez  County  22  18 

Colfax  County  17  16 

Curry  County  12  7 

Dona  Ana  County  12  10 

Eddy  County  4 

Grant  County  11  9 

Luna  County  6 5 

McKinley  County  11  8 

Santa  Fe  County  16  13 

San  Miguel  County  9 6 

Union  County  9 5* 

Members  at  Large : 29  22 


Total  in  good  standing  164 


*Bank  on  restricted  basis,  check  returned. 

No  new  applications  for  membership  were  re- 
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ceived.  Active  membership  has  been  very  hard 
to  maintain  because  of  the  general  depression. 
Deaths  of  seven  members  were  noted  as  follows: 

P.  G.  Cornish,  Sr.,  Sep.  29,  1932,  Albuquerque,  N.M. 

H.  E.  Whitacre,  Dec.  12,  1932,  Tularosa,  N.  M. 

A.  C.  Grimes,  Dec.  26,  1932,  Clayton,  N.  M. 

E.  M.  Fisher,  Jan.  23,  1933,  Roswell,  N.  M. 

A.  H.  Vogt,  April  1,  1933,  Albuquerque,  N.  M. 

W.  E.  Goodsell,  April  4,  1933,  Roswell,  N.  M. 

H.  M.  Smith,  April  11,  1933,  Las  Vegas,  N.  M. 

Respectfully, 

(Signed)  L B COHENOUR. 

Motion  by  Dr.  R.  O.  Brown  (Santa  Fe),  that  the 
secretary’s  report  be  accepted  as  read,  was  second- 
ed by  Dr.  C.  A.  Miller  (Las  Cruces),  and  carried. 

The  secretary  (Dr.  Cohenour,  Albuquerque),  read 
a letter  recived  from  Mrs.  James  F.  Percy,  presi- 
dent Woman’s  Auxiliary  A.  M.  A.,  requesting  the 
passage  of  a resolution  as  follows: 

‘ That  the  New  Mexico  Medical  Society  in  recog- 
nition of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  and  of  certain  local  Auxiliar- 
ies already  organized  in  New  Mexico,  do  hereby 
approve  the  organization  of  a Woman’s  Auxiliary 
to  the  New  Mexico  Medical  Society  and  request  the 
out-going  president,  Dr.  F.  D.  Vickers!  Deming) 
and  the  incoming  president,  Dr.  H.  A.  Ingalls,  (Ros- 
well), to  appoint  a temporary  president  and  sec- 
retary-treasurer to  serve  until  a permanent  State 
Auxiliary  is  organized.” 

Dr.  W.  T.  Joyner  (Roswell)  made  motion  that 
the  resolution  as  read  be  adopted.  Seconded  by  Dr. 
R.  L.  Bradley  (Roswell)  and  carried. 

The  secretary  (Dr.  Cohenour,  Albuquerque),  read 
a letter  received  from  Dr.  J.  R.  Van  Atta  (Albu- 
querque), in  regard  to  the  approval  by  the  House  of 
Delegates  of  the  central  committee  appointed  in 
connection  with  cancer  control  work. 

The  president  (Dr.  F.  D.  Vickers,  Deming),  ex- 
plained that  he  had  appointed  a central  committee 
in  this  connection,  composed  of: 

Dr.  J.  R.  Van  Atta,  Albuquerque,  N.  M.,  3 years, 
chairman. 

Dr.  L.  S.  Peters,  Albuquerque,  N.  M.,  1 year, 

Dr.  J.  W.  Hannett,  Albuquerque,  N.  M.,  3 years. 

Dr.  R.  O.  Brown,  Santa  Fe,  N.  M.,  3 years, 

Dr.  H.  A.  Ingalls  Roswell,  N.  M„  2 years, 
which  action  was  not  submitted  to  the  House  of 
Delegates  for  approval. 

Motion  by  Dr.  W.  T.  Joyner  (Roswell)  that  the 
action  of  the  president  in  appointing  such  com- 
mittee be  approved,  was  seconded  by  Dr.  R.  L. 
Bradley  (Roswell),  and  carried. 

The  secretary  (Dr.  Cohenour,  Albuquerque),  read 
a letter  received  from  the  American  Medical  As- 
sociation advising  that  Dr.  J.  W.  Board  of  Clovis  is 
not  eligible  to  serve  as  alternate  in  the  House  of 
Delegates,  and  explained  that  the  president  had  ap- 
pointed Dr.  J.  R.  Van  Atta  (Albuquerque)  in  Dr. 
Board’s  stead. 

Dr.  R.  O.  Brown  (Santa  Fe)  made  motion  that 
the  action  of  the  president  in  regard  to  the  ap- 


pointment of  Dr.  J.  R.  Van  Atta  as  alternate  to 
attend  sessions  of  the  American  Medical  Associa- 
tion in  1933-1934,  be  approved.  Seconded  by  Dr. 
W.  T.  Joyner  (Roswell)  and  carried. 

The  secretary  (Dr.  Cohenour,  Albuquerque),  read 
a report  from  Dr.  R.  O.  Brown  (Santa  Fe),  in  re- 
gard to  the  meeting  of  the  Committeee  on  Rural 
Practice,  at  Albuquerque,  N.  M.,  November  9,  which 
committee  was  composed  of  Drs.  Pousma  (Reho- 
both).  Brown  (Santa  Fe)  and  Earp  (Santa  Fe), 
outlining  methods  of  providing  medical  care  in  iso- 
lated rural  communities. 

Motion  by  Dr.  W.  T.  Joyner  (Roswell)  that  re- 
cess be  taken  until  1 p.  m.,  Friday,  May  19th,  was 
seconded  by  Dr.  R.  O.  Brown,  Santa  Fe,  and  carried. 

General  Session 

The  meeting  was  formally  opened  at  10  a.  m., 
when  called  to  order  by  the  president,  Dr.  F.  D. 
Vickers  (Deming). 

After  invocation  by  Rev.  H.  C.  Henderson  (Ros- 
well), address  of  welcome  was  delivered  by  Honor- 
able H.  B.  Smyrl,  Mayor  of  Roswell,  who  expressed 
his  pleasure  and  the  pleasure  of  the  citizens  of 
Roswell  at  the  presence  of  the  Society,  its  mem- 
bers and  guests,  and  assured  his  good  wishes  in  the 
meetings  to  follow. 

In  response,  on  behalf  of  the  Society,  Dr.  R.  O. 
Brown  (Santa  Fe),  announced  that  he  was  pinch- 
hitting  for  Dr.  M.  K.  Wylder  (Albuquerque)  who 
was  unavoidably  detained  on  account  of  his  wife’s 
illness,  and  that  all  New  Mexicans  knew  Roswell 
by  its  reputation  for  hospitality  and  graciousness 
and  for  making  the  stay  of  the  visitor  most  pleas- 
ant, and  that  the  Society  members  would  endeavor 
to  make  their  stay  as  pleasant  for  the  citizens  of 
Roswell  as  possible. 

The  incoming  president,  Dr.  H.  A.  Ingalls  (Ros- 
well) was  then  introduced  and  expressed  his  pleas- 
ure and  appreciation  of  the  honor  conferred  upon 
him  in  being  elected  to  the  highest  office  in  the 
medical  activities  of  the  State.  Dr.  Ingalls  selected 
as  the  subject  for  his  inaugural  address,  ‘‘The  Doc- 
tor and  the  Public,”  (published  in  June  issue  of 
this  journal.) 

Following  the  presidential  address,  the  scientific 
program  was  opened  by  Dr.  J.  W.  Cathcart,  El 
Paso,  Texas,  who  presented  a paper,  illustrated  with 
slides,  on  “Cancer  of  the  Breast.”  Published  in  this 
issue  of  this  journal). 

Liberal  discussion,  opened  by  Dr.  John  T.  Moore, 
Houston,  Texas,  was  participated  in  by  Dr.  James 
Vance,  El  Paso,  Texas,  Dr.  F.  D.  Vickers,  Deming, 
N.  M.,  Dr.  M.  B.  Culpepper,  Carlsbad,  N.  M.,  and 
closed  by  Dr.  Cathcart. 

Dr.  James  Vance,  El  Paso,  Texas,  in  “Some  Ob- 
servations on  Cesarean  Section,”  gave  an  interesting 
summary  on  the  value  of  this  operation.  (See  paper 
elsewhere  in  this  journal.) 

Adjournment  for  luncheon  followed,  luncheon 
being  served  at  the  Nickson  Hotel,  where  Col.  J.  D. 
Atwood,  Roswell,  N.  M.,  delivered  an  address  on 
(Continued  to  page  320) 
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PUBLIC  HEALTH  NOTES 

J.  ROSSLYN  EARP,  DR.  P.  H. 
Director,  New  Mexico  State  Bureau  of 
Public  Health. 


AUDITORY  DEFECTS 

It  is  estimated  that  there  are  ten  million  people  in 
this  country  whose  hearing  loss  is  sufficient  to  con- 
stitute a serious  handicap  socially,  educationally  and 
economically.  Of  this  number  more  than  one  mil- 
lion, possibly  as  many  as  two  million,  are  children. 

The  hard-of-hearing  child  is  in  danger  of  suffer- 
ing grave  social  injustice.  Unlike  the  totally  deaf 
children,  his  defect  is  not  obvious  either  to  himself 
or  to  others.  Often  he  does  not  realize  that  his  hear- 
ing is  poorer  than  that  of  others,  either  because  he 
has  lost  it  gradually  or  because  he  never  had  normal 
hearing.  He  does  not  complain  of  being  deaf  and 
his  adult  companions  so  obviosly  resent  being  made 
to  repeat  instructions  or  remarks  that  the  child  soon 
learns  not  to  ask  for  a repetition.  The  fact  that  the 
child  talks  loudly  or  in  a hollow  monotonous  voice 
or  perhaps  turns  one  ear  toward  the  speaker  may  be 
indications  to  the  observant  adult,  but  alas,  so  many 
adults  do  not  observe.  The  child  most  likely  takes 
himself  at  the  valuation  of  his  neighbors  and  believes 
that  he  is  just  plain  stupid.  The  "intelligence”  test 
is  all  too  likely  to  confirm  this  erroneous  impression. 
The  child  repeats  grades,  loses  self-confidence,  devel- 
ops behavior  disorders,  becomes  a problem  at  home 
and  at  school  and  an  unnecessary  burden  upon  pub- 
lic funds. 

This  country  suffers  an  enormous  economic  and 
social  less  from  adult  deaf  persons  who  through 
lack  of  proper  training  facilities  have  become  to  a 
degree  handicapped  and  dependent.  The  potential 
problem  of  the  deaf  and  hard-of-hearing  children 


threatens  to  be  still  more  serious,  due  to  the  grow- 
ing complexity  of  our  daily  life  and  the  increasing 
demand  of  industry  for  the  capable  and  alert.  The 
waste  of  ability  which  threatens  us  now  demands 
that  we  supply  the  facilities  for  thorough  training 
of  the  deaf  and  hard  of  hearing.1 

But  first  the  defect  must  be  discovered  and,  as  the 
committee  of  the  White  House  Conference  remarks, 
"must  be  discovered  early  in  life  if  the  maximum 
treatment  benefit  is  to  be  gained.” 

The- New  Mexico  State  Bureau  of  Public  Health 
has  acquired  one  of  Western  Electriic’s  4-A  audi- 
ometers and  will  lend  this  to  any  school  (public,  par- 
ochial or  private)  in  New  Mexico  subject  to  the  fol- 
lowing conditions:  (a)  It  must  be  used  by  a person 

who  has  experience  in  giving  the  test — preferably  by 
the  county  public  health  nurse,  (b)  a record  of  the 
findings  must  be  supplied  on  a form  prescribed  by 
the  State  Bureau  for  research  purposes,  and  (c)  a 
nominal  charge  will  be  made  to  cover  the  cost  of  re- 
placing records. 

In  responding  to  the  demands  for  loan  of  the 
audiometer,  preference  will  be  given  to  those  coun- 
ties which  present  a well  organized  plan  for  the  use 
of  this  instrument  in  their  district — so  that  loss  of 
time  in  transporting  the  audiometer  over  long  dis- 
tances may  be  reduced  to  the  minimum. 

It  is  hoped  that  this  program  may  be  useful  both 
in  helping  manv  children  to  an  understanding  of 
their  problems  and  in  providing  us  with  more  exact 
knowledge  of  the  number,  degree,  and  distribution 
of  auditory  defects  in  New  Mexico.  The  most  valu- 
able preventive  work  will,  however,  still  be  done  by 
the  physicians  in  generai  practice  whose  trained  ob- 
servation and  knowdedge  of  pathology  will  enable 
them  to  discover  auditory  defects  in  children  before 
they  reach  school  age  and  to  apply  the  indicated 
treatment  both  physical  and  psychological. 
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REFERENCE 

1.  Preliminary  Committee  Reports  of  the  White 
House  Conference  on  Child  Health  and  Protection. 
Century  Co.,  1930,  page  442. 


SOUTHWESTERN  MEETING 
IN  EL  PASO 

The  Annual  Clinical  Conference  of  the  Medical 
and  Surgical  Association  of  the  Southwest  is  only  a 
little  more  than  sixty  days  away.  The  Program 
Committee  is  at  work  formulating  the  program,  de- 
tails of  which  should  be  ready  for  publication  next 
month.  The  chairman  of  the  Program  Committee 
is  Dr.  Willis  W.  Waite,  who  has  had  much  experi- 
ence in  producing  worth  while  programs.  For  sev- 
eral reasons,  it  has  been  decided  to  return  to  the 
original  plan  of  the  Association,  which  was  to  have 
the  members  of  the  entertaining  Society  (in  this  case 
the  El  Paso  County  Society)  provide  a program  of 
clinics  in  the  mornings,  while  the  visiting  members 
of  the  Association  provide  the  papers  for  the  after- 
noon programs. 

It  has  been  proposed  to  have  three  groups  of  pa- 
pers: one  on  tuberculous;  one  on  thyroid  diseases; 
and  one  on  allergy.  There  may  be  a few  papers  ac- 
cepted which  are  not  definitely  on  these  subjects. 
The  first  evening  has  been  designated  as  "William 
Beaumont  Hospital  Evening,”  when  the  Association 
will  be  entertained  by  the  staff  of  this  hospital  at  a 
clinical  meeting.  The  second  evening  will  be  given 
over  to  the  annual  dinner.  The  third  evening  will 
be  left  free  for  informal  social  gatherings. 

Dr.  F.  D.  Vickers,  President  of  the  Association, 
has  appointed  two  important  committees,  who  should 
report  at  the  El  Paso  meeting.  The  Membership 
Committee  is  composed  of  Drs.  J.  M.  Greer  of  Phoe- 
nix, Chairman;  O.  Egbert  of  El  Paso,  Meade  Clync 
of  Tucson,  Frank  F.  Milloy  of  Phoenix,  and  M.  K. 
Wylder  of  Albuquerque.  The  Committee  on  Con- 
stitution Revision  is  composed  of  Drs.  W.  W.  Wat- 
kins (Phoenix)  Chairman,  Willis  W.  Waite  (El 
Paso)  and  J.  R.  Van  Atta  (Albuquerque). 


JOHN  WIX  THOMAS 

(Phoenix) 

The  passing  of  Dr.  John  Wix  Thomas,  of  Phoe- 
nix, removed  from  the  scene  of  professional  activity 
one  of  the  few  remaining  pioneer  physicians  of  the 
state,  and  one  cf  the  most  highly  respected  members 
of  the  profession.  Dr.  Thomas  came  to  Phoenix  in 
1898  and  practised  for  thirty-five  years  in  Maricopa 
County,  where  he  endeared  himself  to  thousands  of 


friends  and  hundreds  of  families  as  the  typical  old 
style  family  physician. 

Dr.  Thomas  was  born  in  southern  Wisconsin  in 
18  37  and  graduated  from  the  Chicago  Homeopathic 
Medical  College  in  1891.  His  professional  career 
was,  therefore,  started  rather  late  in  life,  he  being 
thirty-four  years  of  age  when  he  graduated  in  med- 
icine. He  practised  several  years  in  Rockford,  111., 
and  came  to  Phoenix  primarily  on  account  of  the 
health  of  his  oldest  son  (now  Dr.  Roy  Thomas  of 
Los  Angeles).  While  he  was  known  and  sought  out 
as  the  leading  homeopathic  physician  of  Arizona, 
he  did  not  hold  to  this  school  of  practice  exclusive- 
ly, but  joined  the  ranks  of  regular  medical  practi- 
tioners, and  was  instrumental  in  healing  the  breach 
which  existed  in  the  early  days  in  Arizona  between 
the  "allopaths”  and  the  "homeopaths.”  As  repre- 
sentative of  the  homeopathic  school,  he  served  many 
years  on  the  Board  of  Medical  Examiners,  being  sec- 
retary of  the  Board  during  his  period  of  service.  He 
was  president  of  the  Maricopa  County  Medical  So- 
ciety in  1907. 

His  avocational  interests  were  in  his  church  (Bap- 
tist) and  in  social  reform.  He  was  a student  and 
advocate  of  Henry  George’s  teachings  of  "Single 
Tax.”  He  was  for  many  years  the  leading  figure  in 
the  cld  Prohibition  Party  of  Arizona,  one  of  the 
agencies  which  caused  the  state  to  outlaw  the  saloons 
in  1914. 

Dr.  Thomas  was  still  in  active  practice  at  the  age 
of  76,  and  was  on  vacation  in  California,  when  he 
contracted  a virulent  type  of  lobar  pneumonia,  to 
which  he  succumbed  in  the  Good  Samaritan  Hospi- 
tal in  Los  Angeles  on  August  30th.  Funeral  services 
were  held  in  Lcs  Angeles  for  the  family  and  immedi- 
ate friends,  with  a public  funeral  in  the  First  Baptist 
Church  in  Phoenix,  attended  by  hundreds  of  friends, 
professional  confreres,  and  sorrowing  patients. 


MONTIE  C.  COMER 

(Tucson) 

The  untimely  death  of  Dr.  Montie  C.  Comer,  of 
Tucson,  in  a San  Francisco  hospital,  on  July  2 3th, 
came  as  a shock  to  his  many  friends  and  professional 
confreres.  He  was  in  the  hospital  for  a hernia  op- 
eration and  was  recovering  satisfactorily  from  this 
and  seemed  to  be  out  of  danger,  when  death  came 
suddenly  from  a cardiovascular  accident. 

Dr.  Comer  was  born  in  188  3,  being  only  forty- 
eight  years  old.  He  graduated  from  the  Kentucky 
School  of  Medicine  in  1907.  He  came  to  Tucson  in 
1924,  to  be  associated  with  the  Thomas-Davis  Clinic 
as  the  specialist  in  eye,  ear,  nose  and  throat.  His  s’  ill 
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and  high  professional  attainments  had  become  recog- 
nized throughout  the  southwest.  He  was  usually 
present  at  medical  meetings,  reading  papers  of  great 
interest  and  practical  importance.  He  will  be  missed 
from  the  circle  of  the  Pima  County  Medical  Society. 


PAIN  IN  LUMBAR  REGION  AND  JAUNDICE 
(Continued  from  page  312) 
than  sarcoma  because  primary  carcinoma  in  the 
lung  is  more  common.  But  the  age  incidence  is  that 
of  sarcoma  rather  than  carcinoma.  The  glands  show 
up  late  differing  from  the  usual  thing  in  Hodgkin’s 
disease  when  they  seemingly  are  the  first  hint. 

There  is  nothing  in  the  kidney  examination  to 
suggest  hypernephroma,  which  of  course  does  not 
have  to  start  in  a kidney  anyhow.  That  again 
brings  up  the  question  of  a neoplastic  disease  as 
against  a Hodgkin’s  disease.  I would  like  to  have 
known  what  an  x-ray  would  have  done  to  this 
growth. 

Diagnosis:  Hodgkin’s  disease. 

Discussion  by  Dr.  Palmer  Dysart 

This  case  presents  all  the  ear  marks  of  a Hodg- 
kin’s disease,  the  only  thing  lacking  being  the  mi- 
croscopical evidence  of  a biopsy. 

Hodgkin’s  disease  is  characterized  by  painless, 
progressive  enlargement  of  the  lymph  nodes,  often 
accompanied  by  fever,  and  later  by  cachexia  and 
anemia.  It  is  not  an  infrequent  disease.  Eight  or 
ten  cases  out  of  500  autopsies  in  six  months  were 
seen  during  my  service  in  pathology  at  the  Cook 
County  Hospital.  The  cause  of  Hodgkin’s  disease 
is  unknown,  but  it  is  thought  to  be  an  infectious 
granuloma  and  many  cases  start  out  with  infections 
about  the  teeth  or  tonsils,  both  of  which  were  pres- 
ent in  this  case. 


The  symptoms  and  findings  in  this  case  are  due 
to  growth  of  the  lymph  node  tumors  in  the  medias- 
tinum, producing  cough,  dyspnea,  asthma,  and 
terminally,  obstruction  of  the  esophagus;  tumors  in 
the  cervical  region  producing  hoarseness,  axillae,  in- 
guinal region,  lumbar  regions  producing  pain  by 
impingement  upon  the  lumbar  and  sacral  nerves. 
Jaundice  of  an  obstructive  type,  followed  enlarge- 
ment of  the  lymphatic  structure  about  the  biliary 
passages  and  infiltration  of  the  liver  itself.  Some 
of  the  liver  enlargement,  however,  must  be  due  to 
passive  congestion  resulting  from  pressure  upon  the 
great  vessels,  and  disturbance  of  cardiac  function. 
A pleural  effusion  of  the  left  side  with  perhaps 
some  infiltration  of  the  lung  itself  occurred.  The 
temperature  was  only  moderately  elevated,  until  the 
terminal  rise  of  104,  which  probably  accompanied 
a pneumonia.  Loss  of  thirty  pounds  of  weight  had 
occurred  during  the  past  four  months.  A marked 
anemia  was  present  with  a red  count  of  3,680,000 
and  hemoglobin  of  85  to  60  pe  rcent.  Leukocytosis 
of  16.000  to  11,700  with  83  to  70  per  cent  polys  was 
present,  but  there  is  no  distinctive  blood  picture  ex- 
cept usually  a rise  in  platelets. 

Differential  diagnosis  is  to  be  made  on  blood 
count  and  biopsy,  differentiating  it  from  lympho- 
sarcoma, lymphatic  leukemia  and  tuberculosis. 

Diagnosis:  Hodgkin’s  disease. 

Pathological  Discussion  by  Dr.  Richardson 
(Boston) 

CLINICAL  DIAGNOSIS  (Prom  Hospital  Record) : 
Malignant  lymphoma. 

Tracheal  obstruction. 

DR.  RICHARD  C.  CABOT’S  DIAGNOSIS: 

Malignant  disease,  probably  lymphoma,  of  the 
left  lung,  involving  the  mediastinum  and  the 
biliary  passages,  with  compression  of  the  re- 
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Eye,  Ear,  Nose  and  Throat 
house  doctor  is  appointed  July  1st  and  Jan.  1st. 


LABORATORY  COURSE 
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X-Ray,  Basal  Metabolism,  Electro-cardiography 
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Modernly  equipped  for  the  care 
and  treatment  of  tuberculosis  in 
all  stages.  Rates  $15.00  per  week 
and  up.  Nurses  care  and  medical 
attention  included.  $10.00  per  week 
for  convalescents.  Write  for  de- 
scriptive booklet. 


A.  D.  Long,  M.  D. 

Medical  Director 
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spiratory  structures  and  of  the  common  bile 
duct. 

ANATOMICAL  DIAGNOSIS: 

Carcinoma  of  the  pancreas  with  metastases  in 
the  retroperitoneal,  mesenteric,  bronchial, 
tracheal  and  axillary  lymph-glands,  and  in 
lungs,  adrenals,  kidneys  and  abdominal  wall 
and  skull. 

Hydrothorax,  left 

Slight  hydropericardium. 

Compression  atelectasis,  left  lung. 

Purulent  bronchitis,  left. 

Edema  of  right  lung. 

Icterus. 

Operation  wound. 

Slightly  defective  closure  of  the  foramen  ovale. 

DR.  RICHARDSON:  The  dura  showed  a yellow- 

ish tinge,  presumably  icterus.  The  pia  was  wet. 
On  the  outer  surface  of  the  skull,  the  posterior  pa- 
rietal portion,  a little  to  the  right  of  the  median 
line,  there  was  a small  grayish  area.  Cross  section 
showed  a small  mass  which  looked  like  new  growth 
tissue.  There  was  some  necrosis,  and  the  mass  ex- 
tended into  and  nearly  through  the  skull.  It  turned 
out  to  be  a mass  of  metastatic  new  growth  tissue. 
The  brain  tissue  wras  wet  but  otherwise  negative. 

The  skin,  mucous  membranes  and  conjunctivae 
showed  a greenish  yellow  tinge. 

The  abdomen  was  not  distended.  About  six  cm. 
above  the  umbilicus  was  a recently  healed  wound 
which  rested  over  a small  new  growth  plaque.  A 
plaque  of  new  growth  in  the  skull  and  one  in  the 
anterior  abdominal  wall  suggests  an  adrenal  tumor. 
In  the  right  axilla  was  an  ovoid  mass  six  by  four 
cm.  of  new  growth  tissue,  and  on  each  side  of  it 
several  firm  masses  rounding  up  under  the  skin. 

In  the  peritoneal  cavity  there  was  a few  cubic 
centimeters  of  bile-stained  fluid.  The  gastro- 
intestinal tract  was  negative  except  that  the  esoph- 
agus was  pressed  upon  by  a mass  of  new  growth 
tissue  in  the  mediastinum.  Two  or  three  mesen- 
teric glands  toward  the  cecum  were  enlarged  and 
infiltrated  with  new  growth.  The  retroperitoneal 
glands  along  the  aorta  and  about  the  pancreas  were 
enlarged  and  infiltrated  with  new  growth  tissue. 
The  liver  was  slightly  enlarged,  the  margin  two 
centimeters  below  the  costal  border.  The  dia- 
phragm on  the  right  was  at  the  fourth  rib,  on  the 
left  at  the  fifth  rib. 

The  right  pleural  cavity  contained  a small  amount 
of  thin  brownish  clear  fluid.  The  left  cavity  was 
about  two-thirds  full,  1500  c.c.  or  more  of  fluid. 
There  were  no  pleural  adhesions  on  the  right.  The 
left  lung  about  midway  in  the  region  of  the  root 
was  adherent  to  a mass  of  new  growth. 

The  trachea  and  left  bronchi  contained  much 
mucopurulent  material.  The  right  bronchi  were 
negative.  So  far  this  process  was  all  on  the  left 
side  except  for  the  metastases  in  the  glands.  A 
mediastinal  new  growth  which  we  will  speak  of 
in  a minute  pressed  on  the  trachea  in  the  region 
of  its  upper  part  and  at  the  junction  of  the  trachea 
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and  the  left  bronchus.  The  bronchial  glands  on 
the  left  were  markedly  enlarged  and  infiltrated 
with  new  growth  tissue,  but  on  the  right  there  were 
only  a few  of  them  and  they  were  smaller.  The 
glands  along  the  trachea  and  in  the  region  of  the 
cervical  glands  presented  as  a fused  mass  of  new 
growth  tissue.  They  nearly  encircled  the  trachea 
at  the  upper  end,  squeezing  it  as  well  as  the  great 
vessels  leading  to  and  from  the  heart.  There  was 
considerable  pressure  on  the  arch  and  on  the  de- 
scending thoracic  portion  of  the  aorta  in  this 
region. 

On  the  left  side  the  new  growth  tissue  extended 
along  from  the  seventh  to  the  tenth  thoracic  verte- 
brae and  down  along  the  ribs  for  a short  distance. 


but  section  of  the  vertebrae  and  the  ribs  failed  to 
show  any  invasion. 

The  left  lung  was  moderately  collapsed.  The 
mediastinal  new  growth  extended  along  the  root 
of  the  lung  and  irregularly  into  it  for  varying  dis- 
tances up  to  seven  or  eight  centimeters,  so  that 
roughly  the  tumor  extended  from  the  mass  in  the 
upper  mediastinum  down  along  the  root  of  the 
lung  and  out  into  the  lung  for  some  distance.  This 
new  growth  squeezed  the  bronchi  in  the  region, 
practically  occluding  some  of  them.  The  bronchi  in 
this  region  contained  mucopus  in  places.  The  lung 
tissue  away  from  the  new  growth  was  spongy  to 
leathery  and  in  places  showed  a little  edema.  No 
definite  areas  of  pneumonia  were  made  out.  The 
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right  lung  was  somewhat  emphysematous  and  show- 
ed considerable  edema.  No  new  growth  was  found 
in  the  right  lung. 

The  pericardium  contained  about  200  c.c.  of  thin 
clear  fluid  and  the  epicardium  over  the  left  auricle 
presented  a small  metastasis  one  and  a half  by  one 
cm.  The  epicardium  over  the  left  ventricle  also, 
just  beneath  this,  showed  two  additional  meta- 
static plaques.  The  heart  weighed  315  grams  and 
showed  no  particular  disturbance  in  its  regional 
anatomy.  The  right  ventricular  wall  measured  three 
millimeters,  the  left  ten.  The  cavities  showed  con- 
siderable dilatation  on  the  right.  The  valves  were 
negative.  There  was  a slightly  defective  closure 
of  the  foramen  ovale.  The  circulatory  apparatus 
elsewhere  was  negative. 

The  liver  weighed  2310  grams,  moderately  en- 
larged. smooth  surface,  the  tissue  negative  except 
that  it  was  bile-stained.  No  metastases  were  found. 
The  bile  ducts,  hepatic  and  common,  were  dilated 
up  to  three  centimeters.  Opening  the  ducts  showed 
a short  distance  above  the  ampulla  that  the  com- 
mon duct  and  the  duct  of  Wirsung  were  involved  in 
a mass  of  new  growth  tissue  apparently  in  the  head 
of  the  pancreas.  That  squeezed  the  ducts  and  pro- 
duced the  icterus.  The  pancreas  was  markedly  en- 
larged and  showed  here  and  there  smaller  and 
larger  masses  of  new  growth  tissue  scattered 
through  the  organ.  The  retroperitoneal  glands 
along  the  pancreas  were  considerably  enlarged  and 
infiltrated  with  new  growth  tissue,  and  closely  ap- 
plied to  the  pancreas. 

The  spleen  weighed  197  grams,  the  surface 
smooth,  the  tissue  plump  and  a little  soft,  other- 
wise negative. 

In  the  situation  of  each  adrenal  there  was  a 
large  ovoid  mass  nine  by  six  centimeters.  It  con- 
sisted of  new  growth  tissue  with  here  and  there 
hints  of  adrenal  tissue. 

The  kidneys  weighed  410  grams.  The  capsules 
came  off,  but  there  were  smaller  and  larger  gray- 
ish rounded  areas,'  the  outer  surfaces  of  metas- 
tatic growths  in  the  kidneys.  The  kidney  tissue 
was  otherwise  negative. 

In  general  the  findings  here  would  make  one 
think  of  adrenal  tumor,  and  there  is  new  growth  in 
the  adrenals,  but  from  the  histological  character  it 
was  felt  that  more  probably  it  arose  from  the  pan- 
creas with  metastases  in  the  glands,  the  abdominal 
wall,  the  skull,  and  so  on. 
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vitamin  D tests  also  reveal  the  relatively  high  value  of  Newfound- 
land oil.”  “The  northern  fish  grow  more  slowly  than  those  fre- 
quenting the  southern  shores”  (e.  g.,  Newfoundland— due  prob- 
ably to  the  warmer  temperature  of  the  Gulf  Stream).  [ to  be  continued  | 
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little  lady  is  a greeting  to  her 
dodtor.  She  has  quite  a case 
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little  patients.  As 
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THE  SURGICAL  TREATMENT  OF 
ARTHRITIC  JOINTS. 

EARL  D.  McBRIDE,  M.D.,  F.A.C.S. 

Associate  Professor  Orthopedic  Surgery, 
Oklahoma  City,  Okla. 

(Pre  ented  before  the  New  Mexico  Medical  Soci- 
ety, at  its  Fiftv-first  Annual  Meeting,  at  Roswell, 
N.  M.,  May  18-20,  1933.) 

Through  the  facilities  of  the  joints,  rigidity  is 
transformed  into  flexibility.  Instead  of  the  incon- 
venient single  bar,  the  extremities  of  the  body  are 
equipped  with  resilient,  energy-absorbing,  jointed 
levers,  which,  by  means  of  the  motorized  tendons 
that  move  them,  create  a complex,  synchronizing, 
and  accommodating  machine.  The  efficiency  of  this 
jointed  mechanism  is  of  extreme  importance  to  the 
existence  of  the  individual  in  the  environment  of 
life. 

The  upper  extremities,  through  habit  and  training, 
reach  a very  high  state  of  functional  attainment. 
Fundamentally  they  are  used  to  perform  such  acts 
as  pushing,  pulling,  lifting,  grasping,  holding,  twist- 
ing, throwing,  and  catching.  The  lower  extremities 
provide  weight-bearing,  locomotion,  and  balance  for 
the  body.  Their  duty  is  to  carry  out  such  acts  as 
standing,  walking,  running,  jumping,  kicking,  kneel- 
ing and  sitting.  Loss  of  motion  in  any  one  joint 
greatly  alters  the  mechanical  perfection  of  other 
anatomical  structures  which  depend  for  their  utility 
upon  the  folding  action  between  rigid  bar-like  por- 
tions of  an  extremity.  For  instance,  the  shoulder, 
elbow,  and  wrist  joints  are  subservient  to  the  hand. 
The  shoulder  joint  may  be  considered  as  the  steer- 
ing wheel  of  the  arm;  the  elbow,  a folding  gear  be- 
tween the  two  levers  of  the  upper  and  lower  arm; 
and  the  wrist  as  a hub  of  action  to  the  hand — all  of 
which  creates  a complex,  powerful  and  expeditious 
extremity  necessary  for  protection  and  utility  to  the 
body  of  the  individual.  In  the  lower  extremity,  the 


hip  joint  with  its  muscular  equipment  is  the  pro- 
peller of  locomotion,  providing  a universal  joint  ac- 
tion capable  of  agility,  stability,  and  power.  The 
knee  joint  provides  a folding  accommodation  be- 
tween levers  and  has  recoil  and  hydraulic  properties 
which  create  an  ingenious  mechanical  shock-absorber 
that  transforms  the  mode  of  locomotion  from  a rig- 
id, jerking  stilt-like  gait  to  a flexible,  gliding  stride. 
Adding  to  these  joints  the  resiliency  afforded  by  the 
ankle  and  tarsal  joints,  which,  somewhat  like  the 
rubber  tire  on  the  wheel,  smooth  out  the  road,  the 
body  is  equipped  with  an  efficient  apparatus  for 
transportation. 

When  confronted  with  a disease  such  as  arthritis 
or  injury  which  we  know  is  bound  to  produce  a lim- 
ited range  of  motion  in  one  or  more  joints,  it  should 
be  our  first  aim  in  treatment  to  preserve  or  restore 
the  greatest  degree  of  motion  possible.  But  if  it  be- 
comes impossible  to  restore  motion,  and  ankylosis 
is  inevitable,  it  is  essential  to  maintain  the  anatomi- 
cal alignment  most  useful  to  the  physiologically  re- 
lated articulations.  Consider,  for  instance,  the  ex- 
tremely disabling  deformity  of  acute  flexion  or  ad- 
duction of  the  hip  joint,  even  though  considerable 
free  motion  is  retained;  or,  if  you  please,  a shoulder 
that  cannot  be  abducted  or  rotated,  even  though 
some  flexion  and  extension  are  possible.  There  is  a 
position  of  choice  for  each  joint  when  ankylosis  is 
to  occur,  so  that  in  treating  the  joint  a favorable 
position  should  be  the  prime  objective. 

The  following  is  a summary  of  favorable  positions 
for  ankylosis  of  the  major  joints: 

1.  Shoulder:  abduction  6 0°,  flexion  10“. 

2.  Elbow:  right  angle,  with  semi-pronation  for 
one  arm;  or,  if  both,  one  should  have  an  angle  some- 
what greater  than  a right  angle. 

3.  Wrist:  10’  dorsiflexion  with  semi-pronation. 

4.  Fingers: 

I.  Hip:  full  extension  with  10°  abduction. 

6.  Knee:  full  extension  or  10°  flexion. 

7.  Ankle:  10°  plantar  flexion. 
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Joints  may  lose  all  or  a part  of  their  range  of  mo- 
tion. Total  loss  of  motion  may  be  preferable  to  par- 
tial motion  that  is  painful.  In  restoring  motion  to 
a joint  it  is  the  duty  of  the  surgeon  thoroughly  to 
consider  the  procedure  that  will  correspond  favor- 
ably with  the  biological  state  of  the  joint  and  that 
will  result  in  the  greatest  degree  of  usefulness  to  the 
individual.  Elis  goal  should  not  be  merely  to  restore 
mobility  for  the  sake  of  anatomical  perfection,  nor 
should  he  be  influenced  too  greatly  by  a desire  for 
the  aesthetic  appearance.  Instead  of  trying  to  gain 
motion,  it  might  be  advisable  to  completely  elim- 
inate it.  Likewise,  stability  might  have  to  be  sacri- 
ficed for  mobility.  There  are  three  types  of  ankylos- 
ed  joints  that  must  be  treated  surgically.  First,  the 
form  of  stiffness  in  which  the  range  can  be  improv- 
ed by  palliative  measures,  splinting,  force,  or  manip- 
ulation. Second,  the  limited  range  of  motion  that 
can  be  relieved  by  surgical  procedures  wholly  exter 
nal  to  the  articulation,  as  in  deformity  or  tendon  and 
scar  contraction.  Third,  the  type  of  ankylosis  that 
requires  surgical  reconstruction  to  the  articulation. 

In  the  first  and  second  types  it  often  proves  a 
great  problem  as  to  when  to  break  up  adhesions  and 
when  not  to  do  so.  The  joints  which  respond  best 
to  forced  manipulation  are  those  where  the  joints  arc- 
sound  but  are  limited  in  motion  by  extra-articular 
adhesions,  such  conditions  as  are  commonly  termed 
traumatic  arthritis,  or  stiffness  from  long-continued 
immobilization.  The  guiding  principle  is,  whether 
or  not  the  joint  itself  is  biologically  sound.  Erosion 
or  disintegration  of  the  joint  elements  usually  pro- 
hibit manipulation.  Joints  which  do  not  respond  fa- 
vorably to  manipulation  are  those  affected  by  tuber- 
culosis, syphilis,  gonorrhea,  or  proliferative  (rheu- 
matoid) arthritis.  The  following  rules  summarize 
treatment  by  manipulation: 

1.  Limitation  of  movement  due  to  a general 
arthritis,  however  mild,  is  characterized  by  pain  in 
every  direction.  Limitation  due  to  adhesions  suit- 
able to  breaking  down  has  a certain  degree  of  pain- 
less movement  and  pain  commences  only  when  this  is 
exceeded  and  adhesions  are  stretched. 

2.  When  pain  and  swelling  have  subsided  is  the 
time  fcr  manipulation,  not  before.  Delay  means 
increase  in  strength  of  the  adhesions,  and  increase  in 
atrophy  of  the  associated  muscles. 

3.  Massive  adhesions  due  to  inflammation  have  a 
very  poor  prognosis  in  respect  to  forcible  manipula- 
tion. 

4.  Never  attempt  to  break  down  adhesions  in  * 
joint  affected  with  suppuration  or  in  the  neighbor- 
hood of  such  a process. 


5.  In  the  manipulation,  use  steady  force  in  one 
up  and  one  down  motion,  not  short  jerks.  In  less 
serious  cases  full  range  of  motion  may  be  obtained 
at  manipulation.  In  more  resistant  cases,  it  is  better 
to  force  the  joint  through  a small  arc  at  the  first 
sitting  and  make  subsequent  attempts  in  the  same 
careful  manner. 

6.  Be  very  careful  to  support  shafts  of  bones 
above  and  below  the  joint. 

7.  Keep  joint  at  rest  for  a day  or  so  following 
manipulation.  Follow  by  physiotherapy. 

8.  Appropriate  splinting  of  an  arthritic  joint 
often  is  a very  effective  remedy.  Relaxation  may  be 
secured  and  the  inflammatory  process  allayed  by  the 
rest. 

In  the  third  type  of  case,  sound  surgical  judgment 
is  necessarv  in  respect  to  the  choice  of  operative  pro- 
cedure. Any  joint  can  be  safely  opened  and  recon- 
structed. The  ancient  fear  that  losing  the  "joint 
water”  would  cause  stiffness,  often  blocks  the  way. 
The  more  common  surgical  measures  for  relief  of 
arthritic  joints  are:  (1)  synovectomy,  (2)  arthrode- 
sis, (3)  arthroplasty.  Indications  for  these  surgical 
procedures  are  determined  by  routine  examination 
and  accurate  diagnosis  of  the  existing  condition. 

Synovectomy  is  indicated  in  partially  ankylosed 
joints  which  arc  painful  as  the  result  of  diffuse,  in- 
flammatory and  proliferative  changes  resulting  in 
lipping,  bony  spurs  in  the  synovial  tissues  and  carti- 
lages. It  is  more  specifically  applicable  to  monarticu- 
lar lesions,  as  the  knee  and  hip  joint  in  old  people, 
where  conservative  treatment  for  relief  of  painful 
motion  has  been  exhausted.  The  operation  should 
not  be  attempted  where  the  inflammatory  state  has 
not  become  quiescent.  Some  have  recommended  the 
procedures  in  polyarthritic  joints,  but  too  much  lim- 
itation of  motion  is  apt  to  result.  It  is  best  reserv- 
ed for  those  cases  where  there  is  lipping  and  osteo- 
phyte production  or  destruction  of  the  semilumar 
cartilages.  It  should  not  be  attempted  in  pyogenic, 
tuberculous,  or  syphilitic  arthritis.  Other  conditions 
in  which  it  may  be  used  are  traumatic  arthritis,  tu- 
mors of  the  joint,  osteochondritis  dessicans.  or  villous 
arthritis. 

The  synovia  is  a connective-tissue  membrane  lin- 
ing the  fibrous  capsule  of  a joint.  It  is  composed  of 
dense  connective-tissue  elements  and  at  operation 
care  must  be  taken  thoroughly  to  remove  all  the 
synovial  fringes  and  hypertrophic  fat  pouches  from 
the  joint.  In  the  knee  the  fat  pad,  cartilages,  and  en- 
tire synovial  lining  are  removed.  If  the  case  is  prop- 
erly selected  a very  satisfactory  result  may  be  expect- 
ed. Freedom  from  pain  usually  is  the  objective  of 
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the  patient.  A warning  should  be  given  that  at  least 
some  of  the  range  of  motion  will  be  sacrificed  be- 
cause of  scar  tissue  that  is  sure  to  form. 

Arthrodesis  is  a surgical  measure  wherein  the  joint 
is  made  completely  rigid.  It  is  useful  in  joints  where 
destructive  processes  and  erosions  are  of  such  a na- 
ture that  complete  elimination  of  motion  in  the  joint 
would  relieve  pain  and  promote  a cure,  whereas  a 
synovectomy  or  an  arthroplasty  would  aggravate  the 
disease  and  result  in  failure.  Tuberculous  arthritis  is 
amenable  to  such  treatment.  The  procedure  is  also 
useful  in  alleviating  pain  in  joints  that  are  not  an- 
atomically favorable  to  arthroplasty,  such  as  in  the 
subastragaloid  or  spinal  joints.  For  instance,  trau- 
ma. ic  arthritis  resulting  from  fracture  of  the  os  cal- 
cis  or  astragalus  often  is  relieved  by  stabilization  of 
the  astragalo-calcaneal  joint.  Another  location  where 
arthrodesis  renders  a strikingly  favorable  result  is  in 
the  painful  arthritic  joint  changes  about  the  sacro- 
iliac or  sacro-lumbar  joints  of  the  spine.  Surgery  in 
this  field  is  safe  and  so  far  reaching  in  its  result  that 
it  is  surprising  how  little  it  is  used. 

Arthroplasty  is  a procedure  wherein  the  surgeon 
endeavors  to  restore  a range  of  motion  by  excising 
the  ankylosing  tissue  and  by  anatomical  reshaping  of 
the  joint  surfaces.  The  operation  must  impart  sta- 
bility as  well  as  mobility.  Excision  of  the  joint  is, 
therefore,  not  sufficient.  The  articular  ends  must  be 
remodeled  in  a manner  that  will  not  produce  abnor- 
mal laxity  and  some  form  of  tissue  must  be  inter- 
posed to  promo. e smoothness  of  motion  simulating 
the  functions  of  the  cartilages. 

The  knee,  hip,  and  elbow  joints  are  more  success- 
fully attacked  in  this  manner  than  other  joints.  Each 
joint  requires  a technic  for  remodeling  that  is  pe- 
culiar to  its  natural  construction,  but  the  princi- 
ple of  removing  a liberal  amount  of  the  joint  ends 
and  inserting  a soft  membranous  tissue  is  always 
used. 

The  fascia  lata  of  the  thigh  is  the  more  suitable 
interposing  tissue.  It  is  removed  from  the  thigh  of 
the  same  or  opposite  leg  by  a separate  incision.  This 
tissue  is  folded  into  the  joint  so  that  the  raw  surfac- 
es of  the  ends  of  the  joint  components  are  complete- 
ly covered  and  so  that  the  joint  space  is  between  two 
layers  of  the  fascia. 

Motion  is  begun  in  about  ten  days  after  the  opera- 
tion and  a little  weight  bearing  is  encouraged  in 
three  or  four  weeks. 

If  the  case  has  been  carefully  selected,  the  results 
will  be  very  pleasing.  Ambition  for  motion  without 
due  regard  for  the  necessity  of  stability  may  prove 


grea.ly  disappointing.  An  individual  relying  for  his 
livelihood  upon  labor  that  requires  leg  strtttigj.li 
would  be  better  equipped  with  a totally  stiff  knee 
or  hip  than  a movable  one,  because  of  the  necessity 
of  stability  and  endurance. 

NEURASTHENIA 


S.  D.  SWOPE,  M.  D. 
El  Paso,  Texas 


(Read  before  the  New  Mexico  Medical  So-iety, 
at  its  Fifty--irs.  Annual  Meeting  at  Roswe.;,  „,.M., 
May  18-20,  1933.) 

It  is  impossible  to  study  the  clinical  manifes.ations 
of  neurasthenia  without  coming  to  the  conclusion 
that  in  most  cases  there  is  an  underlying  insuffi- 
ciency, and  in  others  a lowering,  from  some  cause, 
of  the  vitality  of  the  cortical  neurons.  In  either  case, 
too  great  a strain  thrown  on  an  imperfectly  con- 
structed, cr  improperly  functioning,  brain  may  bring 
in  its  train  a host  of  nerve  symptoms,  of  which  neu- 
rasthenia is  the  generic  name. 

If  the  neurons  in  a given  brain  are  numerically 
deficient,  excessive  mental  strain  naturally  produces 
chromatolysis,  which  is  the  microscopical  evidence 
of  nerve  fatigue.  With  a more  richly  endowed  or- 
ganism, the  same  stress  would  produce  little  effect, 
or  a much  delayed  pathogenic  evidence.  (Berry.) 

Carrol  The  mas  has  aptly  said,  "There  are  some 
persons  whose  nervous  systems  are  so  constituted 
•Tat  they  quickly  feel  any  undue  stress  and  are  un- 
able to  adjust  themselves  adequately  to  the  average 
circumstances  of  every-day  life.  It  is  in  these  defi- 
cients that  neurasthenia  is  developed,  though  it  may 
not  be  manifest  until  some  excessive  strain  has  ex- 
hausted the  neuronic  resources  or  interfered  with 
their  correlated  influences.” 

In  psychasthenia,  it  must  be  inferred  that  we  have 
not  only  a possible  underlying  cerebral  deficiency 
and  irregular  development  and  irregular  association 
of  cortical  neurons  with  chromatolysis  from  fatigue, 
excesses,  traumatism,  infectious  diseases,  emotional 
strains,  frights  and  phobias,  but  there  are  anatomical 
physical  changes  and  they  are  permanent  in  charac- 
ter and  irreparable,  though  not  yet  having  reached 
the  stage  of  true  dementia,  toward  which  they  trend. 

Then  in  neurasthenia  we  have  a general  weakening 
of  the  mental  and  physical  efferent  activating  im- 
pulses, with  a disturbance  of  the  activity  of  the 
senses  through  their  afferent  sensory  impulses.  This 
comprehensive  and  descriptive  definition  of  a syn- 
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drome  gives  us  a little  suggestion  of  the  manifold 
symptomatology  of  a complex  disease  that  we  are  in 
the  habit  of  calling  functional,  for  the  want  of  a 
knowledge  that  would  demonstrate  temporary  or- 
ganic changes,  as  yet  undiscovered,  but  apparent, 
since  some  unnatural  force  governs  the  activities  of 
the  afflicted. 

To  have  a reasonable  understanding  of  a neuras- 
thenic condition,  one  must  have  a pretty  clear  idea 
of  the  macroscopic  and  the  microscopic  anatomy  of 
the  brain  and  its  physiological  functional  activity, 
for  we  have  to  do  here  with  the  most  complicated 
physical  and  chemico-electrical  mechanism  that  man 
has  ever  been  called  upon  to  study.  While  the  pres- 
ent age  has  made  much  progress  in  this  great  field 
of  study,  there  yet  remain  unknown  regions,  of  how 
and  why,  for  future  generations  to  explore  and  puz- 
zle over.  It  is  enough  for  the  purpose  of  this  paper 
to  consider  that  there  is  a superabundance  of  brain 
cells,  (neurons)  in  the  normal  child  at  birth,  devel- 
oped from  the  neuroblasts  of  fetal  existence,  for  all 
the  uses  that  may  be  required  of  them  during  the 
life  of  the  human  animal.  That  the  aggregate  of 
these  cells  is  made  up  of  receiving,  storing,  commun- 
icating and  activating  components,  so  bound  togeth- 
er by  anatomic  and  physiological  influences,  that  no 
one  part  actually  functions  without  the  connivamce, 
and  frequently  the  assistance,  of  all  other  parts. 

Herrick  has  wisely  stated:  "A  group  of  brain 
cells  that  perform  a single  function  is  often  spoken 
of  as  the  center  of  that  function,  but  it  should  be 
borne  in  mind  that  this  does  not  imply  that  this 
function  resides  exclusively  in  that  place.  These 
functions  are  all  more  or  less  complex  and  the  cen- 
ter is  usually  where  various  nervous  impulses  are  re- 
ceived and  redistributed.  This  center,  therefore,  is 
roughly  analagous  to  the  switchboard  of  an  electric 
plant.” 

We  have  our  areas  of  function — motor,  sensory, 
speech,  emotion,  and  reason — developed  in  the  ani- 
mal kingdom  in  the  order  named,  during  the  progress 
of  ages.  They  are  the  handmaidens  who  bear  the 
children  of  thought  and  action  by  which  the  world 
of  progress  is  moved  on  from  generation  to  genera- 
tion. They  are  so  directly,  so  indirectly,  and  so  in- 
timately, connected  that  we  cannot  perform  the  sim- 
plest act  with  our  right  hand  without  letting  our 
left  hand  know  of  its  action.  We  cannot  even 
think  thoughts  without  our  somatic  elements  being 
influenced  by  them. 

We  come  now  to  the  neuron,  the  cell  unit  of  the 
nervous  system  the  holy  of  holies,  about  which  is 
draped  the  veil  of  obscurity  of  the  how  and  why. 


which  has  not  yet  been  rent  asunder  by  the  finite 
mind.  Neurons  with  their  non-medullated  dendrites 
and  axions  constitute  practically  the  whole  of  the 
gray  matter  of  the  cortex,  or  external  area  of  the 
brain.  They  are  scattered  throughout  the  central  and 
sympathetic  system,  in  simple  and  ganglionic  form. 
Their  variation  of  form  and  physiological  activities 
have  been  studied.  Their  dendrites  of  association 
neurons,  through  synapsis  and  arborescent  connec- 
tions are  known.  Their  medullated  axons  with  their 
motor  forces  have  been  traced  and  studied,  and  their 
intricacies  unraveled  by  such  men  as  Berry  of  Aus- 
tralia, Herrick  of  Chicago,  and  others.  But  just 
what  changes  take  place,  and  how  and  why  they 
take  place,  consequent  to  ordinary  mental  and  physi- 
cal exercise  and  in  the  exhaustion  of  neurasthenia, 
other  than  the  chromatolysis,  has  not  yet  been  de- 
termined. 

DIAGNOSIS 

Being  a humble  disciple  of  the  greatest  medical 
man  of  any  age,  Sir  William  Osier,  I believe  that 
diagnosis  is  the  most  important  element  in  the  pur- 
suit of  the  practice  of  medicine.  It  is  the  well  begun, 
half  done,  of  our  juvenile  instructions.  In  neuras- 
thenia the  diagnosis  is  not  the  simple  determination 
that  the  first  thought  suggests,  for  the  symptoms 
extend  from  cap  a pie.  Meningitis,  encephalitis,  brain 
trauma,  cholecystitis,  intestinal  stasis,  thrombosis  in- 
farct, and  so  forth.  There  is  practically  no  disease 
that  does  not  at  some  time  present  symptoms  of 
nerve  exhaustion  and  there  are  no  symptoms  in  the 
syndrome  of  neurasthenia  that  do  not  at  some  time 
appear  in  organic  disease.  We  have  only  to  call  your 
attention  to  phantom  pregnancy  and  opisthotonos 
to  make  our  point  clear. 

Then  the  first  step  in  the  diagnosis  of  neuras- 
thenia is  the  elimination  of  constitutional  and  local 
organic  diseases.  This,  too,  is  not  always  an  easy 
matter,  as  it  would  at  first  seem,  since  organic  dis- 
ease, such  as  diabetes,  early  leukemia,  anemia,  early 
dementia  and  many  other  syndromes,  present  neu- 
rasthenic symptoms. 

Then,  again,  neurasthenia  may  be  so  well  defined 
in  a given  case  that  the  diagnosis  includes  neuras- 
thenia as  a concomitant  factor  in  organic  disease. 

What,  then,  is  the  principal  symptom  of  a neuras- 
thenic syndrome?  The  want  of  normal  correlation 
of  the  afferent  receptor  impulses,  generated  in  the 
various  organs  of  the  body  and  transmitted  through 
the  sensory  tracts,  and  a want  of  normal  correlation 
of  the  efferent  impulses  collected  from  the  various 
sources  of  supply,  developed  and  distributed  by  the 
neurons  of  the  nervous  system,  where  congenital  de- 


OCTOBER,  1933 


32  5 


liciency  and  organic  diseased  condition  is  not  a fac- 
tor. In  other  words,  the  incoming  messages  are  de- 
layed, garbled,  and  interfered  with  by  reason  of  poor 
current,  bad  synaptic  connection  and  interference  of 
party  lines.  The  outgoing  messages  are  irregular  and 
unstable  from  weakened  neuronic  impulse  and  den- 
dritic and  axonic  transmission,  and,  as  a result,  we 
have  hysterical  manifestations  with  choreic  compli- 
cations, without  fixed  delusions,  hallucinations,  or 
paresis. 

Berry  gives  us  a few  aphorisms  to  think  about. 
"Physiological  explanations,  which  ignore  the  neuro- 
logical factors  concerned,  cannot  but  prove  unsatis- 
factory.” All  this  leads  once  more  to  the  only  logi- 
cal conclusion,  that  neurons  are  the  principal  in- 
struments of  mind  and  that  the  phenomena  of  mind 
can  be  correctly  interpreted  only  in  terms  of  neurons 
and  neuronic  arcs.  But  it  must  be  remembered  that 
the  connection  with  the  neurons  is  very  easily  brok- 
en or  inhibited  and  is  modifiable  in  various  ways. 
Is  it  any  wonder  that  we  have  innumerable  multi- 
tudes of  characters,  with  their  varying  physical 
foundations  acted  upon  by  the  effect  of  heredity, 
environment  and  educational  influences;  or  that  the 
delicate  mechanism  of  the  brain  should  fail  to  func- 
tion normally  when  exhausted  by  stress  of  circum- 
stances or  injured  by  disease? 

The  foregoing  gives  us  adequate  explanation  for 
the  innumerable  aches  and  pains  of  which  the  neu- 
rasthenic complains,  their  wide-spread  distribution, 
and  the  frequency  of  glandular  dystrophy  and  meta- 
bolic deficiency  in  these  cases. 

TREATMENT 

Here,  as  in  most  cases,  treatment  may  be  properly 
divided  into  preventive  and  curative!  prevention,  in 
the  careful  study  of  individual  psychoneurological 
capacity,  in  the  selection  of  suitable  occupation,  and 
protection  from  undue  stress  upon  the  nervous  sys- 
tem; keeping  in  mind  that  heredity  and  previous  en- 
vironmental influence  weigh  heavier  in  this  scale 
than  somatic  physical  development. 

The  greatest  curative  agent  discovered  for  neuras- 
thenia is  rest.  The  physical  laborer  renews  the 
strength  of  his  tired  body  with  hours  of  restful  sleep. 
The  four  seasons  give  the  farmer  a restful  change  of 
occupation  and  the  long  winter  nights  of  rest  pre- 
pare him  for  the  stress  of  spring  planting  and  the 
summer  and  autumn  harvest.  To  these  two  classes, 
neurasthenia  is  seldom  anything  but  a name  in  some 
foreign  language.  We  worry  through  a day  of  men- 
tal and  physical  labor  and  "tired  nature’s  sweet  re- 
storer” prepares  us  for  the  exigencies  of  the  mor- 


row. "I  can’t  sleep,  I can’t  sleep,  I can’t  sleep,”  is 
the  constant  cry  of  the  neurasthenic.  His  pain,  his 
fears,  and  his  insomnia  are  the  triad  of  his  woes. 

The  first  thing  to  think  about  in  the  cure  of  the 
disease  is  the  removal  of  the  cause,  if  possible.  In  this 
affliction,  mental  conflict,  fear,  and  remorse  are  the 
triad  of  demons  that  beset  the  harried  afflicted. 
Singly,  or  in  groups,  subconsciously  or  consciously, 
they  constantly  attack,  giving  a tired  brain  no  op- 
portunity for  rest  and  restoration  of  chromosomes 
and  repair  of  injured  lines  of  communication.  Some- 
times these  demons  are  phantom  wraiths  that  may  be 
dissipated  by  reason.  Again  they  are  secret  sins,  im- 
aginary or  real,  buried  deep  and  covered  by  fear,  that 
need  to  be  brought  to  the  light  of  day  by  confession 
and  their  baneful  influence  destroyed  by  sympathetic 
compassion.  These  three  demons  have  injured  more 
minds  than  all  the  forces  of  nature  combined  in  use- 
ful toil.  Mental  conflict,  between  desire  and  duty, 
inclination  and  inhibition,  fear  of  exposure,  of  pov- 
erty, and  disease.  Remorse  for  acts  and  neglects,  and 
many  others,  are  weakening  agents  of  cerebral  activ- 
ity. 

Medicinal  agents  are  useful  and  necessary  in  com- 
bating this  disease.  The  bodily  support  of  the  nerv- 
ous system  is  a necessity.  It  should  be  developed  and 
maintained  at  the  highest  possible  standard.  Rest 
and  recreation  are  important  factors.  Change  of  en- 
vironment and  association  are  often  useful,  if  not  al- 
ways necessary.  Assurance  is  a great  remedy  in  this 
disease. 

Sleep  is  the  priceless  boon  for  which  neurasthenics 
long — mental  and  physical  oblivion  from  the  triad 
of  demon  persecution.  They  would  forever  repose 
in  the  arms  of  Morpheus,  but  the  soothing  salt  from 
the  seductive  poppy  is  the  most  dangerous  agent  with 
which  they  could  come  in  contact.  The  ideal  restor- 
er for  the  overtaxed  and  exhausted  nervous  system 
is  a dreamless  sleep  of  adequate  duration.  In  troubled 
times,  many  persons  develop  a state  of  mental  irrita- 
bility which  culminates  in  insomnia,  with  the  result- 
ing impairment  of  vitality.  Under  the  circumstanc- 
es it  becomes  imperative  to  resort  to  a hypnotic,  one 
that  produces  restful  slumber  and  leaves  no  trace  of 
lassitude  and  fatigue  on  awakening.  I have  had  my 
best  results  with  trional. 

We  have  said  nothing  of  the  vegetative  or  sympa- 
thetic nervous  system,  which  plays  an  important 
part  in  nerve  exhaustion.  It  is  an  important  com- 
ponent part  of  the  nervous  organization,  but  time 
prevents  our  further  discussion. 

We  are  herewith  reporting  two  cases. 
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CASE  REPORTS 

CASE  I On  June  13,  1902,  was  called  to  see  Mrs. 
C.  Found  her  in  a comfortable  room  in  good  local- 
ity. She  was  well-developed,  well-nourished  woman 
in  the  early  thirties.  She  was  seemingly  uncon- 
scious, responding  to  none  of  the  stimuli  from  the 
friendly  women  by  whom  she  was  surrounded.  She 
had  spent  the  morning  visiting  with  inmates  of  the 
house  and  seemed  cheerful  until  about  ten  thirty, 
when  she  became  quiet  and  then  morose,  after  which 
she  had  a paroxysm.  She  was  put  to  bed  where  she 
lay  in  apparent  stupor,  in  which  state  she  remained 
un’il  my  arrival.  Her  pulse,  temperature,  and  respi- 
ration were  normal.  Pupils  widely  dilated.  There 
was  muscular  rigidity  of  limbs.  Her  arms  and  legs 
would  remain  as  they  were  left  on  movement.  When 
her  eyelids  were  opened,  they  would  close  and  she 
seemed  oblivious  to  her  surroundings.  All  of  her  as- 
sociates agreed  that  she  had  not  taken  any  sort  of 
drug.  So  I sent  them  all  out  of  the  room  and  ap- 
plied some  cold  water  to  her  face,  not  too  gently, 
and  she  woke  up  to  see  a strange  man  at  her  bed- 
side, who  introduced  himself  as  a doctor.  She  began 
to  cry  and  assured  me  that  she  had  not  taken  any 
drug,  was  free  from  pain,  and  thought  that  she 
would  be  all  right.  Deciding  that  tears  were  a good 
outlet  for  pent-up  emotions,  I left,  giving  a good 
prognosis. 

About  three  hours  later,  I was  called  again  to 
find  another  doctor  in  attendance,  who  had  given  a 
grave  prognosis  in  that  she  was  dying  and  that  he 
could  do  nothing  for  her.  We  had  a beautiful  canti- 
lever human  bridge  span  on  that  bed.  Opisthoto- 
nos complete  from  head  to  heel. 

I sent  all  the  anxious  perturbed  neighbors  out  of 
the  room,  wet  the  end  of  a coarse  towel  in  cold  wa- 
ter and  with  it  hit  her  a couple  of  enthusiastic 
whacks  across  the  upturned  face.  She  came  to  at 
once  and  asked  where  she  was. 

I moved  her  over  to  the  hospital  where  she  had 
another  paroxysm,  which  was  relieved  by  the  nurse 
in  the  manner  previously  described.  On  my  next 
visit  she  was  normal  but  somewhat  emotional.  She 
confessed  to  having  left  her  husband  and  three 
children  in  a nearby  city  and  run  away  with  an- 
other man.  The  remorse  and  mental  conflict  had 
brought  on  an  hysterical  manifestation  of  neuras- 
thenia. 

CASE  II.  Miss  S.  P.,  referred  to  by  Dr.  J.  W. 
Laws,  was  examined  February  1,  1933.  Age  23, 
slender  type  of  young  woman,  about  5 feet,  4 inch- 
es. Weight  103;  maximum  weight  118.  High  school 
education  with  some  advanced  work.  Taught  in 
country  school  for  four  years.  Her  mother,  small, 
slender  type,  more  or  less  nervous.  Three  sisters 
and  one  brother  are  living  and  in  good  health;  the 
patient  is  the  oldest  child.  A young  woman  with 
abundant  hair,  smooth  face,  blue,  expressive  eyes, 
irregular  teeth,  regular  features,  anxious  expres- 
sion on  face.  The  first  two  years  of  her  teaching 
were  not  irksome,  but  the  last  two  years  have  been 
exceedingly  irksome  and  unpleasant,  the  greatest 
difficulty  being  the  maintenance  of  discipline. 


Many  of  her  pupils  were  overgrown  and  hard  to 
manage.  Her  great  aspiration  was  to  be  able  to 
accumulate  means  by  which  she  could  advance  the 
education  of  one  of  her  sisters.  About  one  year  ago 
she  had  her  eyes  fitted  with  glasses,  had  a great 
deal  of  trouble  reading  previous  to  fitting,  but  more 
pronounced  since  the  fitting. 

Physical  examination  as  w'ell  as  x-ray  examina- 
tion of  her  heai-t,  lungs,  liver,  and  kidneys  showed 
them  all  normal. 

Some  six  or  eight  months'  ago,  the  patient  had  an 
offer  of  marriage  from  a desirable  young  man  who 
had  a business  similar  to  that  of  her  father.  She 
was  favorably  impressed  with  this  offer  but  began 
to  believe  that  her  physical  condition  would  pro- 
hibit her  performing  the  normal  duties  of  a wife. 
She  had  no  fear  of  child-birth,  or  marital  relations, 
or  any  personal  physical  defects.  She  had  no  par- 
ticular desire  for  children,  but  had  what  I would 
presume  to  be  a normal  maternal  instinct. 

Reflexes  are  all  subnormal.  She  complains  of 
great  muscular  weakness,  unable  to  get  around 
much,  progressive  in  character,  which  is  the  cause 
of  most  of  her  worry.  The  fear  of  not  being  able 
to  marry  and  being  compelled  to  return  to  teaching, 
seems  to  be  the  dominating  influence  in  her  mental 
make-up.  Her  mental  powers  are  normal  and  she 
is  above  the  average  in  intelligence. 

Diagnosis:  Neuropsychasthenia,  induced  by  over 

mental  exertion  in  teaching  and  mental  conflict  and 
fear  over  social  relations  and  prospect. 

Curable:  Requiring  time  and  patience.  Other 

conditions  considered.  Circulatory  disturbance  in 
the  brain.  Neoplasm. 

May  15,  1933.  Greatly  relieved.  Gained  10 

pounds.  No  mental  disturbance. 

RESUME 

We  have  considered  this  subject  from  histological, 
pathological,  and  therapeutic  viewpoints. 

CONCLUSIONS 

We  have  here  a pathological  entity,  developing 
from  a deficient  or  weakened  nervous  system,  over- 
taxed by  stress  or  strain,  in  which  there  is  neuronic 
exhaustion,  with  deficiency  of  connecting  transmis- 
sion. 
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DISCUSSION 

DR.  CRUM  EPLER  (Pueblo,  Colo.)  : Before  dis- 
cussing this  paper,  I wish  to  say  that  I am  very 
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much  pleased  at  being  with  you  and  attending  such 
an  interesting  meeting.  Relative  to  the  subject  un- 
der discussion,  “Neurasthenia,”  I do  not  know  that 
it  could  be  better  handled  than  by  my  friend  Dr. 
Swope.  I am  sorry  that  time  did  not  permit  me  to 
go  further  into  detail  with  his  intelligent  discus- 
sion. It  is,  'without  any  question,  one  of  the  bug- 
bears that  has  to  be  contended  with,  and  to  me  it  is 
a symptom — the  result  of  the  breaking  down  of  cer- 
tain neurological  activities.  I feel  that,  if  it  were 
not  for  the  advance  that  civilization  requires,  the 
strenuous  life  of  the  times,  there  would  be  but  lit- 
tle of  it.  It  appears  to  me  that  the  man  who  uses  a 
pick  and  shovel,  the  man  who  digs  the  ditches,  the 
man  who  has  sufficient  physical  exercise  to  wear 
his  fatigue  down  to  the  point  where  he  can  eat  and 
rest,  has  less  trouble.  The  condition  is  largely  found 
in  the  opposite  sex  of  those  of  us  here,  though  not 
wholly,  and  is  probably  due  to  lack  of  work  or  con- 
structive accomplishment.  The  fussing  around  with 
the  troubles  of  others,  the  everlasting  agitation  that 
takes  place  in  our  modern  civilization,  has  much  to 
do  with  those  basic  neurons  of  which  Dr.  Swope 
spoke  as'  having  been  put  in  the  brain  at  the  time  of 
birth  and  which  are  presumed  to  be  sufficient  to  al- 
low the  human  to  carry  on  in  reasonableness 
throughout  life  as  was  intended.  But  there  is  a 
stress  imposed  upon  us  all  and  do  we  have  enough 
neurons  to  make  good  with  all  these  stresses?  If 
not,  we  break  down  somewhere.  If  each  individual 
neuron  was  in  itself  a line,  like  a telephone  line, 
only  designed  to  do  a certain  thing,  then  we  would 
be  able  to  do  that  certain  thing  and  to  do  it  well; 
but  where  the  neuron  comes  out  of  a center,  and 
one  side  is  a little  weaker  than  the  other,  then  every 
taxation  results  in  overexertion,  and  in  attempting 
to  do  things  we  are  not  neurologically  able  to  do, 
the  result  is  breakdown  I consider  institutional 
treatment  the  only  treatment  there  is  for  it,  in  an 
institution  where  the  nervous'  and  mental  diseases 
are  cared  for,  free  from  everything  except  such  sim- 
ple entertainment  as  might  be  deemed  beneficial. 
Sleep,  rest,  and  change  of  environment  will  bene- 
fit these  patients  if  they  are  benefited  at  all.. 

DR.  F.  D.  VICKERS  (Deming,  N.  M.)  : We  have 
a great  many  of  these  high-strung  nervous  people 
to  deal  with,  whose  temperaments  are  such  that 
they  can  not  do  the  things  other  people  have  to  do. 
This,  plus  a little  whiskey  and  overwork,  and  a lit- 
tle syphilis,  or  a little  allergy,  or  some  glands  not 
secreting  right,  makes  us  choice  neurasthenics.  When 
you  have  cured  everything  you  can  think  of,  you 
still  have  an  unstable  nervous  system  that  was  not 
made  just  right  to  start  with,  and  it  is  a relief  to 
see  these  patients'  depart  for  Europe  or  some  place. 

DR.  JOHN  T.  MOORE  (Houston,  Texas)  : It  may 
seem  amusing  for  a surgeon  to  tackle  a question  of 
this  sort,  but  I carried  on  this  work,  lecturing  on 
mental  and  nervous  diseases  at  the  University  of 
Texas,  until  a man  could  be  secured.  We  joke  with 
our  friends  at  times  when  they  report  these  long- 
drawn-out  cases  of  neurasthenia.  Often  they  come 
into  the  hands  of  the  surgeon  and  gynecologist  by 


consultation,  or  by  getting  tired,  and  it  is  founa 
that  the  basis  in  many  of  these  cases  has  been  over- 
looked. A condition  is  found  that  can  be  relieved 
by  proper  surgery.  This  brings  into  the  picture  the 
necessity  of  an  all-around  trained  medical  man.  We 
believe  that  our  doctors  ought  to  know  a lot  about 
everything  and  a great  deal  more  about  some  few 
things.  We  have  had  some  very  brilliant  results  in 
aiding  neurasthenic  women  by  doing  no  more  than 
repairing  an  old  lacerated  cervix,  clearing  up  pelvic 
adhesions,  strictures  of  uterus,  and  so  forth.  Then 
we  have  seen  cases  of  gallbladder  diseases  and  other 
conditions  that  a e entirely  surgical,  that  have  been 
relieved  by  directing  them  along  the  proper  lines. 
The  thing  that  occurred  to  me  as  one  of  the  most 
valuable  assets  of  a doc  or  in  the  handling  of  these 
cases  is  the  assurance  to  his  patient  that  he  knows 
what  he  is  doing,  and  he  must  know  because,  when 
the  patients  discover  once  you  do  not  know  what 
you  are  talking  about,  they  are  lost  again.  By 
psycho-analysis  you  can  bring  out  many  of  these 
cases  that  have  no  physical  basis  of  disease  at  all. 

Many  of  these  cases'  go  to  Christian  scientists  and 
are  dragged  entirely  out  of  themselves  by  the  study 
of  Mrs.  Eddy’s  wonderful  (?)  book,  Science  and 
Health.  Sir  William  Osier,  under  whom  I studied 
in  my  early  medical  career,  used  to  say  to  us  that 
most  of  the  cases  of  neurasthenia  demonstrated 
they  had  something  we  could  not  find  as  the  basis 
of  their  illness,  and  never  to  give  one  of  them  up 
until  we  had  sought  and  found  the  basis  of  his  trou- 
ble. It  takes  a lot  of  time,  patience,  and  sympathy 
— not  the  kind  of  sympathy  that  allows  you  to  lead 
people  around  by  the  nose — but  a r-eal  interest  in 
all  the  cases,  with  a hope  to  bring  them  out  of 
themselves.  I have  never  lost  my  interest  in  these 
mental  or  nervous  cases  and,  though  a s'urgeon,  I 
see  many  of  them  in  my  practice. 

DR.  J.  MOTT  RAWLINGS  (El  Paso,  Texas):  I 
am  paiticularly  glad  to  have  heard  Dr.  Swope’s 
paper  and  the  discussion  of  Dr.  Moore,  because 
without  question  the  problem  of  neurasthenia  is  in- 
deed a big  one.  If  you  study  statistics  and  ascer- 
tain the  numbers  of  people  that  are  mentally  defi- 
cient and  in  the  hospitals  of  this  country,  you  will 
find  that  there  are  more  people  hospitalized  on  ac- 
count of  mental  disease  than  from  all  other  sources. 
That  is  an  important  argument  as  to  the  serious- 
ness of  this  problem.  Yet  the  medical  care  afforded 
these  cases  is,  in  a'most  all  but  a few  of  the  better 
private  sanatoria,  quite  inadequate.  As  to  causa- 
tion, we  all  know  the  stress  and  strain  that  comes 
to  each  one  of  us'  at  some  time  or  other  during  life, 
and  to  my  mind  it  is,  without  question,  the  burden 
of  civilization  with  its  s ress  and  strain,  heightened 
by  speed,  that  brings  on  this  immense  increase  in 
the  number  of  neurasthenics. 

DR.  W.  C.  BUCHLY  (Roswell,  N.  M.)  : I wonder 
if  there  is  some  distinction  to  be  made  in  the  cases 
which  were  originally  surgical,  where  a person  had 
some  lesions  which  caused  bad  health  for  a long 
lime  and  became  nervous'  and  exhausted  therefrom, 
and  the  person  who  becomes  so  by  training,  inheri- 
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lance,  and  possibly  environment.  We  find  people  in 
ill  health,  which  long  continued,  brings  out  a ner- 
vous condition,  who,  were  they  in  better  physical 
condition,  would  probably  be  able  to  carry  on  as 
normal  persons.  Then,  there  are  the  other  kind 
who  would  not  be  happy  if  they  were  not  neuras- 
thenic. I wonder  if  Dr.  Swope  can  make  a distinc- 
tion between  these  types. 

DR.  H.  A.  STROUP  (Artesia,  N.  M.)  : It  seems 
to  me  that  the  neurasthenics  bring  out  one  point 
very  strongly  to  the  general  practitioner;  they  show 
him,  more  than  any  one  thing,  that  he  is  probably 
dealing  with  the  whole  body.  In  dealing  with  this 
class  we  have  to  take  in  allergies,  endocrines,  surgi- 
cal aspects,  and  every  other  factor. 

DR.  H.  A.  INGALLS  (Roswell,  N.  M.)  : I believe 
it  is  a mistake  that  we  do  not  have  proper  control 
of  marriage  or  births.  The  result  is  that  a great 
many  people  come  into  the  world  who  are  physically 
and  neurologically  deficient.  During  the  World  War 
I saw  it  repeatedly  at  the  front,  where  the  big  shells' 
would  burst  close  to  troops,  that  some  of  the  men 
would  go  down  in  shell-shock.  After  we  could  get 
them  back  to  a hospital  where  they  had  the  benefit 
of  neurological  aid,  they  would  partially  recover, 
but  not  sufficiently  for  front-line  duty.  I presume 
most  of  these  soldiers  were  subnormal,  and  were  so 
when  given  a hurried  physical  examination  upon 
entering  service,  with  result  it  was  not  recorded 
that  the  nervous  system  was  basically  weak.  They 
are  just  like  the  cases  of  acute  Bright’s  disease. 
After  a few  weeks’  service,  lying  around  in  the 
trenches,  or  in  the  mud  and  water  of  the  open  war- 
fare, we  would  have  many  cases  of  acute  Bright’s 
disease,  and  I dare  say  this  developed  in  hundreds' 
of  young  men  who  were  fundamentally  weak  as  far 
as  kidneys  were  concerned.  It  is  the  same  way  with 
Ihese  neurasthenic  people.  There  is  something  that 
is  perhaps  a trifle  wrong  in  their  physical  and  men- 
tal make-up;  there  is  a little  deficiency  in  some  par- 
ticular and  they  develop  a weak  nervous  system ; 
then,  when  strain  and  stress  is  upon  them,  they 
break.  These  people  are  all  fundamentally  weak — 
otherwise  we  would  not  have  our  hospitals  filled 
with  mental  cases  today,  nor  would  we  find  the 
large  number  of  misfits  in  our  business  and  social 
life. 

DR  SWOPE  (closing)  : After  having  such  gen- 
erous discussion,  I am  glad  to  say  that  the  gentle- 
men present  seem  to  know  more  about  this  subject 
than  I do,  and  they  have  covered  practically  all  the 
points  I made  in  my  paper. 

I think  probably  we  have  more  neurasthenic  con- 
ditions at  present  than  ever  before.  We  have  more 
people  than  we  ever  had  before.  We  have  had  more 
stress  in  life  than  we  have  ever  had  before,  and 
more  favorable  conditions  for  the  development  of 
nervous  diseases  than  we  ever  had  before.  I saw 
my  first  case  over  fifty  years  ago — a country  girl 
reared  under  most  favorable  circumstances.  She 
went  into  an  hysterical  condition  and  was  sent  to  a 
good  old  country  doctor  who  took  one  look  at  her 


and  said  “jim  jams,”  and  I must  say  that  is  not  a 
bad  diagnosis  yet. 

As  to  sex  influence,  to  be  sure  the  weaker  sex  are 
more  prone  to  this  disease  than  the  male,  but  when 
you  take  into  consideration  the  men  that  fall  down 
during  the  stress  of  battle  under  daily  conditions, 
you  will  have  more  weak  neurasthenics'  than  you 
will  have  females,  because  practically  every  case  of 
shell  -shock  is  an  example  of  the  situation.  A defi- 
ciency in  the  number  of  neurons  in  the  gray  matter 
is  responsible  for  the  idiots  and  the  insane.  The 
idiot  has  not  the  required  number  and  the  insani- 
ties are  the  cases  whose  neurons  are  either  diseased 
or  insufficient,  and  they  cannot  cope  with  the  situa- 
tion. These  people  flock  to  the  cults;  they  do  not 
stop  at  chx-istian  science  but  go  to  all  the  cults,  and 
from  this  type  the  cults  derive  their  principal  reve- 
nue. 

I want  to  call  attention  to  one  thing  that  has  been 
spoken  of  but  not  stressed,  and  that  is  the  effect  of 
the  erotic  element  and  its  responsibility  in  this  con- 
dition. We  have  only  two  basic  instincts — the  in- 
stinct of  hunger  and  instinct  of  love,  and  every  ac- 
tion of  our  bodies  and  our  minds  is  governed  direct- 
ly or  indirectly  by  those  instincts. 


COOPERATIVE  PLAN  FOR  FIRST 
AID  IN  AUTOMOBILE  ACCI- 
DENTS. 

(Fractures) 

C.  E.  YOUNT,  M.  D. 

Prescott,  Arizona. 

(Read  before,  the  Regional  (Arizona)  Committee 
on  Fractures  of  the  American  College  of  Surgeons 
at  Phoenix,  Arizona,  September  9,  1933.) 

On  July  11,  1931,  a meeting  of  the  Northern 
Arizona  Subcommittee  on  the  Treatment  of  Frac- 
tures was  held  in  Prescott.  At  that  time  we  tried 
to  visualize  the  duties  of  our  subcommittee.  Two  of 
these  duties,  we  stated,  were  (1)  to  serve  as  surgi- 
cal outposts  in  fracture  treatment,  (2)  to  consider 
fractures  as  emergencies  and  the  initial  treatment  as 
the  most  important,  admitting  always  that  "diffi- 
cult fractures  require  the  care  of  experienced  sur- 
geons.” At  that  meeting  we  also  called  attention  to 
the  possibilities  for  cooperation  in  the  emergency 
treatment  of  auto  accidents,  as  follows: 

(a)  That  certain  automobile  filling  stations 
within  the  jurisdiction  of  each  subcommiDeeman 
be  designated  as  first-aid  stations  for  the  American 
Red  Cross; 

(b)  That  the  subcommitteeman  be  responsible 
for  the  training  of  his  first-aiders  at  these  stations', 
as  provided  in  Red  Cross  Regulations; 

(c)  That  special  effort  be  made  to  secure  from 
the.  Red  Cross'  adequate  fracture  equipment  for 
these  designated  first-aid  stations. 


OCTOBER,  1933 


329 


To  this  we  added,  at  the  suggestion  of  my  son, 
Robert,  the  further  possibilities  through  training 
and  equipping  our  highway  patrolmen  in  first  aid — 
another  first-aid  group  added  to  our  "'front  line” 
work. 

Two  years  later  we  note  (1)  that  "The  Arizona 
highway  patrolmen  have  been  trained  in  first  aid  by 
an  accredited  first-aid  instructor.  They  all  carry 
cards  showing  they  are  capable  of  rendering  first 
aid,  using  approved  methods.  All  highway  patrol 
cars  carry  first-aid  kits  which  include  compresses, 
wire  splints,  and  so  forth.  (2)  That  the  American 
Red  Cross  has  a definite  plan.  Their  emergency 
first-aid  service  on  the  highway  covers  the  follow- 
ing: 

(a)  Establishing  and  maintaining  emergency 
first-aid  stations  at  suitable  points. 

(b)  Providing  at  such  stations  a medical  di- 
rectory. 

(c)  Providing  the  services  of  persons  trained 
in  Red  Cross  first  aid  or  the  equivalent. 

(d)  Organizing  volunteer  automobile  trans- 
portation service  where  needed. 

(e)  Placing  road  markers  indicating  the  lo- 
cation of  those  stations. 

From  rhe  above  you  will  see  that  the  agencies  are 
at  work  and  our  job  would  be  to  correlate  the  work 
and  assist  in  the  training  of  those  who  will  be  select- 
ed to  man  the  first-aid  stations. 

Something  similar  to  the  plan  which  I proposed 
two  years  ago,  you  will  note,  has  been  in  independ- 
ent operation  for  at  least  two  years,  in  Arizona  and 
in  California.  But  somehow  no  one  has  worked  it  up 
with  the  Fracture  Committee  of  the  College  of  Sur- 
geons, at  least  not  in  Arizona. 

By  using  the  personnel  at  certain  automobile  fill- 
ing stations  within  the  jurisdiction  of  each  subcom- 
mitteeman, training  and  equipping  them  as  provided 
for  in  Red  Cross  regulations  (N.H.  426),  and  then 
securing  the  cooperation  and  assistance  of  our  high- 
way patrolmen,  I believe  we  would  render  a much 
better  first  aid  in  fractures  over  the  entire  State  of 
Arizona  than  is  rendered  at  present. 

To  be  a little  more  specific.  In  Prescott,  Dr. 
Lconev  and  I would  select  service  stations  located 
at  strategic  points  on  roads  in  our  jurisdiction,  se- 
cure the  cooperation  of  the  personnel  and  train  them 
in  the  Red  Cross  standard  first-aid  course  of  fifteen 
hours  instruction,  or  its  equivalent.  We  should  then 
secure  for  them,  through  the  local  Red  Cross  Chap- 
ter, the  station  equipment  and  Red  Cross  Station 
sign.  Drs.  Carlson  and  Thigpen  would  be  asked  to 
do  rhe  same  for  Jerome,  Dr.  Melick  for  Williams. 
The  selection  of  Red  Cross  Stations  would  require 
considerable  knowledge  of  the  general  situation  as 


well  as  the  strategic  location  in  relation  to  the  oc- 
currence of  accidents.  The  type,  dependability,  and 
adaptability  of  the  personnel  who  man  the  filling 
stations  would  be  a big  factor  in  locating  a station. 
The  training  of  this  personnel  will  be  no  small  task 
and  the  widely  separated  locations  with  poor  or  no 
telephone  connections  will  make  uniform  instruction 
slow  and  irksome  Only  three  out  of  ten  of  my  sub- 
committeemen are  members  of  the  College  of  Sur- 
geons, so,  if  the  plan  is  adopted  and  made  operative, 

I will  have  to  sell  the  cooperative  instruction  idea 
to  all  the  members  of  my  committee.  You  will  have 
to  sell  it  to  your  subcommitteemen,  very  few  of 
whom  are  members  of  the  College  of  Surgeons.  With 
the  State  Fracture  Committee  backing  us  and  the 
College  of  Surgeons  backing  them,  we  shall  develop 
the  necessary  salesmanship  As  one  of  my  commit- 
teemen said,  in  accepting  appointment  on  my  com- 
mittee, "I  will  try  to  do  the  best  I can  to  further 
this  work,  as  it  is  very  important  for  every  com- 
munity.” 

Our  Yavapai  County  Chapter  of  the  Red  Cross 
(Prescott  section),  in  response  to  my  inquiry  con- 
cerning cooperation,  replied  in  part  as  follows: 

I know,  when  I say  that  the  Yavapai  County 
Chapter  of  the  American  Red  Cross  at  Prescott  will 
be  only  too  happy  to  assist  in  every  way  possible 
in  putting  th’s  program  forward,  and  before  our 
peop’e,  that  I vo'ee  the  sentiment  of  the  entire  com- 
munity. 

This  is  a service  that  has  long  been  needed.  The 
folks  who  will  be  enrolled  in  the  first-aid  class  will 
be  repaid  many  times  for  their  time  and  effort  in 
assisting  the  unfortunate  at  the  time  of  accidents. 

Might  I suggesf  that,  if  these  classes  are  going 
to  be  held  in  the  locality  where  the  stations  will 
be  located,  we  might  interest  the  schoolteachers  and 
housewives.  It  seems  to  me  that  all  of  the  rural 
schoolteachers  should  hold  a certificate  in  first  aid. 
There  are  many  accidents  on  the  schoolgrounds 
which  surely  neei  the  attention  of  someone  who  is 
qua’ified  to  render  first  aid. 

May  I say  for  our  Chapter  that  we  will  be  only 
too  happy  to  supply  the  first-aid  kits  to  the  various 
stations  within  our  jurisdiction. 

Now,  how  do  we  tie  in  with  the  State  Highway 
Patrol?  Superintendent  C.  R.  McDowell,  writing  in 
answer  to  my  request  for  information  concerning 
equipment  of  the  Patrol  and  their  cooperation  with 
our  plans,  states  as  follows: 

I am  not  familiar  with  your  plans  regarding  the 
equipping  of  certain  selected  gasoline  stations  for 
first  aid  and  *h  re  ore  am  net  prepared  to  make  any 
comment  cn  this  activity;  however,  I will  say  that 
when  an  accident  happens,  under  our  laws,  it  is  re- 
n’ured  that  they  make  a report  to  the  nearest  sher- 
iff’s office  or  noliee  station,  the  highway  patrol  sta- 
tion, or  to  other  officers  who  immediately  proceed 
to  the  scene  of  the  accident,  rendering  such  first 
aid  as  th^  circumstances  require.  I do  not  under- 
hand how  the  service  stations  would  be  notified; 
however,  allow  me  to  sav  that  we  are  ready  and 
wil’ing  at  all  times  to  cooperate  in  the  cause  of 
safety  and  service  to  the  people  who  traverse  our 
highways. 
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Frcm  these  communications  it  seems  that  all  con- 
cerned are  willing.  It  will  take  only  the  magic 
touch  of  the  College  to  form  and  operate  this  first- 
aid  plan,  to  unify  three  existing  factors,  consolidat- 
ing them  into  an  operative  first-aid  unit  on  our 
highways.  The  highway  patrol  can  be  of  very  great 
assistance.  A few  practical  points  are  the  follow- 
ing: 

(1)  Contacting  frequently  the  Red  Cross  sta- 
tions on  their  beats,  displaying  an  interest  in  each 
station’s  equipment  and  its  serviceability,  and  the 
personnel’s  ability  to  use  it  intelligently  in  emergen- 
cies. 

(2)  To  use  the  nearest  first-aid  station  when 
the  exigencies  of  the  situation  permit. 

(3)  To  talk  Red-Cross  highway  first-aid  sta- 
tions to  the  travelling  public,  injured  or  otherwise. 

(4)  To  refer  fracture  cases  to  the  nearest  medi- 
cal men  whom  the  fracture  committees  recommend 
as  competent  to  deal  with  fractures. 

In  conjunction  with  filling-station  personnel  they 
can  sort  the  accidents,  sending  those  unable  to  pay 
for  hospitalization  to  the  County  Hospital  and  those 
able  to  pav  or  covered  by  insurance  to  private  hos- 
pitals. I mention  this  because,  in  our  county,  fail- 
ure to  segregate  early  has  been  responsible  for  delay 
and  unnecessary  handling  of  fracture  cases. 

In  conclusion,  if  this  method  were  put  into  prac- 
tice by  all  subcommittees,  it  would  not  be  many 
years  before  the  network  of  first-aid  stations  oper- 
ating under  the  General  Fracture  Committee  of  the 
American  College  of  Surgeons  and  the  Red  Cross 
would  cover  the  whole  United  States.  In  Arizona 
we  would  also  secure  the  assistance  of  the  State 
Highway  Patrol,  as  outlined  above.  I can  conceive 
of  nothing  which  would  react  for  greater  good  in 
automobile  fracture  cases  and  insure  better  emerg- 
ency and  after  treatment  in  those  fractures. 


It  has  been  estimated  that  in  many  cities  in  the 
temperate  zone,  fully  90  per  cent  of  the  child 
population  shows  the  effect  of  vitamin  D deficiency 
in  bone  and  tooth  development. 

There  is  no  appreciable  amount  of  vitamin  D in 
common  articles  of  food;  but  by  drinking  delicious 
chocolate  flavor  Cocomalt  every  day,  a growing 
child  is  definitely  safeguarded  from  a vitamin  D 
deficiency. 

For  vitamin  D is  present  in  Cocomalt  in  the  pro- 
portion of  30  Steenbock  (300  ADMA)  units  per 
ounce — the  amount  used  to  make  one  drink.  Mixed 
with  milk  according  to  directions,  every  cup  is 
equivalent  in  vitamin  D content  to  two-thirds  of  a 
teaspoonful  of  good  cod-liver  oil. 

Many  physicians  recommend  Cocomalt  routinely 
during  pregnancy  and  lactation,  not  only  because 
of  this  rich  vitamin  D content,  but  because  of  the 
extra  proteins,  carbohydrates  and  minerals  (calcium 
and  phosphorus)  which  Cocomalt  provides. 


ENCEPHALITIS  COMPLICATING 
MEASLES;  TREATMENT  WITH 
CONVALESCENT  SERUM 
INTRASPINOUSLY. 

( A Case  Report) 

B.  P.  STORTS,  Jr.,  M.  D.. 

Tucson,  Arizona. 

The  use  of  convalescent  serum  as  a means  of 
treatment  for  active  disease,  especially  the  infectious 
diseases  with  the  etiological  agent  unknown,  is  at- 
tractive and  not  without  wisdom.  Encephalitis  com- 
plicating measles  is  no  exception;  however,  as  the 
condition  is  relatively  rare  few  cases  have  been  re- 
corded that  were  treated  with  convalescent  serum. 
The  recovery  of  a case  so  treated  is  herein  reported. 

Clinical  History:  Billy  M..  a boy,  age  seven  years, 
was  first  seen  on  June  5,  1933.  Characteristic  signs 
of  measles  were  present.  The  course  was  unevent- 
ful until  the  morning  of  the  fifth  day  (June  9,  1933) 
when  the  patient  became  nauseated,  vomited  and 
had  a convulsion. 

Examination  on  June  9,  showed  a comatose  boy. 
displaying  irritability  during  the  examination.  The 
skin  was  covered  with  a fading  morbilliform  rash. 
The  temperature  was  99  F.  (rectally),  the  pulse 
was  90;  and  the  respration  20.  At  intervals  of 
about  one-half  hour  a generalized  convulsion  last- 
ing three  to  four  minutes  occurred.  The  left  ear 
drum  was  red  and  on  incision  a small  amount  of 
fluid  was  released  (otological  consultation  by  Dr. 
M.  C.  Comer) . The  chest  and  heart  were  normal. 

The  neck  was  not  stiff  and  the  Kemig,  Brud- 
zinski  and  Babinski  signs  were  absent.  The  cremas- 
teric and  abdominal  reflexes  were  elicited.  The 
pupils  were  dilated  and  reacted  poorly  to  light.  The 
right  eye  deviated  laterally.  There  was  incontin- 
ence of  urine  and  feces.  The  spinal  fluid  was  clear, 
— pressure  being  18  mm.  Hg.  The  cell  count  was 
38 — mononuclears  29  and  the  polynuclears  10. 
There  were  no  organisms  on  direct  smear  and  cul- 
tures proved  sterile.  The  globulin  by  Ross-Jones 
and  Pandy  tests  was  slightly  increased.  The  hemo- 
globin was  88  per  cent,  red  cells  3,800,000  and 
white  blood  cells  14,700.  The  ratio  of  polymor- 
phonuclears  and  lymphocytes  were  63  and  37  per 
cent  respectively.  The  urine  contained  eight  to  10 
pus  cells  per  high  power  field  on  the  first  examina- 
tion but  was  normal  two  days  later  and  remained 
so. 

Chloral  hydrate  and  sodium  bromide  per  rectum 
and  codeine  by  hypodermic  were  given  to  control 
the  convulsions.  Coma  prevailed  and  six  hours 
later  temperature  was  107  degrees  F.  (rectally), 
pulse  140  and  respiration  50.  A hypodermoclysis  of 
normal  saline  and  continuous  intravenous  of  10 
per  cent  glucose  were  given.  Insulin  was  given  with 
the  glucose. 
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The  second  day  (June  10,  1933),  the  neck  was 
stiff  and  opisthotonos  was  marked.  The  tempera- 
ture fluctuated  from  101.4  P.  to  108  F.  (rectally), 
the  pulse  rate  to  130  and  respiration  to  40  per 
minute.  There  were  moist  rales  in  the  left  chest. 
The  patient  was  still  unconscious  but  the  convul- 
sions were  controlled.  The  spinal  fluid  was  slightly 
opalescent.  The  cell  count  was  270 — mononuclears 
65  per  cent,  polynuclears  35  per  cent.  Twenty-five 
c.c.  of  fluid  were  removed. 

That  afternoon  a second  spinal  puncture  was 
done  and  twenty  c.c.  of  fluid  were  withdrawn  and 
eight  c.  c.  of  recent  convalescent  serum  was  given 
intraspinally.  The  serum  was  obtained  from  a 
patient  two  weeks  convalescent  from  measles. 

The  third  day  (June  11,  1933)  the  boy  had  re- 
gained consciousness  during  the  night  though  he 
was  still  stuporous.  The  temperature  fluctuated 
from  100  F to  103.4  F.  (rectally)  during  the  day. 
The  opisthotonos  was  still  marked.  The  spinal  fluid 
cell  count  was  90.  Twenty  c.c.  were  removed  and 
six  c.c.  convalescent  serum  given  intraspinally. 
From  this  date  on,  the  course  was  favorable.  The 
patient  was  fed  by  gavage  for  three  days  more.  The 
cervical  rigidity  and  opisthotonos  persisted  for  an- 
other ten  days.  The  spinal  fluid  on  June  13,  1933, 
was  normal,  and  the  boy  on  this  date,  August  24, 
1933,  is  well. 


Comment:  Jenkins'  states  that  convalescent  serum 
has  been  used  in  the  treatment  of  measles  encepha- 
litis. Lowenberg  and  Schaller'  report  a case  success- 
fully treated  by  its  use.  They  gave  large  amounts 
of  sert  intraspinally,  intramuscularly  and  intrave- 
nously. They  feel  it  worthwhile  to  use  and  recom- 
mend it  in  large  doses.  In  this  instance,  only  a small 
amount  of  serum  was  given.  The  improvement  seen 
after  its  use,  however,  was  striking,  but  not  conclu- 
sive that  it  was  dependent  on  the  serum.  Ford'  gives 
the  mortality  as  10  per  cent  and  the  incidence  of 
sequelae  in  the  surviving  as  6 5 per  cent.  He  reports 
several  cases  not  treated  with  convalescent  serum  in 
a collection  of  113  with  results  equal  to  that  ob- 
tained here.  Pathologicallv,  the  condition  is  not  of 
the  meninges  or  brain  cortex;  rather  is  it  of  the  cen- 
tral white  matter  of  the  brain;  however,  a cell  count 
of  270  per  cu.  mm.  indicates  a reaction  on  the  part 
of  the  meninges.  The  rapid  drop  in  cell  count  was 
also  observed  by  Lowenberg  and  Schaller. 

It  is  difficult  to  state,  conclusively,  that  the  con- 
valescent serum  played  an  important  part.  The  glu- 
cose intravenously,  the  subcutaneous  injection  of 
normal  saline,  the  control  of  the  convulsions  with 
sedatives,  feeding  by  gavage,  and  careful  nursing  are, 
beyond  question,  all  important  factors.  Yet,  con- 
sidering the  serious  condition  of  this  patient  and  the 


striking  results  obtained  after  the  injection  of  the 
convalescent  serum  I feel  that  its  use  is  a worth- 
while measure,  especially  in  the  light  of  our  present 
day  knowledge  of  measles. 

Conclusion:  A case  of  encephalitis  complicating 

measles  treated  with  convalescent  serum  intraspinal- 
ly with  recovery  is  reported. 
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ST.  JOSEPH’S  HOSPITAL 
(Phoenix) 

(April  Sraff  Conference) 

Clinical  discussions  of  the  following  three  cases 
were  given. 

CASE  1. 

P.  W.,  unmarried  male,  age  21,  entered  the  hos- 
pital March  11.  Chief  complaint,  headache  and  fe- 
ver. 

P.  H.  Nothing  definite  in  past  history;  had  scar- 
let fever,  measles  and  whooping  cough  when  a child. 

P.  I.  Present  illness1  dates  back  about  two  weeks. 
It  started  with  severe  headache,  and  about  a week 
ago  the  patient  felt  that  he  was  running  a fever. 
Has  been  in  a hotel  without  care;  is  said  to  have 
had  fever  as  high  as  104.5  during  the  past  week. 
Has  been  having  numerous  soft  stools  during  the 
week.  At  eleven  p.  m.  on  March  10  temperature 
was  normal;  at  2 a m.  on  March  11  temperature 
was  101  and  patient  was  sent  to  the  hospital  with 
working  diagnosis  of  “Possible  typhoid  fever.” 

P.  E.  Skin  of  forehead  is  red  and  flushed.  Nu- 
merous small  sebaceous  cysts  about  right  eye.  Some 
rigidity  of  neck.  Brea+h  sounds  appear  diminished 
over  right  chest,  with  a few  rales  over  the  upper 
left  lung.  No  areas  of  dullness.  Heart  rythm  regu- 
lar and  a soft,  blowing,  systolic,  murmur  heard  a*’ 
apex.  No  tenderness  of  abdomen  which  seems  some- 
what doughy  on  palpation;  no  masses  felt;  some 
muscle  defense.  Genitals  negative.  Skin  is  hot, 
with  free  perspiration;  no  rose  spots.  No  bone  or 
joint  abnormalities  found. 

Urine  was  acid,  sp.  gr.  1017,  very  slight  trace  of 
albumen,  no  sugar,  no  casts,  occasional  blood  and 
pus  cell.  Blood  counts:  Mch.  12,  6,200  with  70  per 
cent  polynuclears.  Mch.  13,  11,800  with  79  per  cent 
polys.  Two  blood  cultures  were  negative  and  smear 
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showed  no  malarial  plasmodia.  Widal  reactions  and 
agglutination  for  Malta  fever  were  negative. 

PatLm  had  a very  septic  temperature  with  wide 
range  from  95  to  105  during  24  hours.  In  the  last 
four  days  of  life  it  was'  constantly  high  between  103 
and  105.  The  day  after  entrance  patient  had  a se- 
vere chill  (the  first  he  had  had),  with  drop  in  tem- 
perature to  94,  rising  during  the  day  to  105.  There 
was  still  some  rigidity  of  the  neck  and  lumbar  punc- 
ture was  done;  the  fluid  showed  only  5 cells  per  cu. 
mm.,  with  no  tubercle  bacilli  nor  other  organisms. 
Sore  throat  developed  with  a 'grayish  exudate; 
throat  cultures  were  negative  for  diphtheria  bacilli, 
showing  many  pneumococci  and  a few  streptococci 
On  the  13th,  the  patient  was  irrational,  with  fever 
of  105.5  axillary.  Throat  was  cleaned  and  20  c.c.  of 
one  per  cent  mercurochrome  was  given  intravenous 
ly,  although  the  blood  culture  was  negative.  On  the 
14th  he  had  another  chill.  Pulse  ranged  from  90  to 
120  with  terminal  rise  to  130.  Respirations  from 
28  to  40  with  terminal  rise  to  50.  Patient  had  some 
involuntary  stools  and  urination.  Death  occurred  on 
the  8th  hospital  day. 

Clinical  discussion  by  DR.  ORVILLE  H. 
BROWN.  Phoenix,  as  follows: 

An  acute  fatal  illness  of  three  weeks,  in  a young 
man  with  no  important  previous  disability,  would 
ordinarily  present  no  especially  difficult  diagnostic 
problem. 

In  reviewing  the  record  one  naturally  thinks  of 
typhoid  and  of  malta.  The  agglutination  tests  made 
after  two  weeks  of  the  illness  and  found  negative 
seem  to  definitely  rule  out  these  conditions.  Al- 
though there  was  neck  rigidity  the  negative  spinal 
fluid  rules  out  meningitis.  The  sore  throat,  with 
an  exudate  on  the  tonsils,  containing  many  pneumo- 
cocci and  a few  streptococci,  especially  in  conjunc- 
tion with  the  cardiac  murmur  and  high  fever,  sug- 
gests a malignant  streptococcic  endocarditis.  The 
temperature  ordinarily  would  have  been  of  a less 
septic  type,  more  constant,  and  probably  would  have 
been  noticed  for  a much  longer  time.  A positive 
blood  culture  in  so  severe  a streptococcic  infection 
would  likely  have  been  obtained. 

There  were  certain  lung  findings  on  admission  to 
the  hospital,  especially  when  taken  in  conjunction 
with  the  many  pneumococci  in  the  throat  smear, 
which  suggest  pneumonia.  I am  inclined  to  the  be- 
lief, however,  that  in  such  an  event  the  physician 
would  have  found  and  recorded  more  definite  lung 
evidence  of  pneumonia.  The  temperature  has  most 
too  wide  a range  to  be  typical  of  pneumonia.  Then, 
too,  the  blood  culture  would  likely  have  produced 
growths  of  pneumococci;  and  a leucocytosis  would 
likely  have  been  high  from  the  start — higher  than 
recorded  even  in  the  late  stages  of  the  illness'. 

The  frequent  stools  and  the  doughy  abdomen  sug- 
gests abdominal  infection,  most  probably  of  the  per- 
itoneum. It  is  possible  for  influenza  bacilli  or  even 
pneumococci  or  streptococci  to  have  produced  peri- 
tonitis; the  abdomen,  however,  probably  would  have 
been  board-like  rather  than  doughy.  Tuberculous 


peritonitis  commonly  causes'  the  “dioughy”  type. 
When  this  is  taken  in  conjunction  with  the  meagre 
lung  findings,  the  wide  range  of  temperature,  the 
low  leucocyte  count  especially  of  first  examinations, 
the  persisting  neck  rigidity  and  the  severe  head- 
ache, one  wonders  if  this  man  might  not  have  had 
a miliary  tuberculosis.  The  illness  started  with  a 
,evere  headache.  Perhaps  he  had  a tuberculoma  of 
the  brain  before  other  lesions  became  pronounced. 

The  most  probable  diagnosis  in  this  case  seems 
to  be  miliary  tuberculosis. 

DR.  PENNINGTON  saw  this  patient  and  stated 
that  the  type  of  respiration  impressed  him.  A care- 
ful neurological  examination  should  have  yielded 
some  information.  His  impression  was  that  it  might 
be  an  abscess  of  the  brain. 

DR.  FAHLEN  thought  that  several  indications  of 
acute  endocarditis  were  present,  with  possible  lung 
infarct.  X-ray  of  the  chest  would  have  been  in- 
structive. Lesion  of  the  central  nervous  system 
should  have  presented  more  symptoms. 

DR.  VERNON  KENNEDY  thinks  that  a patient 
with  such  a temperature  and  course  certainly 
brings  miliary  tuberculosis  to  mind. 

DR.  KOBER  thinks  that  there  is  not  enough  evi- 
dence to  make  diagnosis.  There  must  be  a focus 
of  infection  somewhere.  The  chief  things  to  be  con- 
sidered or  ruled  out  would  be  miliary  tuberculosis 
and  brain  abscess.  X-ray  of  the  chest  and  neurolog- 
ical findings  would  be  necessary  to  permit  diagno- 
sis. 

DR.  THOMAS  said  that  he  had  bilateral  ankle 
clonus  which  later  disappeared ; eye  grounds  were 
negative. 

DR.  MILLS  gave  the  autopsy  findings  as  fol- 
lows : 

Body  of  a young  adult  male.  The  left  leg  is  edem- 
atous practically  throughout,  quite  marked  below 
the  knee.  There  is  edema  of  the  right  foot.  There 
is  a pressure  sore  over  the  left  external  malleolus. 
The  thorax  is  not  uniform.  The  right  anterior  chest 
is  somewhat  sunken  belowr  the  clavicle.  The  thorax 
and  abdomen  were  opened.  There  is  almost  com- 
plete absence  of  subcutaneous  fat.  There  is  a small 
quantity  of  ascitic,  fluid. 

On  elevation  of  the  sternum  there  is  found,  im- 
mediately behind  the  sternum  and  extending  slight- 
ly to  the  left  of  the  sternal  margin,  an  (accumula- 
tion of  pus  not  involving  the  pericardium  nor  the 
periosteum.  Smears'  showed  streptococci.  There  is 
an  accumulation  of  seropurulent  fluid  in  the  right 
pleural  space.  There  are  numerous  dense  fibrous 
adhesions,  and  also  extensive  recent  adhesions  over 
the  right  lower  lobe.  On  the  left  there  are  quite 
dense  fibrous  adhesions  and  also  more  recent  fri- 
able adhesions.  There  is  a small  accumulation  of 
fluid  in  the  pleura  not  so  great  as  on  the  right.  The 
left  lung  is  quite  voluminous  anid  firm,  the  firmness 
being  somewhat  irregular  in  distribution  and  many 
areas  showing  the  characteristic  appearance  of  red 
hepatization.  This  consolidation  involves  practically 
all  of  the  lower  lobe.  The  upper  lobe  shows  large 
patchy  areas  of  dark  discoloration  at  the  surface 
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which  on  incision  shows  fairly  typical  pyramid 
shape.  The  upper  lobe  shows  increase  in  density, 
marked  edema,  and  partial  consolidation.  The  right 
lower  lobe  shows  multiple  areas  of  increased  den- 
si  y,  having  the  appearance  of  infarcts.  These  areas 
are  undergoing  necrosis  and  pus  formation.  The 
upper  lobe  is  air  containing  throughout  the  great- 
er portion,  but  shows  three  or  four  quite  large  and 
well-defined  infarcts  with  central  necrosis.  There 
are  no  lesions  suggesting  tuberculosis.  Smears  of 
the  pus  from  the  lungs  showed  streptococci. 

The  pericardium  was  incised;  it  showed  slight  in- 
flammatory changes  with  petechial  hemorrhages 
but  no  adhesive  pericarditis.  The  heart  is  not  defi- 
nitely enlarged.  The  tricuspid  valve  is  dilated;  the 
mitral  is  normal  in  size.  There  is  a patent  foramen 
ovale  not  pronounced.  There  is  irregular  thickening 
of  the  tricuspid  valve  leaflets,  with  a few  small 
areas  of  ulceration  involving  the  free  surface  of 
the  valve.  There  are  small  vegetations  and  slight 
ulceration  at  the  margin  of  the  mitral  valve.  The 
muscle  of  the  heart  is  fairly  normal.  The  aortic 
valve  is  normal;  there  is  slight  atheroma  of  the  as- 
cending aorta. 

The  liver  is  not  definitely  enlarged;  the  capsule 
is  thickened  and  liver  section  shows'  one  or  two 
small  infarcts.  The  gallbladder  is  not  enlarged. 
The  pancreas  appears  normal.  The  spleen  is  great- 
ly enlarged,  showing  multiple  areas  of  necrosis  and 
is  very  friable.  The  appendix  is  not  inflamed.  No 
definite  pathology  was  found  in  gastro-intestinal 
tract.  The  left  kidney  shows  slight  passive  hyper- 
emia; capsule  strips  readily.  The  right  kidney  has 
the  same  appearance  as  the  left. 

The  skull  cap  was  removed.  No  definite  changes 
in  external  appearance  of  the  dura.  On  removing 
the  dura  the  pial  vessels  were  found  markedly  in- 
jected. The  surface  of  the  brain  is  very  moist. 
Quite  marked  excess  of  fluid  in  the  arachnoid,  espe- 
cially over  the  cerebellum.  The  two  hemispheres  ap- 
peared to  be  of  uniform  density  but  the  injection  of 
the  pial  vessels  diffusely  involves  all  surfaces  of  the 
cerebrum  and  cerebellum.  There  is  no  excess  fluid 
in  the  lateral  ventricles.  The  choroid  plexus  is  in- 
jected. Gross  sections  of  various  points  show  no 
hemorrhage  nor  other  gross  lesion.  Smears  of  the 
spinal  fluid  show  no  bacteria. 

Anatomical  Diagnosis:  Septico-pyemia.  Multi- 
ple septic  infarcts  of  lung,  liver  'and  spleen.  Bron- 
cho-pneumonia. Pleurisy  with  effusion.  Endocar- 
ditis with  ulcerative  lesions  of  the  valves.  Subster- 
nal  abscess. 


CASE  2 

Unmarried  merchant,  age  about  60,  whose  first 
entry  was  ten  years  before  the  final  entry. 

First  entry  on  Oct.  23,  1922,  with  an  acute  attack 
of  pain  in  the  'abdomen  with  nausea  and  vomiting, 
pain  being  most  severe  in  region  of  gallbladder. 
Gave  history  of  a similar  attack  the  previous  Aug- 
ust, confining  him  to  bed  for  three  weeks.  Exam- 
ination was  negative  except  for  distention  of  ab- 
domen with  rigidity  of  abdominal  muscles,  most 


marked  over  the  right  rectus,  and  general  abdom- 
inal tenderness  most  marked  in  the  right  hypochon- 
drium.  Urine  was  normal.  White  count  was  25,000 
with  90  per  cent  polynuclears.  He  was  treated 
medically  and  discharged  in  four  days  improved. 

Second  entry  was  on  Jan.  23,  1925,  when  he  came 
in  with  diagnosis  of  influenza.  The  only  physical 
examination  note  was  of  crepitant  rales  throughout 
both  lungs.  Urine  showed  a heavy  trace  of  albumin, 
sp.  gr.  1025,  occasional  hyaline  casts.  White  count 
was  12,400,  with  65  per  cent  polys. 

Third  entry  was  Jan.  15,  1926,  when  he  came  in 
for  enucleation  of  the  left  eye.  The  eye  had  been 
blind  for  years  and  was  showing  degeneration. 
(NOTE:  A fact  not  shown  by  the  record  is  that 
this  patient  was  an  old  luetic,  with  tertiary  syphi- 
lis and  iritis.) 

Final  entry  was  on  Nov.  24,  1932,  when  he  came 
in  with  diagnosis  of  lobar  pneumonia.  History  of 
bad  cold  for  a week,  'and  began  to  expectorate  blood 
the  day  of  entrance.  For  the  past  two  years  he 
has  had  cardiac  decompensation,  with  marked  ed- 
ema at  times.  Physical  examination  showed  many 
rales  throughout  both  lungs.  Marked  cardiac  en- 
largement. Abdominal  distention  with  some  fluid. 
Marked  generalized  edema.  Urine  has  many  hya- 
line casts  and  trace  of  albumin.  Patient  died  the 
following  day. 

Discussion  was  given  by  DR.  S.  I.  BLOOM- 
HARDT,  Phoenix,  as  follows: 

The  histcry  of  this  case  or  the  abstract  of  the 
history  is  too  brief  to  permit  of  a specific  discussion 
or  a definite  diagnosis.  We  have  a history  of  acute 
infections  without  temperature,  pulse  or  respiratory 
readings,  and  arterio-cardio-renal  pathology  with- 
out blood  pressure  readings,  without  renal  tests  oth- 
er than  three  urine  analyses,  without  blood  chem- 
istry, and  so  forth.  Definite  diagnosis'  would  be  too 
much  of  a guess  to  be  justified,  so  my  discussion 
will  be  general. 

Case  of  an  adult  male,  aged  60,  who  had  entered 
the  hospital  10  years'  before  his  death,  with  an  acute 
abdominal  history  of  nausea  and  vomiting  and  pain 
generalized,  but  most  severe  in  the  region  of  the 
gallbladder.  He  gave  a history  of  a similar  attack 
in  August  the  year  previous,  which  confined  him  to 
bed  for  three  weeks.  The  only  clinical  data  or  physi- 
cal findings  given  of  this'  attack  was  that  the  exam- 
ination was  negative  except  for  abdominal  disten- 
tion and  generalized  rigidity  of  the  abdominal  mus- 
cles, most  marked  over  the  right  rectus;  generalized 
abdominal  tenderness,  most  marked  over  the  hypo- 
chondrium.  At  this  time  the  urine  was  normal 
(temperature,  pulse  and  respiration  not  mention- 
ed), white  count  of  25,000  and  differential  count 
showed  90  per  cent  polynuclears.  Medical  treat- 
ment was  instituted  and  he  wtas  discharged  the 
fourth  day  improved. 

The  first  pathology  from  such  a history,  which 
would  enter  one’s  mind,  would  be  gallbladder  dis- 
ease and  with  a white  count  of  25,000  and  90  per 
cent  polys,  and  with  a history  of  previous  attack, 
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one,  again,  would  think  of  empyema  of  the  gall- 
bladder with  the  termination  of  the  condition  by 
spontaneous  drainage.  In  a right-sided  abdominal 
pain,  nausea  and  vomiting,  one  must  also  think  of 
acute  suppurative  appendix.  A white  count  of  25,- 
000  is  not  the  usual  count,  but  we  do  encounter  this 
marked  increase  in  white  blood  cells  not  infrequent- 
ly. A lower  right-sided  chest  condition  with  a dia- 
phragmatic pleurisy  could  also  give  similar  symp- 
toms, similar  history,  and  similar  physical  findings. 
The  blood  count  would  be  more  in  accord  with  a 
chest  pathology  or  empyema  of  the  gallbladder 
than  of  an  appendix.  No  mention  is  made  of  res- 
piration or  temperature  or  physical  findings  in 
chest.  A syphilitic,  crisis  or  Dietl’s  crisis,  can  sim- 
ulate most  abdominal  symptoms,  particularly  uppei 
abdominal  symptoms,  but  one  woud  not  expect  a 
white  count  of  25,000  in  this  condition. 

We  next  hear  of  this  good  merchant  two  and  a 
half  years  later  when  he  is  admitted  to  the  hos- 
pital with  a diagnosis  of  influenza.  That  is  all  the 
clinical  data  we  are  given  and  the  only  physical 
datum  was  of  crepitant  rales  throughout  the  lungs. 
At  this  time,  the  urine  shows  heavy  trace  of  al- 
bumin, moderately  high  specific  gravity  and  an  oc- 
casional hyaline  cast.  Again  the  white  count  is 
12,400  with  65  per  cent  polys.  Assuming  that  they 
were  correct  in  diagnosis  and  physical  findings,  we 
again  have  a history  of  acute  infection. 

His  third  entry  just  one  year  later,  in  spite  of 
the  fact  we  have  been  told  twice  before  that  the 
history  was  negative  except  for  acute  conditions, 
'and  physical  findings  were  negative  except  for 
acute  findings,  we  are  told  that  he  came  to  the  hos- 
pital for  enucleation  of  the  left  eye,  the  eye  having 
been  blind  for  years  and  also  showing  degeneration 
and  that  the  eye  was  lost  probably  from  syphilitic 
iritis;  and  in  a note  they  tell  us  a fact  not  shown  by 
the  record,  that  this  patient  was  an  old  luetic  with 
ter'iary  syphilis  for  some  time  back.  At  his  final 
entry,  the  fourth,  we  are  again  given  a diagnosis  of 
an  acute  infection — that  of  lobar  pneumonia— which 
it  is  reasonable  to  believe  he  had  with  a history  of 
a bad  cold  for  ia  week  and  expectoration  of  blood 
(he  day  of  entrance.  This  was  six  years  after  his 
eye  enucleation.  Regarding  this  last  admission,  we 
are  also  told  more  of  his  chronic  condition  than 
heretofore;  the  past  two  years  he  has  had  cardiac 
decompensation  with  marked  edema  at  times,  myo- 
cardial enlargement,  abdominal  distention  with 
some  fluid,  marked  generalized  edema,  urine  with 
many  hyaline  casts  and  a trace  of  albumin,  the  his- 
tory of  advanced  cardiorenal  disease  with  marked 
decompensation.  At  this  admission,  he  may  have 
had  a lobar  pneumonia,  which  diagnosis,  of  course, 
would  have  been  made  definite  by  the  temperature 
readings,  the  respiration  and  the  physical  findings'. 
All  they  tell  us  is  that  the  physical  examination  re- 
vealed many  rales  throughout  both  lungs.  This,  of 
course,  we  also  could  have  in  the  hypostatic,  conges- 
tion secondary  to  a decompensated  heart;  whether 
he  had  the  hepatization  of  a true  lobar  pneumonia 


or  not,  certainly  he  would  have  the  hypostatic 
pneumonia. 

Discussion  of  the  diagnostic  possibilities',  particu- 
larly with  reference  to  the  chronic  pathology,  has 
been  requested.  We  know  the  man  had  syphilis; 
we  also  know  that  he  had  cardiorenal  pathology  and 
'arterial  pathology.  He  also  gives'  a picture  of  hav- 
ing had  acu^e  infections  11  years  ago,  10  years  ago 
and  about  8 years  ago.  What  his  condition  was  be- 
tween these  attacks  we  do  not  know — possibly  that 
of  a chronic  bacterial  infection  which  one  must  con- 
sider as  a causative  factor  in  chronic  cardiorenal 
disease.  The  principal  cause  of  heart  diseases  are 
arteriosclerosis  and  hypertension,  syphilis,  and 
rheumatic  fever.  As  to  the  incidence,  I think  it  is 
safe  to  say  that  arteriosclerosis  and  hypertension 
take  first  rank. 

Cardiovascular  syphilis  goes  unrecognized  many 
times  because  the  clinician  fails  to  regard  it  as  a 
possibility  and  because  of  lack  of  thoroughness  in 
routine  examinations.  Every  case  of  syphilis  should 
be  viewed  as  one  of  potental  aortitis  irespective 
of  the  stage  of  the  disease.  Blood  pressure  obser- 
vations are  of  no  assistance  in  the  diagnosis  of 
cardiovascular  syphilis.  Hypertension  is  never 
caused  by  syphilis.  Increased  pressure  is  usually 
the  result  of  some  associated  condition  as  essential 
hypertension  from  chronic  nephritis.  Dyspnea  is 
never  a symptom  of  early  cases.  When  present,  it 
usually  indicates  a myocardial  insufficiency  although 
it  may  be  a pressure  phenomenon.  Edema  is  always 
a result  of  congestive  heart  failure.  The  heart  is 
greatly  enlarged  in  the  majority  of  cases,  occasion- 
ally enormously  enlarged.  In  this  case  being  dis- 
cussed, if  you  remember,  there  was  marked  cardiac 
enlargement.  Aortic  insufficiency  is  frequently 
found  and  when  found  in  an  adult  with  a history  of 
o' her  clinical  evidence  of  syphilis',  it  should  be  re- 
gained as  a luetic  lesion.  Aortic  ingurgitation  due 
to  arteriosclerosis  is  rare.  Syphilis  is  essentially  a 
vascular  disease  and  so  far  as  the  cardiovascular 
disease  is  concerned,  begins  as  an  aortitis  and  path- 
ologists are  in  accord  as  to  the  gross  and  micro- 
scopic appearance  of  syphilitic  aortitis.  No  such 
unanimity  obtains  as  to  luetic  myocarditis  and  un- 
til the  pathologists  agree  as  to  the  criteria  for  the 
diagnosis  of  syphilitic  myocarditis  it  will  be  impos- 
sible to  determine  its'  incidence. 

In  discussing  the  cardiorenal  syndrome  everyone 
is  impressed  with  the  very  close  relationship  exist- 
ing in  these  cases  between  certain  outstanding  phas- 
es of  these  diseases;  namely,  arteriosclerosis,  hyper- 
tension and  chronic  sclerosed  kidney,  and  to  note  the 
effect  on  the  heart,  kidney,  brain  and  other  organs, 
in  many  instances  in  close  relationship  to  each  oth- 
er, whether  cause  or  effect.  Indeed,  it  is'  a debat- 
able question  as  to  whether  high  blood  pressure  is 
the  cause  of  arteriosclerosis  or  the  other  way  about. 
In  a very  short  time  after  the  onset  of  hypertension, 
the  heart  becomes  hypertrophied.  The  nervous  sys- 
tem is  affected  insofar  as  the  patient  appreciates 
that  he  is  no  longer  able  to  concentrate  as  before, 
tbat  he  tires'  easily,  his  memory  is  failing  and  that 


OCTOBER,  1933 


33) 


sleep  is  no  longer  restful.  His  judgment  is  poor  and 
as  the  disease  progresses,  this  condition  becomes  ag- 
gravated. Symptoms'  referable  to  the  heart  may  be 
due  to  interference  with  nutrition  of  the  heart  mus- 
cle or  a development  secondarily  of  valvular  dis- 
ease or  finally  disease  of  the  heart  muscle  due  to 
hypertension  and  increased  peripheral  resistance. 
The  first  evidence  of  impairment  of  the  heart  is 
usually  dyspnea  and  is  produced  gradually  by  less 
and  less  effort.  Precordial  distress  is  an  early  symp- 
tom of  cardiac  failure.  The  aorta  becomes  dilated  in 
this’  condition  almost  invariably.  The  kidney  is  in- 
volved to  a great  extent  in  this  disease  but  not  al- 
ways by  any  means  is  it  a true  chronic  nephritis. 
Where  hypertension  exists,  one  always  tries  to  dif- 
ferentiate between  hypertension  type  of  sclerosis  or 
socalled  essential  hypertension  and  a chronic  ne- 
phritis with  hypertension  which  is  associated  com- 
monly with  or  complicated  with  arteriosclerosis.  Al- 
though we  claim  that  all  nephritis'  is  vascular  in 
origin,  we  must  admit  that  the  clinical  picture  and 
course  of  so-called  essential  hypertension  is  quite 
different  from  the  course  and  symptoms  and  source 
of  chronic  intersitital  nephritis.  Essential  hyperten- 
sion occurs  usually  about  middle  age  or  in  older 
persons  of  robust  and  plethoric  habits  who  have 
lived  not  wisely,  perhaps,  but  too  well.  The  onset 
is  insidious,  frontal  headaches  in  the  early  morn- 
ing, slight  dyspnea  or  vague  nervous  symptoms'. 
The  patient  looks  well,  color  is  good,  usually  over- 
weight, blood  pressure  is  raised,  the  diastolic  pres- 
sure being  especially  raised.  The  heart  is  hypei-tro- 
phied,  course  is  often  fifteen  years  or  more,  and 
death  occurs  by  cerebral  hemorrhage,  cardiac  fail- 
ure or,  rarely,  uremia. 

Contrast  this  with  chronic  nephritis,  with  hyper- 
tension where  the  patient  is  usually  ten  or  more 
years  younger  and  looks  ill,  anemic  and  cachetic. 
The  urine  is  of  low  specific  gravity,  may  or  may 
not  contain  albumin,  there  is  marked  disturbance 
of  the  kidney  function  as'  shown  by  pthalein  out- 
put and  retention  of  nitrogen.  The  duration  is  short- 
er, death  occurs  from  uremia  within  thx-ee  to  five 
years  usually  after  the  onset.  Arteriosclerosis  and 
cardiovascular-renal  disease  cause  the  death  of  a 
large  proportion  of  the  individuals  who  live  past 
middle  life.  Long  life  is  compatible  with  the  senile 
type  of  the  disease.  It  is  common  enough  to  see  a 
man  well  past  70  with  hard,  tortuous  arteries  who 
shows  little  evidence  of  mental  or  physical  decay. 
If  such  changes  occur  before  middle  age,  the  life 
expectancy  is  much  reduced. 

The  third  cause  of  heart  disease,  rheumatic  fe- 
ver, is  such  a large  and  comprehensive  field,  suffice 
it  to  say  that  ordinarily  it  is  the  valvular  heart  and 
the  decompensation  and  enlargement  of  the  heart 
in  this  case  could  come  under  this  heading;  we  are 
not  told  of  murmurs  which  are  characteristic  of 
this  type. 

Regarding  the  discussion  of  chronic  nephritis, 
you  all  possibly  have  a different  classification. 
Most  of  them  are  too  complicated  and  we  get  hor- 
ribly mixed  up  trying  to  place  our  pathology.  A 


rather  simple  classification  and  one  which  will  take 
care  of  90  per  cent  of  your  cases  is: 

First,  chronic  glomerular  nephritis  due  primarily 
to  a vascular  lesion.  The  changes  in  the  glomerular 
vessels  produce  albuminuria  and  a slight  but  def- 
inite hematuria.  Interference  with  the  excretion 
leads  to  a retention  of  non-protein  nitrogen,  urea 
and  creatinin.  It  is  usually  the  result  of  continued 
infection  with  the  streptococcus. 

The  second  type  is  tubular  nephritis;  and  we  are 
here  dealing  not  with  vascular  involvement  but  par- 
enchymatous involvement.  As  a result,  there  is  no 
change  in  the  blood  pressure  and  the  heart  is  not 
enlarged.  This  type  is  characterized  by  marked 
edema  and  intense  albuminuria.  This  type  of  lesion, 
as  you  know,  is  called  nephrosis  by  those  who  wish 
to  emphasize  the  difference  between  a degenerative 
lesion  or  nephrosis  and  an  inflammatory  lesion  or 
nephritis.  This  distinction  has  been  approved  by 
some  pathologists  and  criticized  by  some,  but  there 
is  something  fascinating  about  the  term  and  it  has 
received  general  acceptance.  Apparently,  many  def- 
inite agents  may  produce  this  condition,  such  as 
chemicals;  syphilis  at  times  produces  it;  it  also 
occurs  as  a complication  of  pregnancy  and  in  diph- 
theria, cholera,  yellow  fever,  typhus,  and  so  forth. 

The  third  type  of  nephritis  that  seems  ia  distinct 
entity  is  described  as  arteriosclerotic  nephritis, 
since  the  lesions  are  in  the  arterioles  and  not  in  the 
arteries.  This  is  the  kidney  we  find  in  arterial  hy- 
pertension. There  is  a marked  elevation  in  blood 
pressure,  the  heart  is  enlarged,  the  urine  copious 
and  there  is  slight  albuminuria  and  a few  casts. 
Most  of  the  patients,  as  you  know,  die  not  from 
these  kidney  complications,  but  from  cardiac  failure 
or  a cerebral  hemorrhage. 

At  autopsy,  one  might  expect  to  find  cardio-renal 
pathology,  the  arteriosclerosis,  the  enlarged  decom- 
pensated heart,  and  the  arteriosclerotic  kidney.  The 
lung  should  show  hypostatic  pneumonia,  the  hepati- 
zation of  lobar  pneumonia,  as  we  are  told  in  the  his- 
tory the  patient  had  a lobar  pneumonia.  The  pa- 
tient had  syphilis,  so  one  must  also  consider  a 
chronic  condition  of  cardiovascular  syphilis  with 
aortitis,  edema  of  congestive  heart  failure,  enlarged 
heart  and  possibly  the  kidney  of  tubular  nephritis. 

Or  the  enlarged  heart  secondary  to  rheumatic 
fever,  with  valvular  lesions  again  secondary  to  the 
acute  infections  mentioned  in  the  history. 

DR.  BALDWIN  said  the  case  had  many  interest- 
ing features.  One  was  the  history  of  such  an  acute 
attack  of  gallbladder  trouble,  treated  me'dically 
without  further  trouble.  Must  think  of  syphilis  of 
Ihe  liver.  Too  bad  not  to  have  a record  of  the  blood 
pressure,  as  it  seems  logical  that  this  man  should 
have  hypertension.  The  obvious  diagnosis  is  cardiac 
decompensation  with  terminal  pneumonia.  If  he  had 
hypertension  the  commonest  lesion  is  arteriolar 
sclerosis. 

AUTOPSY  FINDINGS: 

Body  of  an  adult  male,  very  much  emaciated  with 
almost  complete  absence  of  subcutaneous  fat.  Tho- 
rax and  abdomen  opened  in  the  usual  manner. 
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Thorax  was  somewhat  barrel  shaped  and  there 
was  marked  ossification  of  the  costal  cartilages. 
Right  lung  showed  areas  of  pleural  adhesions  on 
pos  erior  margin  and  over  the  diaphragm.  The  low- 
er lobe  was  dark  in  color,  contained  excess  fluid 
and  numerous  scattered  shot-like  nodules  in  both 
upper  and  lower  lobes.  In  the  lower  lobe  there  were 
multiple  areas  of  consolidation  varying  in  size  and 
shape,  representing  pneumonic  consolidations.  The 
left  lobe  showed  lesions  similar  to  those  on  the 
right,  there  being  multiple  areas  of  consolidation, 
with  old  healed  lesions  at  the  apex. 

Heart  was  moderately  enlarged;  no  excess  fluid 
in  pericardium.  Right  auricle  and  right  ventricle 
greatly  dilated,  with  dilated  tricuspid  valve.  Walls 
of  the  right  ventricle  were  very  thin.  The  left  ven- 
tricular muscle  was  somewhat  thickened,  pale  in 
color.  Mitral  valve  slightly  dilated,  with  a moderate 
degree  of  thickening  of  the  mitral  valve  leaflets. 
Slight  atheroma  of  ascending  aorta. 

Liver  was  reduced  in  size;  capsule  was  thick  and 
of  a mottled  greyish  color.  Cut  surface  rather  firm 
and  of  an  irregular  greyish  color.  Gallbladder  very 
large;  no  calculi.  Stomach  not  dilated;  no  definite 
abnormality;  duodenum  showed  two  diverticuli  of 
about  equal  size,  with  lumen  one  inch  in  diameter 
and  aperture  three-fourths  of  an  inch  wide;  one  of 
these  protruded  into  the  head  of  the  pancreas. 
Jejunum  showed  marked  injection  of  vessels  and 
was  slightly  dilated.  Rest  of  gastro-intestinal  tract 
was  negative.  Spleen  enlarged  and  hyperemic,  with 
thickened  capsule.  Kidneys  were  not  enlarged;  cor- 
tex narrow  with  excess  fat  in  the  pelvis;  bladder 
empty;  prostate  not  enlarged. 

Sections  of  liver  tissue  showed  atrophy  of  paren- 
chymatous structure  and  excess  of  fibrous  tissue 
most  pronounced  around  the  portal  vessels,  the  pic- 
ture of  cirrhosis  of  the  liver. 

Anatomical  Diagnoses:  Bilateral  bronchopneumo- 
nia. Old  healed  tuberculosis.  Chronic  myocarditis. 
Dilatation  of  ventricles,  more  marked  on  right.  In- 
competent tricuspid  valve.  Cirrhosis  of  the  liver. 
Arteriosclerotic  disease  of  the  kidneys.  Passive  con- 
gestion of  liver,  spleen  and  kidneys.  Multiple  di- 
verticuli of  the  duodenum. — H.  P.  MILLS. 


CASE  3 

“This  woman  had  suffered  many  things  at  the 
hands  of  many  physicians.” 

First  entry  on  Sept.  20,  1926,  six  years'  before 
her  final  admission.  C.  L.,  unmarried  woman,  age 
18  years,  entered  with  diagnosis  of  'acute  appendi- 
citis. The  illness  developed  four  days  before  enter- 
ing hospital  with  sharp  pains  across  the  abdomen, 
recurring  every  15  minutes  and  finally  localizing  in 
lower  right  side.  She  was  nauseated  and  vomiting. 

Father  was  living  and  well;  mother  died  at  46 
following  ian  operation  for  appendicitis;  two  broth- 
ers and  four  sisters  living  and  well;  two  brothers 
and  two  sisters  died  infancy;  no  hereditary  diseases 
in  family.  She  has  had  the  usual  diseases  of  child- 
hood; adenoids  removed  four  years  ago,  tonsils  two 
years  ago.  Started  menstruating  at  13,  regular, 


lasting  three  days  always  with  pain;  last  menstrual 
period  three  weeks  ago. 

P.  E.  Temp.,  99.1,  pulse  88,  resp.  19,  B.  P.  112/80. 
Patient  is  of  large  hypopituitary  type.  No  enlarge- 
ment of  thyroid  gland.  Lungs  and  heart  normal. 
Tenderness  over  gallbladder  region  and  appendix 
with  slight  tenderness  over  left  side  opposite  ap- 
pendix. Slight  rigidity  over  right  rectus;  no  ten- 
derness over  bladder  or  ovarian  region. 

Urine  before  entrance,  sp.  gr.  1019,  v.s.t.  albu- 
min, no  casts,  blood  or  pus.  After  entrance,  sp.  gr. 
1038,  v.s.t.  albumin,  no  sugar,  no  casts,  4-5  p.c..,  no 
r.b.c.  White  count  15,400,  62  per  cent  polynuclears. 

Surgical  note : Inflamed  appendix  with  slight 

swelling  % inch  from  distal  end.  Normal  appear- 
ing gallbladder  which  did  not  drain  on  pressure. 
Appendectomy.  Pathologist’s  Report:  Section 

showed  dilated  lumen,  atrophy  of  mucosa  and  mod- 
erate degree  of  fibrosis;  chronic  appendicitis.  Dis- 
charged in  ten  days. 

Second  entry  in  March,  1928,  for  acute  tonsillitis, 
lasting  three  days. 

Third  entry  in  October,  1928.  For  several  days 
patient  had  noticed  a slight  submental  swelling 
which  later  extended  and  became  rather  fixed  in  re- 
gion of  ramus  of  left  jaw,  following  which  she  had 
rather  severe  headache  on  left.  She  is  subject  to 
tonsillitis.  Roentgenograms  of  mastoids  did  not  show 
conclusive  evidence  of  destructive  changes.  White 
count  was  11,450  with  79  per  cent  polys',  and  a week 
later  was  9,100  with  67  per  cent  polys.  Conserva- 
tive treatment  used  and  patient  discharged  Dec.  1st, 
improved. 

Fourth  entry  in  February,  1929,  with  acute  phar- 
yngitis and  cervical  adenopathy,  white  count  of 
16,000  and  92  per  cent  polys,  temp,  of  102.5.  Dis- 
charged in  five  days,  well. 

Fifth  entry  was  in  April,  1930,  with  working 
diagnosis  of  duodenal  ulcer  and  cholecystitis.  His- 
tory of  abdominal  distress  for  a month,  starting 
with  a pain  in  gall-bladder  region,  slight  jaundice, 
nausea  and  vomiting,  much  gas,  appetite  poor. 
X-ray  showed  functional  disability  of  gallbladder 
and  was  negative  for  evidence  of  ulc.er.  Discharged 
without  entry  of  final  diagnosis. 

Sixth  entry  in  April,  1931,  with  working  diagno- 
sis of  salpingitis.  Pelvic  examination  showed  mu- 
coid discharge  from  uterus,  which  is  well  over  to 
right  side  of  pelvis,  in  good  anterior  position  and 
movable.  Considerable  tenderness  in  fornix  on  right 
in  region  of  tube  and  ovary.  No  definite  mass.  Dis- 
charged. 

Seventh  entry  a week  later.  In  meantime  had 
been  examined  cystoscopically  with  negative  find- 
ings. Surgical  exploration  was  done  under  local 
and  ethylene.  Uterus  found  low  in  pelvis.  Tubes 
and  ovaries  normal,  except  for  a few  adhesions 
about  right  tube  which  were  freed.  Suspension  of 
uterus  by  shortening  round  ligaments.  Discharged 
in  ten  days. 

Final  entry  Nov.  20,  1932.  Patient  had  married 
during  the  18  month  interval.  Working  diagnosis  on 
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entrance  was  exophthalmic  goitre  and  influenza. 
Present  illness  came  with  sudden  onset  of  an  acute 
infection  with  fever,  vomiting,  diarrhea,  chills  and 
general  aching  over  the  body. 

There  wias  history  of  intermittent  attacks  of  pal- 
pitation, loss  of  weight,  diarrhea,  irregular  menses. 
These  symptoms  have  been  of  three  or  four  months 
duration  with  nervousness  and  noticeable  tremor  of 
fingers.  There  is  enlargement  of  the  eyes. 

Skin  is  cyanotic  and  pasty.  Eyes  moderately  ex- 
ophthalmic with  divergent  strabismus;  pupils  re- 
act to  light  and  accommodation.  There  is  acute  in- 
flammatory reaction  of  nose  and  throat.  Marked 
enlargement  of  thyroid  right  lobe  which  is  solid  in 
consistency  with  distinct  bruit.  Respirations  la- 
bored with  rales  throughout  both  lungs;  broncho- 
vesicular  breathing  in  bases.  Heart  rate  160  or 
over,  with  systolic  murmur  and  accentuated  pul- 
monic second  sound.  Marked  tremor  of  fingers 
and  tongue.  B.  P.  80/40.  White  count,  20,200,  92 
per  cent  polys.  Temp.  104.  Patient  died  on  third 
hospital  day. 

Discussion  was  given  by  DR.  J.  M.  PEARSON, 
Glendale,  as  follows: 

This  case  is  that  of  a young  woman  admitted  to 
the  hospital  eight  times  in  six  years  and  the  record 
of  her  several  operations  or  attempted  operations, 
to  say  nothing  of  needed  work  left  undone,  consti- 
tutes a true  “Comedy  of  Errors,”  although  in  this 
case  the  result  was  tragedy  rather  than  comedy. 

Her  history  at  first  admission  states  that  her 
adenoids  had  been  removed  four  years  ago  and  ton- 
sils two  years  later.  The  first  operation  was  doubt- 
less the  first  mistake  in  that  the  tonsils  were  left 
and  when  an  attempt  later  was  made  to  remove 
the  tonsils  it  was  probably  a poor  piece  of  work 
since  she  had  frequent  attacks  of  tonsillitis  subse- 
quently. 

At  eighteen  years  of  age  she  entered  the  hospital 
with  the  diagnosis  of  acute  appendicitis.  An  analy- 
sis of  her  symptoms  casts  considerable  doubt  on  the 
correctness  of  the  diagnosis  for  her  temperature 
was  99.1,  pulse  88,  and  white  count  15,400  with  62 
per  cent  polynuclears.  Physical  examination  showed 
tenderness  over  the  gallbladder  region  as  much  as 
over  the  region  of  the  appendix  and  only  slight  rig- 
idity over  the  right  rectus  muscle.  At  operation  the 
gallbladder  did  not  drain  when  pressure  was  ap- 
plied. However,  the  seriousness  of  the  matter  lies 
not  in  the  removal  of  the  appendix  which  would  do 
no  harm  were  it  normal,  but  in  leaving  the  gall- 
bladder which  later  developments  lead  one  to  be- 
lieve was  the  probable  offender  in  the  first  place. 

Two  years  later  she  spent  three  days  in  the  hos- 
pital with  acute  tonsillitis. 

Seven  months  later  she  entered  the  hospital  for 
some  submental  swelling,  headaches  and  suspected 
mastoidi  is.  Again  mention  is  made  in  the  record 
of  frequent  tonsillitis ! ! 

The  following  year  she  was  again  admitted  for 


sore  throat  and  cervical  adenopathy,  one  more  fu- 
tile plea  on  the  part  of  the  tonsils  for  proper  re- 
moval. 

One  year  later,  on  her  next  admission  her  physi- 
cian got  as  far  as  a working  diagnosis  of  duodenal 
ulcer  and  cholecystitis.  The  symptoms  of  pain  in 
the  gallbladder  region,  jaundice,  nausea,  vomiting, 
much  gas  with  positive  x-ray  findings  of  function- 
al disability  of  the  gallbladder  would  seem  to  be 
sufficient  to  justify  even  the  most  timid  physician 
in  a positive  diagnosis  of  gallbladder  disease  and 
the  institution  of  proper  treatment.  But  whether 
from  ignorance,  indifference  or  what  not  the  poor 
sufferer  was  discharged  without  even  a positive 
diagnosis  being  recorded. 

On  her  sixth  admission  one  year  later  her  physi- 
cian seemed  to  feel  obliged  to  look  elsewhere  for 
her  trouble  and  after  a negative  cystoscopic  exam- 
ination had  seemed  to  rule  out  her  urinary  tract, 
he  decided  her  Fallopian  tubes  were  the  cause  of 
her  trouble.  Accordingly,  he  opened  her  abdomen 
and  finding  a few  adhesions  about  one  of  her  tubes 
he  removed  them  so  that  others  might  grow  in 
their  place  and  shortened  the  round  ligaments.  In 
view  of  a previous  examination  having  shown  her 
uterus  to  be  in  good  anterior  position,  this  opera- 
tion might  well  be  considered  futile  and  possibly 
harmful. 

Before  her  next  and  final  entry  eighteen  months 
later,  our  patient  marries,  still  harboring  her  in- 
fected tonsils  and  diseased  gallbladder,  with  the 
inevitable  strain  on  her  endocrine  system  incident 
to  marriage  acting  as  an  etiological  factor  in  addi- 
tion to  the  chronic  infections  there  now  develops  a 
state  of  hyperthyroidism  or  exophthalmic  goiter. 
There  seems  to  have  been  no  careful  study  of  her 
case  by  means  of  basal  metabolism  determinations, 
but  with  the  history  of  loss  in  weight,  palpitation, 
diarrhea,  irregular  menses,  nervousness,  tremor, 
exophthalmos  and  tumor  of  the  thyroid,  the  diagno- 
sis seems  unquestionable. 

(Eugene  DuBois,  writing  in  Cecil's  Text  Book  of 
Medicine,  says  in  regard  to  the  etiology  of  ex- 
ophthalmic goiter  that  “in  a certain  percentage  of 
cases  infection  seems  to  play  a role  in  the  etiology.” 
And  George  Dock,  in  Osier  and  McRae’s  Practice  of 
Medicine,  on  the  same  topic  speaks  several  times  of 
the  frequency  with  which  tonsillitis  and  sore  throat 
preceded  the  development  of  toxic  goiter.) 

The  final  chapter  is  ushered  in  by  an  acute  in- 
fection of  the  upper  respiratory  tract  of  a severe 
nature.  With  a temperature  of  104,  pulse  of  160 
and  blood  pressure  80/40,  labored  respirations, 
broncho-vesicular  breathing  in  the  bases  and  rales 
throughout  both  lungs  the  picture  is  that  of  an  ex- 
tensive pneumonia  with  definite  circulatory  failure. 

This  patient  seems  to  have  been  in  a hopeless 
condition  when  admitted  for  her  final  stay  in  the 
hospital,  but  in  retrospect  it  would  appear  that  had 
she  been  given  proper  treatment  during  the  earlier- 
years  of  her  illness  she  would  probably  have  been 
spared  the  untimely  death  that  befell  her. 
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Drs.  Baldwin,  Davis  and  Fahlen  gave  general  dis 
cussions. 

AUTOPSY: 

There  are  two  abdominal  scars,  one  in  midline, 
one  to  the  right  of  midline.  Thorax  and  abdomen 
opened  in  the  usual  manner.  There  are  old  exten- 
sive adhesions  in  lower  abdomen  to  the  anterior 
wall. 

There  is  some  enlargement  of  the  thyroid. 

Left  lung  not  adherent;  slight  amount  of  plastic 
exudate  on  the  surface.  Lower  lobe  dark  in  color, 
very  hemorrhagic.  Right  lower  lobe  is  very  dark  in 
color  and  hemorrhagic  with  large  areas  of  hemor 
rhage  beneath  the  pleura. 

Pericardium  is  free,  no  excess  fluid.  Heart  slight- 
ly enlarged.  Tricuspid  valve  dilated.  Right  ventricle 
dilated,  filled  with  blood  clot.  Mitral  valve  normal, 
left  ventricle  normal  size;  muscle  is  pale  and  fri- 
able. There  are  numerous  petechial-like  hemorrhag- 
es in  the  epicardium. 

Old  adhesions  over  region  of  appendix  operation. 
Liver  about  normal  size,  slight  passive  hyperemia 
Gallbladder  greatly  enlarged,  no  calculi  found. 
Stomach  and  intestinal  tract  negative.  Moderate  en- 
largement of  mesenteric  lymph  nodes.  Spleen  great- 
ly enlarged,  hemorrhagic,  soft  and  friable.  Left 
kidney  about  normal  size,  lobular,  capsule  stripped 
readily.  Right  kidney  similar  to  left.  Pancreas  nor- 
mal in  appearance.  Uterus  not  enlarged;  right 
ovary  sclerotic  with  small  c.yst;  left  ovary  sclerotic 
with  multiple  simple  cysts. 

Anatomical  Diagnosis:  Influenzal  type  of  pneu- 
monia of  both  lower  lobes,  more  marked  on  the 
right,  with  extensive  hemorrhages  into  the  lung  and 
subpleural  tissue.  Right  cardiac  dilatatoin.  Passive 
hyperemia  of  liver  and  spleen.  Septic  spleen. 

H.  P.  MILLS. 


PABLUM— MEAD’S  PRE-COOKED  CEREAL 

Mead  Johnson  & Co.  are  now  marketing  Mead  s 
Cereal  in  dried  pre-cooked  form,  ready  to  serve,  un- 
der the  name  of  Pablum.  This  product  combines  all 
of  the  outstanding  mineral  and  vitamin  advantages 
of  Mead’s  Cereal  with  great  ease  of  preparation. 

All  the  mother  has  to  do  to  prepare  Pablum  is  to 
measure  the  prescribed  amount  directly  into  the 
baby’s  cereal  bowl  and  add  previously  boiled  milk, 
water,  or  milk-and-water,  stirring  with  a fork.  It 
may  be  served  hot  or  cold  and  for  older  children 
and  adults  cream,  salt  and  sugar  may  be  added  as 
desired. 

Mothers  will  cooperate  with  physicians  better  in 
the  feeding  of  their  babies'  because  Pablum  is  so 
easy  to  prepare.  It  gives  them  the  extra  hour’s  rest 
in  the  morning  and  saves  bending  their  backs  over 
a hot  kitchen  stove  in  summer.  Please  send  for 
samples  to  Mead  Johnson  & Company,  Evansville, 
Indiana. 


Comments  on  Case  Records  of  Patients 
Dying  in  the  Hospital. 

January,  1933 
DR.  L.  B.  BALDWIN 
REPORT  OF  DEATHS  FOR  JANUARY 

There  were  24  deaths  in  the  hospital  during  Jan- 
uary and  17  autopsies.  This  makes  the  high  per- 
centage of  about  70  per  cent  autopsies  and  is  an  ex- 
cellent record.  It  shows  close  cooperation  between 
the  intern  and  the  physician  in  charge  of  the  case, 
showing  an  interest  which  brooks  well  for  the  ad- 
vance in  knowledge  of  medicine  in  this  hospital.  Of 
the  cases,  ten  died  of  primary  or  terminal  pneu- 
monia, or  roughly  42  per  cent  of  the  deaths,  five  or 
21  per  cent  died  of  some  form  of  sepsis’  and  the  re- 
maining cases  had  various  conditions.  It  is  regret- 
table that  nine  of  these  records  are  incomplete  and 
that  five  have  no  history  or  physical  examination. 
It  is  essential  for  the  good  of  the  hospital  that  this 
defect  be  corrected.  It  is  also  regrettable  that  many 
of  the  records  have  inadequate  information.  The 
histories  are  entirely  too  brief  and  the  physical  ex- 
aminations are  often  lacking  in  important  details. 
This  is  well  illustrated  in  the  final  diagnosis'  of 
some  of  the  cases  that  came  to  autopsy  where  out- 
standing conditions  had  been  overlooked. 

Many  of  the  histories  and  physicals  are  taken  by 
the  intern.  This  being  the  case,  it  is  important  for 
him  to  have  a working  outline  so  as  to  enable  him 
to  obtain  more  exact  information.  This  fact  is  well 
illustrated  in  two  cases  of  pneumonia,  (26199  and 
26148).  The  former  has  a diagnosis  of  pulmonary 
tuberculosis  and  questionable  pyelitis,  in  spite  of 
the  fact  that  the  urine  showed  no  pus  and  in  spite 
of  a leukocytosis  of  over  19,000.  Autopsy  would  no 
doubt  have  revealed  pneumonic  consolidation  in  this 
old  man.  The  latter  case  has  a diagnosis  of  myo- 
carditis and  asthma,  apparently  based  on  the  in- 
formation obtained  in  a sketchy  history  and  a physi- 
cal comprising  the  large  vocabulary  of  16  words. 
Autopsy  revealed  lobar  pneumonia  and  chronic  my- 
ocarditis. 

Case  21933,  an  infant,  four  months  old,  is  inter- 
esting in  that  a white  blood  count  of  176,000  is  re- 
corded with  41  per  cent  lymphocytes.  No  doubt  it 
should  have  been  17,600.  Autopsy  revealed  bron- 
cho-pneumonia. 

Cases'  26131,  26125,  26300,  17524  and  26139  were 
all  desperately  ill  when  admitted  and  only  lived  a 
relatively  short  time.  It  is  interesting,  in  view  of 
its  prognostic  importance  that  a blood  pressure  was 
never  taken  or  recorded  in  these  patients.  There  is 
no  unfavorable  criticism  of  the  treatment  of  these 
cases.  They  were  all  given  good  medical  care. 

Case  26177  has  no  history  or  physical  examina- 
tion but  a good  autopsy  which  tells  the  story.  The 
patient,  a man  of  47,  was  apparently  in  an  accident. 
He  had  a spontaneous  pneumothorax  of  the  left  up- 
per lobe,  pneumonia  of  the  left  lower  lobe,  partial 
consolidation  of  the  right  lower  lobe  with  extensive 
hemorrhage.  In  addition,  he  had  chronic  tubercu- 
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losis  of  the  lungs  and  right  kidney,  and  had  chronic 
cholecystitis. 

Case  26219  also  has  no  history  or  physical  exam- 
ination. Autopsy  again  gives  all  the  required  mor- 
bid information.  In  addition  to  broncho-pneumonia, 
this  patient  of  65  had  pulmonary  tuberculosis,  ar- 
teriosclerosis with  arteriosclerotic  heart  disease, 
chronic  adhesive  peritonitis'  and  pyelitis.  He  died 
soon  after  admission. 

Case  26172,  a man  of  35,  illustrates  how  impos- 
sible it  is  to  reach  a satisfactory  diagnosis  without 
a complete  history  and  physical  examination.  He 
lived  three  days  after  admission  and  the  clinical  di- 
agnosis was  mitral  decompensation.  The  history 
states  that  the  patient  had  previously  been  in  good 
health,  but  on  the  day  of  admission  he  suddenly  be- 
came unconscious.  Examination  revealed  lung  signs' 
to  which  apparently  little  importance  was  attached, 
and  there  is  recorded  a marked  systolic  murmur  of 
the  heart.  Autopsy  showed  chronic  pulmonary  tu- 
berculosis with  cavity  formation,  multiple  pulmo- 
nary abscesses,  septic  pyemia  with  involvement  of 
both  kidneys,  bilateral  empyema  and  mitral  stenosis. 
Surely  some  of  the  conditions  should  have  been  sus- 
pected clinically. 

19942x  is  an  extremely  interesting  and  carefully 
studied  case  which  is  to  be  reported  at  this  meeting. 

Case  30411  is  another  interesting  case  to  be  re- 
ported at  this  meeting. 

Case  26277,  a woman  of  36,  was  admitted  with  a 
streptococcus  septicemia  following  an  abortion  per- 
formed by  the  patient  some  time  previously;  the 
dates  are  somewhat  confused  as  to  the  time  of  the 
operation.  The  history  states  that  she  passed  a 
catheter  upon  herself  January  27th  and  that  three 
days  later  she  had  a chill,  and  that  she  repeated 
the  same  operation  the  following  day,  and  yet  she 
was  admitted  to  the  hospital  and  died  on  January 
27th.  It  is  interesting  that  the  hemoglobin  was  65 
per  cent  and  the  red  count  640,000. 

Case  26182  was  a typical  case  of  staphylococcus 
septicemia  with  metastases  in  the  skin,  lungs,  kid- 
neys. The  infection  followed  superficial  abrasions 
of  the  skin.  There  is  no  recorded  physical  examina- 
tion in  this  case,  though  she  lived  three  days  after 
admission. 

Case  26873x,  75  years  old,  had  carcinoma  of  the 
prostate  with  metastases  and  lived  eight  days  after 
admission.  The  record  is'  complete  and  very  satis- 
factory. 

Case  26290  was  in  an  automobile  accident  and 
sustained  a fracture  of  the  skull.  Autopsy  of  the 
head  showed  a subdural  hemorrhage,  cerebral  ede- 
ma, fracture  of  the  petrous  portion  of  the  temporal 
bone.  There  is  no  blood  pressure  recorded  at  any 
time.  She  was  treated  for  lacerations  of  the  scalp 
cn  the  day  of  the  accident  and  sent  home.  She  lived 
six  days  after  the  injury.  Two  important  questions 
arise  in  this  case,  first,  should  she  have  been  sent 
home  following  such  an  injury;  and  second,  would 
a decompression  have  saved  this  patient’s  life? 

Case  26246,  a woman  of  34,  represents'  another 
neglected  patient  with  intestinal  obstruction,  seen 
first  by  the  surgeons  after  fecal  vomiting  had  set 


in.  Apparently  the  patient  and  her  family  were 
at  fault  for  the  neglect  in  this  instance.  She  was 
operated  upon  and  died  the  following  day.  There 
no  report  of  what  was  done  at  the  time  of  operation. 

Case  26121,  a man  of  76,  had  chronic  nephritis, 
cystitis  and  myocardial  insufficiency.  A consultant 
gave  the  opinion  that  he  was  probably  uremic.  An 
N.  P.  N.  might  have  been  of  interest  in  this  case. 

Case  26231,  a premature  infant  died  soon  after 
birth.  Autopsy  revealed  congenital  heart  disease 
and  congenital  enlargement  of  the  upper  portion  of 
the  body. 

Case  26263  was  in  the  hospital  six  weeks  but  has 
no  history  or  physical  examination,  only  one  brief 
note,  and  a final  diagnosis  of  arteriosclerosis,  hy- 
pertension, and  cerebral  hemorrhage.  May  I sug- 
gest that  if  not  from  the  richer  storehouse  of  pres- 
ent observation  and  knowledge,  then  from  the  dim- 
mer recollections  of  the  past,  the  physician  in  charge 
of  this  patient  write  some  sort  of  record. 

Case  26233,  a man  50  years  old,  was  carefully  and 
adequately  studied.  The  autopsy  has  not  as  yet 
been  attached  to  the  record.  The  clinical  diagnosis 
is  endothelioma  of  the  pleura  with  metastases.  This 
would  be  an  interesting  case  to  report  in  detail  at 
a meeting. 

The  last  l-ecord,  26299,  is  a case  of  diabetic  coma 
and  carbuncle  of  the  back.  The  patient  lived  two 
days  after  admission  and  possibly  nothing  could 
have  saved  his'  life,  though  certainly  a more  valiant 
attempt  could  have  been  made.  There  are  instances 
in  medicine  as  well  as  surgery,  where  emergency 
measures  have  to  be  taken  and  where  scientific 
knowledge,  properly  directed  may  be  life  saving. 
Diabetic  coma  is  one  of  these  conditions.-  The  prop- 
er administration  of  insulin  has  reduced  the  mortal- 
ity in  diabetic  coma  from  the  previous  high  mark 
of  77  per  cent  to  10  per  cent.  However,  it  is  essen- 
tial to  begin  treatment  immediately  and  heroically. 
Insulin  was  not  started  in  this'  patient  until  the  day 
after  admission,  in  spite  of  the  fact  that  the  urine 
showed  sugar.  The  following  day  the  urine  showed 
acetone  and  diacetic  and  in  all  60  units  of  insulin 
were  given.  A blood  sugar  was'  not  taken.  Many 
cases  of  diabetic  coma  treated  in  this  manner  would 
die,  whereas  many  cases  treated  with  adequate  dos- 
es of  insulin  can  be  saved. 


February,  1933 
DR.  F.  C.  JORDAN 

There  were  fifteen  deaths  in  the  hospital  during 
February  and  only  six  autopsies.  An  unusually 
large  number  of  these  cases  were  charity  patients. 
I believe  the  hospital  should  require  of  charity  cases 
that  permission  for  autopsy  be  granted  in  the  event 
of  death  in  the  hospital.  It  is  interesting  and  dis- 
tressing to  note  the  number  of  patients  who  died 
within  a few  hours  after  admission.  Many  of  these 
patients  had  been  ill  for  several  days  and  were  ad- 
mitted only  as  a last  resort,  when  little  or  nothing 
could  be  done  for  them.  The  records  in  such  cases 
are  necessarily  brief  and  often  inadequate.  I shall 
list  these  cases  briefly,  with  little  comment: 
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1.  A premature  baby,  weighing-  two  pounds 
twelve  ounces,  lived  only  a few  minutes’. 

2.  A seven  month  old  baby  with  a diagnosis  of 
lobar  pneumonia,  died  a few  hours  after  admission. 
No  history  or  physical  examination.  Autopsy 
j-howed  pneumonic  consolidation  of  both  lower  lobes. 

3.  Indian  baby,  ten  days  old,  with  diagnosis  of 
malnutrition,  bronchopneumonia,  died  a few  hours 
after  admission.  Autopsy  confirmed  diagnosis. 

4.  An  old  man,  struck  by  auto  with  fractured 
skull  and  compound  fracture  of  tibia,  died  a few 
hours  afler  admission. 

5.  An  old  man  with  self-inflicted  bullet  wound 
of  left  temple,  penetrating  brain  and  emerging  at 
right  temple;  lived  two  hours. 

6.  A 26  year  old  Mexican  woman  with  puerperal 
septicemia.  She  had  a baby  on  Jan.  28  and  four 
days  later  began  to  have  fever.  She  was  very  toxic 
on  admission  and  died  a few  hours  later.  Autopsy 
showed  septic  metritis  and  endometritis,  retained 
plaeeiTal  tissue  with  necrosis  and  general  septi- 
cemia. 

7.  A 67  year  old  man  with  diagnosis  of  inebri- 
ety and  possible  pneumonia,  was  admitted  to  the 
hospital  unconscious.  The  only  history  obtainable 
was  that  he  had  been  drinking  heavily  for  a week. 
He  had  high  temperature,  moist  rales  in  both  lungs, 
rapid  irregular  pulse.  He  died  in  a few  hours;  no 
autopsy. 

8.  A baby,  cyanotic  at  birth,  with  moaning  ex- 
piration, died  a few  hours  after  delivery.  Autopsy 
showed  a patent  foramen  ovale  with  passive  hy- 
peremia of  the  lungs. 

9.  A 35  year  old  man  with  erysipelas  of  the  face 
lapsed  into  coma  soon  after  admission  and  history 
could  not  be  obtained.  Erysipelas  antitoxin  was 
given  but  he  failed  rapidly  and  died  on  the  second 
day.  Autopsy  showed  erysipelas  of  the  face,  multi- 
ple septic  infarcts  of  both  lungs  and  bilateral  bron- 
chopneumonia. 

10.  A 51  year  old  man  with  diagnosis  of  strepto- 
coccus meningitis,  brought  to  the  hospital  in  coma. 
For  three  weeks  he  had  complained  of  pain  and 
headache  in  right  temporal  region.  The  headache 
had  been  continuous  but  did  not  seem  to  increase  in 
severity  until  the  evening  before  admission,  when 
the  pain  suddenly  became  severe  and  he  soon  be- 
came delirious  and  lapsed  into  coma.  On  admission 
he  had  a high  temperature  and  considerable  rigidity 
of  the  neck.  Patellar  reflexes  were  hyperactive  and 
ankle  clonus  marked  on  right  side,  plantar  reflexes 
absent  Leucocyte  count  was  39,800,  spinal  fluid 
cell  count  was  11,200  with  many  pneumococci.  He 
died  the  day  following  admission. 

The  remaining  cases  all  had  been  in  the  hospital 
more  than  two  days,  the  records  were  complete  and 
some  of  them  very  interesting. 

Case  No.  2644,  a woman  aged  63,  was  diagnosed 
to  have  a transverse  cord  lesion  about  the  fifth  or 
sixth  dorsal  region.  She  had  right  breast  amputated 
in  1923,  and  axillary  glands  resected  six  years  ago. 
She  gave  a history  of  back  injury  two  years  ago 
which  kept  her  in  bed  fourteen  weeks.  Laminectomy 


was  done  and  a metastatic  carcinoma  of  the  cord 
found.  At  autopsy  adenocarcinoma  in  the  cord  and 
liver  was  found. 

Case  26372,  a man  of  38,  with  pulmonax-y  tuber- 
culosis, chronic  nephritis  and  uremia.  He  had  ad- 
vanced tuberculosis  with  cavitation  and  crepitant 
rales  throughout  both  lungs.  Six  weeks  before  ad- 
mission he  had  general  edema  and  vomiting.  The 
urine  contained  many  casts  and  albumen;  NPN  on 
admission  was  92  mgm.  There  was  an  adequate  his- 
tory and  careful  physical  examination.  In  spite  of 
vigorous  treatment,  he  continued  to  vomit  and  grow 
weaker  and  died  on  the  seventh  day. 

Case  26396,  subacute  pancreatitis,  pulmonary  tu- 
berculosis land  chronic  cholecystitis.  ' Chjef  com- 
plaint was  a burning  sensation  in  the  epigastrium 
and  weakness,  commencing  gradually  about  ten  days 
before  admission.  She  had  advanced  pulmonary  tu- 
berculosis with  cavitation.  She  developed  what  was 
apparently  an  angioneurotic  edema,  became  cya- 
notic and  died  in  coma.  There  was  a careful  and 
complete  record. 


April,  1933 

DR.  FRANK  J.  MILLOY 

There  are  sixteen  deaths  and  five  autopsies,  mak- 
ing a percentage  of  31,  which  is  about  the  average 
for  the  hospital  since  October. 

A woman,  39  years  old,  entered  hospital  February 
6 and  died  April  15.  This  case  is  complete  with  his- 
tory, phyisical  examination,  multiple  consultation 
charts,  replete  with  laboratory  work,  and  accurate- 
ly diagnosed  as  demonstrated  by  post  mortem.  This 
case  is  to  be  discussed  tonight. 

A man  thirty  years  of  age  with  a diagnosis  of 
embolus  of  the  brain  and  auricular  fibrillation  with 
acute  cardiac  failure.  Patient  entered  hospital  at 
1:3  0 a.m.  and  died  at  3 o’clock  in  the  afternoon.  This 
case  is'  unique  in  that  the  clinical  record  represents 
about  three-fourths  of  a page,  but  accompanying  it 
are  two  pages  of  history,  one  full  page  of  progress 
notes,  and  one-half  page  of  orders.  Unfortunately 
there  is  no  post  mortem  but  there  is  plenty  of  ma- 
terial to  substantiate  the  working  and  final  diagno- 
ses. 

A baby  18  mos.  old  with  a working  diagnosis  of 
lobar  pneumonia  which  was  later  changed  to  bron- 
chopneumonia. Baby  entered  hospital  on  April  18th 
and  died  April  24th.  There  is  no  physical  examina- 
tion but  an  x-ray  of  the  child  confirms  the  diagno- 
sis. Baby  ran  a regular  pneumonia  temperature 
curve  which  was  beginning  to  subside  on  the  fourth 
day  after  admission  but  suddenly  rose  on  the  fifth 
day  and  the  baby  died,  probably  an  extension  of  the 
pneumonic  process.. 

Accident  case.  Mexican  brought  into  hospital  on 
April  15th  with  both  legs  badly  mangled  and  in 
profound  shock.  Patient  died  before  anything  could 
be  done. 

A man  28  years  of  age.  Entered  hospital  with  di- 
agnosis of  acute  abdomen.  The  patient  was  sick 
for  three  days  before  seen  by  his  physician.  Diag- 
nosis was  acute  gangrenous  appendix  followed  by 
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general  peritonitis  and  death.  This  is  another  argu- 
ment for  the  removal  of  so-called  normal  appen- 
dices. There  are  over  30,000  deaths'  each  year  in 
the  registered  area  in  the  United  States  from  ap- 
pendicitis. 

A baby  five  months  old  Chart  is  complete  with 
history,  physical  examination,  operative  record, 
x-ray,  laboratory  sheets  and  two  consultations.  This 
baby  had  an  acute  upper  respiratory  infection  on 
Sunday,  ran  a normal  course  until  Wednesday  when, 
in  spite  of  three  bowel  movements,  babe  had  marked 
abdominal  distention.  On  Thursday  babe  was  ad- 
mitted to  hospital.  Intestinal  obstruction  was  sus- 
pected and  diagnosis  was  confirmed  by  barium  en- 
ema. Baby  died  during  operation.  Exploration 
showed  a mass  in  the  left  lumbar  region  which  was 
at  the  point  of  obstruction.  The  obstruction  was 
caused  by  firm  adhesions  which  produced  a com- 
plete obstruction  of  the  colon  in  this  area.  There 
were  inflamed  lumbar  glands  in  this  region  which 
were  pi-obably  the  cause  of  the  adhesions.  The  in- 
testinal obstruction  was  probably  precipitated  by 
a dose  of  castor  oil  which  was  administered  by  the 
child’s  mother  during  its  recovery  from  the  respira- 
tory infection. 

A man  50  years  of  age.  Entered  hospital  April 
26th  with  fractured  nose  and  possible  skull  frac- 
ture. Chart  is  complete  with  history  and  physical 
examination,  consultation,  and  progress  notes.  The 
day  after  admission  the  patient  developed  symp- 
toms which  indicated  spinal  puncture.  Spinal  fluid 
confanied  12,000  cells  and  pneumococci.  No  doubt 
the  infection  took  place  as  result  of  the  fractured 
nose  through  cribiform  plate  of  the  ethmoid. 

A young  man  35  years  of  age.  Entered  hospital 
April  26th  with  diagnosis'  of  old  valvular  heart  dis- 
ease, rheumatic  in  origin,  with  acute  decompensa- 
tion. He  died  on  April  28. 

A man  35  years  of  age.  He  entered  the  hospital 
April  12  with  a diagnosis  of  exfoliative  dermatitis 
following  administration  of  arsphenumine.  This 
patent  had  received  six  injections  of  arsphena- 
mine  at  weekly  intervals.  This  may  or  may  not  be 
further  argument  against  the  use  of  old  arsphena- 
mine. 

A man  84  years  of  age.  Entered  hospital  March 
14th  with  a diagnosis  of  benign  prostatic  hypertro- 
phy with  obstruction  and  uremia.  The  chart  is  com- 
plete in  all  details.  Operation  was  done  on  the  21st 
of  March.  Patient  died  on  the  4th  of  April  of 
broncho-pneumonia.  This  case  is  being  discussed 
tonight. 

A woman  46  years  of  age.  Entered  the  hospital 
on  April  18’h  and  died  the  following  day.  This  was 
an  inoperable  case  of  carcinoma  who  had  been 
previously  admitted. 

A young  man  28  years  of  age.  Entered  the  hos- 
pital March  25th  wifh  diagnosis  of  diffuse  encepha- 
litis following  nitrous  oxide  anesthesia.  This  case 
is  complete  in  all  details',  with  history,  physical 
examination,  diagnosis,  consultatons,  and  post  mor- 
tem and  is  being  discussed  tonight. 

An  elderly  lady  76  years  of  age.  Entered  hos- 
pital March  24th  with  diagnosis  of  cholelithiasis. 


Patient  was  operated  on  the  day  of  admission,  gall 
bladder  was  removed  which  contained  many  gall 
stones.  The  patient  apparently  ran  a regular  post 
operative  course,  was  in  the  hospital  from  March 
24th  until  she  died  April  22nd.  Progress'  notes  are 
complete  but  history  and  physical  examination  are 
lacking.  During  the  last  48  hours  the  patient’s 
pulse  became  rapid  and  weak,  which  was  accom- 
panied by  hiccupping  and  cyanosis.  This  was  fol- 
lowed by  death. 

A baby  nine  months  of  age.  Entered  hospital 
April  1st  and  diagnosed  las  broncho-pneumOnia. 
Pneumonia  followed  measles.  The  patient  later  de- 
veloped lobar  pneumonia  and  died  on  the  12th  day 
after  admission. 

A Mexican  boy  18  years  of  age.  Entered  hos- 
pital February  24th  with  gunshot  wound  in  the 
abdomen.  . This  case  was  very  well  handled  as  he 
was  operated  upon  and  received  several  transfu- 
sions and  made  an  excellent  recovery  from  the  ab- 
dominal insult.  Later,  however,  he  developed  pneu- 
monia which  in  tu,n  was  followed  by  lung  abscess. 
This  was  the  cause  of  death. 

A woman  aged  43  who  entered  the  hospital  on 
January  28th  wbh  fracture  of  the  cervical  verte- 
brae as  result  of  an  auto  accident.  This  patient 
lived  until  Saturday,  April  22nd. 


June,  July,  August  and  September,  1933 
DR.  F.  C.. JORDAN 

There  were  82  deaths  during  the  months  of  June, 
July,  August  and  September.  There  were  twenty 
deaths  in  June  with  only  three  autopsies.  In  July 
there  were  twenty  deaths  and  eight  autopsies.  In 
August  there  were  twenty-two  deaths  and  ten  autop- 
sies. The  total  number  of  autopsies  during  these 
four  months  were  25,  or  an  average  of  30  per  cent. 

The  causes  of  death  were  as  follows : 


Accidents  io 

Tuberculosis g 

Prematurity  7 

Stillborn  2 

Sunstroke  6 

Insolation — P.  O l 

Broncho-pneumonia,  P.  O 5 

Lobar  pneumonia  3 

Primary  broncho-pneumonia  2 

Secondary  broncho-pneumonia  1 

Carcinoma  4 

Acute  appendicitis  4 

Chr.  appendicitis  2 

Septicemia  4 

Paralysis  agitans  1 

Diarrhea  1 

Enterocolitis  1 

Hemorrhagic  colitis  1 

Pneumococcic  meningitis' 1 

Tbc.  meningitis  ] 

Meningococcic  meningitis  1 

Malignant  hypertension  1 

Typhoid  ] 

Liver  Abscess  1 

Cerebral  hemorrhage 1 
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Asthma  — 1 

Bronchiectasis  1 


From  the  records  of  the  past  four  months  the  fol- 
lowing most  frequent  causes  of  death  are  listed  in 
order  of  their  frequency: 

1 —  Pneumonia  11  cases 

2 —  Accident  10  ” 

3 —  Prematurity  and  stillborn..  9 ” 

4 —  Tuberculosis  8 ” 

5 —  Sunstroke  6 ’ 

6 —  Appendicitis  6 ” 

7 —  Carcinoma  4 ” 

Although  pneumonia  heads  the  list  in  numbers, 

it  was  listed  as  a complication  in  several  of  the 
cases  so  in  reality  accidents  are  the  most  frequent 
causes  of  death  in  this  hospital. 

I do  not  think  it  wise  to  attempt  a critical  re- 
view of  each  individual  chart.  It  would  be  a Her- 
culean task  and  take  up  too  much  of  cur  time.  For 
these  reasons  I have  tried  to  make  this  review  brief 
and  intresting. 

There  are  a few  excellent  charts.  But  taken  as  a 
whole,  the  charts  are  way  helow  standard,  and 
would  not  reflect  much  credit  to  the  physicians  and 
hospital  should  these  charts  be  reviewed  by  a rep- 
resentative of  the  American  Medical  Association  or 
the  American  College  of  Surgeons.  Some  of  the 
charts  are  absolutely  useless.  One  chart  contained 
only  the  physician’s  orders;  there  was  no  diagnosis, 
no  history,  no  progress,  no  physical  examination, 
and  no  signature. 

How  are  we  going  to  correct  these  faults?  We, 
as  physicians,  cannot  blame  the  hospital  and  his- 
torian. The  executive  council  have  tried  several 
plans  and  we  have  had  the  cooperation  of  quite  a 
few  physicians.  It  is  our  desire  that  the  entire  staff 
aid  the  hospital  in  keeping  better  records. 


THE  NEW  MEXICO  MEDICAL  SOCIETY 
(Continued  from  September  issue) 

Afternoon  Session,  May  18. 

The  afternoon  session  was  opened  with  a paper 
by  Dr.  M.  Reese  Guttman,  Chicago,  111.,  on  “Recent 
Advances  in  the  Therapy  of  Malignant  Neoplasms 
of  the  Head  and  Neck.”  The  doctor  showed  some 
very  interesting  slides  and  emphasized  several  im- 
portant advances  that  may  enable  the  treatment  of 
this  melancholy  problem  with  a slightly  greater  de- 
gree of  confidence,  stating  “the  more  important 
contributions,  that  have  practicable  application  in 
daily  practice,  have  been  in  the  realm  of  coordi- 
nation of  the  histologic  appearance  of  the  lesion  to 
its  probable  biologic  course  and  response  to  surgery 
and  irradiation,  as  well  as  revolutionary  changes  in 
the  technic  of  utilization  of  gamma  irradiation  by 
x-ray  and  radium.”  The  doctor  emphasized  the 
importance  of  two  significant  changes  in  gamma 
ray  technic,  namely  Coutard’s  method  of  fractional 
dosage  of  x-ray  therapy  and  the  use  of  teleo- 
radium  therapy,  or  the  so-called  four  gram  radium 
bomb  used  at  a distance,  and  described  in  detail 
these  types  of  treatment. 

Discussion  of  Dr.  Guttman’s  paper  was  opened  by 


Dr.  G.  W.  Griswold,  Roswell,  and  participated  in  by 
Drs.  J.  W.  Cathcart,  El  Paso,  Texas,  and  John  T. 
Moore,  Houston,  Texas,  and  closed  by  Dr.  Guttman. 

Dr.  Bedford  Shelmire,  Dallas,  Texas,  next  on  the 
program,  presented  a paper  on  “The  Etiology  and 
Treatment  of  Eczema,”  in  which  he  brought  forth 
the  conclusions  that  the  eczema  problem  has  not 
been  completely  solved.  “There  has  occurred, 
however,  a gradual  alteration  in  our  beliefs  as  to 
to  the  causation  of  this  dermatosis.  Whereas  it 
was  formerly  believed  that  all  eczemas  were  due 
to  some  internal  factor,  it  is  now  considered  that 
the  rank  and  file  of  such  eruptions  are  caused  by 
cutaneous  sensitization  to  some  exogenous  sub- 
stance. Sensitization  to  foods,  drugs,  and  products 
of  bacterial  and  fungus  foci  account  for  a minority 
of  such  exanthems.  Idiosyncrasy  to  such  meta- 
bolites as  urea,  uric  acid,  creatinin,  etc.  are  possible 
factors  in  the  etiology  of  this  condition,  as  is  the 
more  remote  possibility  of  idiosyncrasy  to  tobacco, 
which  has  been  proven  to  occasion  localized  pruritus 
with  subsequent  lichenification.” 

Considerable  discussion  was  evoked  by  this  paper, 
which  was  opened  by  Dr.  M.  B.  Culpepper,  Carls- 
bad, N.  M.,  participated  in  by  Dr.  R.  L.  Bradley, 
Roswell,  N.  M.,  Dr.  L.  C.  Dutton,  El  Paso,  Texas, 
Dr.  Ray  M.  Balyeat,  Oklahoma  City,  Okla.,  and 
closed  by  Dr.  Shelmire. 

“The  Use  of  Drugs  in  the  Treatment  of  Heart 
Failure”  was  the  subject  of  a paper  by  Dr.  P.  T. 
Bohan,  Kansas  City,  Mo.  Dr.  Bohan  discussed  in 
detail  the  value  of  digitalis,  strophanthin,  caffein 
sodium  benzoate,  quinidine,  ephedrine  and  epine- 
phrine, diuretics  in  many  cases  of  myocardial  fail- 
ure, with  chronic  dropsy,  theophyllin,  theobromine- 
sodium  salicylate,  in  various  heart  conditions,  and 
urged  the  importance  of  using  diuretics  in  removing 
cardiac  edema,  while  emphasizing  the  dangers  of 
too  rapid  diuresis  in  chronic  edema. 

Discussion  was  opend  by  Dr.  W.  C.  Buchly,  Ros- 
well, N.  M.,  continued  by  Dr.  G.  Werley,  El  Paso, 
Texas,  Dr.  F.  D.  Vickers,  Deming,  N.  M.,  Dr.  H.  A, 
Miller,  Clovis,  N.  M.,  and  closed  by  Dr.  Bohan. 

The  next  speaker,  Dr.  C.  L.  Stealy,  San  Diego, 
Calif.,  presented  a paper  on  "Endocrinology:  Its 

Value  to  the  Clinician,”  in  which  he  gave  a brief 
resume  of  the  more  important  points  in  the  field  of 
endocrinology  as  they  pe.tain  to  clinical  medicine. 
The  Doctor  concluded:  “I  have  drawn  freely  from 
the  work  of  Mazer  and  Gcldste'n  on  ‘Clinical  Endo- 
crinology of  the  Female’ — which  I can  recommend 
most  highly  for  its  clear  exposition  of  the  known 
and  unknown  facts  of  this  field, — as  well  as  from 
other  articles  which  have  appeared  in  the  current 
li  erature,  and  from  my  own  clinical  experience.  I 
feel  that  the  field  of  endocrinology  is  destined  to 
p’ay  a very  important  part  in  the  future  of  medi- 
cine. but  I believe  that  it  is  up  to  the  clinician  to 
become  aware  of  the  possibilities  already  opened 
to  him  by  the  research  worker.  As  Aub  stated  in 
1932,  *he  biochemist  and  the  experimental  research 
worker  have  left  the  clinician  far  behind.  The  clin- 
ician can,  if  he  will,  free  himself  from  the  bugbear 
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of  the  all-inclusive  theory  of  organic  disease  and 
derive  much  help  both  from  a diagnostic  and  thera- 
peutic, standpoint,  from  the  field  of  endocrinology.  ’ 

Discussion  was  opened  by  Dr.  F.  D.  Vickers 
(Deming,  N.  M.),  and  participated  in  by  Dr.  R.  0. 
Brown  (Santa  Fe),  Dr.  G.  Werley  (El  Paso),  and 
concluded  by  Dr.  Stealy. 

Adjournment  followed  until  9 a.  m.,  May  19,  1933. 

The  members  of  the  Chaves  County  Medical  So- 
ciety were  hosts'  at  a smoker  at  the  Country  Club 
in  the  evening,  which  was  well  attended  by  the  vis- 
iting physicians  and  thoroughly  enjoyed. 

Friday,  May  19,  1933 
Morning  Session. 

The  opening  paper  of  the  morning  session  was 
one  by  Dr.  S.  D.  Swope  (El  Paso,  Texas)  on  “Neu- 
rasthenia,” including  report  of  two  cases.  Dr.  Swope 
asserted  that  “It  is  impossible  to  study  the  clinical 
manifestations  of  neurasthenia  wtihout  coming  to 
the  conclusion  that  in  most  cases  there  is  an  under- 
lying cerebral  insufficiency,  and  in  others  a lower- 
ing, from  some  cause,  of  the  vitality  of  the  cortical 
neurons.  In  either  case,  too  great  a strain  thrown 
on  an  imperfectly  constructed,  or  improperly  func- 
tioning brain,  may  bring  in  its  train  a host  of  nerve 
symptoms,  of  which  neurasthenia  is  the  generic 
name.  Treatment  may  be  properly  divided  into  pre- 
ventive and  curative;  prevention,  in  the  careful 
study  of  individual  psycho-neurological  capacity,  in 
the  selection  of  suitable  occupation,  and  protectior 
from  undue  stress  upon  the  nervous  system;  keep- 
ing in  mind  that  heredity  and  pi-evious  environ- 
mental influence  weigh  heavier  in  this  scale  than 
somatic  physical  development.  The  greatest  cura- 
tive agent  discovered  for  neurasthenia  is  rest. 
Medicinal  curative  agents  are  useful  and  necessary 
in  combating  the  disease.  The  bodily  support  of  the 
nervous  system  is  a necessity.  It  should  be  devel- 
oped and  maintained  at  the  highest  possible  stand- 
ard. Rest  and  recreation  are  important  factors. 
Change  of  environment  and  association  are  often 
useful,  if  not  always  necessary.  Assurance  is  a 
great  remedy  in  this  disease.” 

The  paper  was  discussed  by  Dr.  Crum  Epler 
(Pueblo,  Colo.),  Dr.  F.  D.  Vickers  (Deming,  N.  M.), 
Dr.  John  T.  Moore  (Houston,  Texas),  Dr.  J.  Mctt 
Rawlings'  (El  Paso),  Dr.  W.  C.  Buchly  (Roswell), 
Dr.  H.  A.  Stroup  (Artesia),  Dr.  A.  R.  Stewart  (Al- 
buquerque), Dr.  H.  A.  Ingalls  (Roswell) , and  closed 
by  Dr.  Swope. 

Dr.  C.  F.  Dixon,  Rochester,  Minn.,  the  next  speak- 
er, chose  as  his  subject  “Carcinoma  of  the  Rec- 
tum,” illustrating  with  lantern  slides  and  moving 
pictures.  Dr.  Dixon’s  pertinent  comments  were:  “The 
eradication  of  carcinoma  of  the  rectum,  unlike  that 
of  malignant  lesions  in  other  organs  of  the  body,  is 
dependent  on  early  diagnosis.  The  diagnosis  of 
intra-abdominal  malignancy  is  dependent  for  the 
most  part  on  careful  examination  and  expert  roent- 
genngraphic  study.  The  diagnosis  of  carcinoma  of 
the  rectum  is  dependent  for  the  most  part  only  on 
one  procedure,  and  that  is  digital  examination  of 
the  rectum,  which  should  be  a routine  procedure  in 


every  case  in  which  a general  examination  is  made, 
or  in  which  symptom?  are  suggestive  of  rectal  dis- 
order. This  obviously  requires  no  special  equipment. 
I believe  the  general  piactitioner  is  largely  respon- 
sible for  the  discovery  of  early  carcinoma  of  the  rec- 
tum.” 

Discussion  was  opened  by  Dr.  John  T.  Moore 
(Houston,  Texas)  and  continued  by  Dr.  J.  W.  Hen- 
drick (Amarillo,  Texas),  Dr.  J.  W.  Cathcart  (El 
Paso,  Texas),  and  closed  by  Dr.  Dixon. 

Dr.  Ray  M.  Balyeat,  Oklahoma  City,  Okla.,  gave 
a very  interesting  lecture  on  “Allergic  Diseases, 
Diagnosis  and  Treatment,”  which  he  illustrated 
with  lantern  slides.  Dr.  Balyeat  contended  that  al- 
lergy includes  hay-fever,  perennial  hay-fever,  asth- 
ma, urticaria,  eczema,  migraine,  and  some  cases'  of 
mucous  colitis  and  epilepsy,  and  gave  many  in- 
stances in  proof. 

As  it  was  necessary  for  Dr.  Balyeat  to  catch  an 
early  train,  his  departure  without  discussion  of  his 
paper,  was  unavoidable. 

Adjournment  for  luncheon  at  12:30  p.  m. 

Meeting  of  the  House  of  Delegates. 

Called  to  order  by  the  Secretary-Treasurer,  Dr. 
L.  B.  Cohenour  (Albuquerque),  there  were  presen!  : 

Drs.  L.  B.  Cohenour  and  W.  A.  Gekler,  Berna- 
lillo County. 

Drs.  R.  L.  Bradley,  W.  T.  Joyner  and  J.  E.  Mc- 
Clane,  Chaves  County. 

Drs.  R.  L.  Butler  and  H.  A.  Miller,  Curry  County. 

Dr.  A.  B.  Stewart,  Colfax  County. 

Dr.  C.  A.  Miller,  Dona  Ana  County. 

Dr.  H.  A.  Stroup,  Eddy  County. 

Dr.  C.  H.  Gellenthien,  San  Miguel  County. 

Dr.  R.  0.  Brown,  Santa  Fe  County. 

Dr.  C.  F.  Milligan,  Union  County. 

Dr.  F.  D.  Vickers,  Deming. 

Minutes  of  the  meeting  held  May  18  were  read 
by  the  Secretary,  Dr.  Cohenour. 

Motion  that  minutes'  be  approved  as  read  was 
made  by  Dr.  W.  T.  Joyner  (Roswell),  seconded  by 
Dr.  W.  A.  Gekler  (Albuquerque),  and  carried. 

Under  new  business  Dr.  Cohenour,  the  secretary, 
read  a letter  received  from  the  Arizona  state  repre- 
sentative of  a distillery,  in  regard  to  securing  leg- 
islation allowing  an  inci’ease  in  the  number  of  liquor 
prescriptions. 

Dr.  W.  A.  Gekler  ( Albuquerque)  announced  that 
a Bill  had  been  prepared  which  would  cover  this 
feature  and  urged  adoption  of  the  following  re  olu- 
tion : “The  New  Mexico  Medical  Society  urges  re- 
peal of  Amendment  18  of  the  Federal  Constitu- 
tion at  the  election  September  19,  1933.  ’ 

Dr.  W.  T.  Joyner  (Roswell)  made  motion  that 
such  Resolution  be  adopted;  seconded  by  Dr.  R.  L. 
Bradley  (Roswell)  and  carried. 

Dr.  R.  0.  Brown  (Santa  Fe)  made  motion  that 
the  Secretary  be  requested  to  transmit  to  the  Press 
and  to  the  Woman’s  Organization  for  National  Pro- 
hibition Reform,  a copy  of  the  Resolution.  Second- 
ed by  Dr.  R.  L.  Bradley  (Roswell)  and  carried. 

Dr.  R.  O.  Brown  (Santa  Fe)  stated  that  the  Bu- 
reau of  Public  Health  would  appreciate  an  endorse- 
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merit  by  the  Society  of  the  proposed  health  survey 
of  New  Mexico. 

Motion  by  Dr.  W.  T.  Joyner  (Roswell)  that  the 
Society  endorse  the  project  of  a health  survey  in 
New  Mexico,  was  seconded  by  Dr.  F.  D.  Vickers 
(Deming)  and  carried. 

Dr.  R.  O.  Brown  (Santa  Fe)  asked  the  wishes  of 
(he  House  of  Delegates  in  regard  to  the  report  of 
the  committee  appointed  to  consider  the  providing 
of  medical  attention  to  rural  isolated  communities 
and  briefly  outlined  a plan  adopted  in  Saskatche- 
wan. The  Committee,  consisting  of  Drs.  Pousma, 
Karp  and  Brown,  had  been  appointel  by  Dr.  Vick- 
ers to  ascertain  what  plan  would  seem  best  suited 
to  provide  medical  attention  to  people  in  rural  com- 
munities where  conditions  did  not  justify  the  loca- 
tion of  a doctor  in  private  practice.  The  Saskatche- 
wan plan  is  based  on  the  payment  by  the  munici- 
pality of  salaries  to  the  doctor  who  takes  care  cf 
the  people  in  that  community. 

Dr.  W.  T.  Joyner  (Roswell)  maintained  tha‘  each 
county,  with  its  County  Health  Physician  should 
look  after  the  indigents  in  the  county  in  need  of 
medical  attention,  and  considered  the  adoption  of 
such  a plan  as  outlined  would  be  a step  towards 
state  medicine,  which  should  not  be  taken. 

Dr.  R.  L.  Bradley  (Roswell)  also  spoke  in  protest 
against  such  action. 

Further  discussion  was  participated  in  by  Dr.  C. 
A.  Miller  (Las  C.uces),  Dr.  F.  D.  Vickers  (Dem- 
ing), Dr.  H.  A.  Stroup  (Artesia),  and  Dr.  R.  0. 
Brown  (Santa  Fe),  culminating  in  a motion  by  Dr. 
Stroup  that  the  report  of  the  Committee  on  Rural 
Community  Practice  be  accepted  and  tabled  for  the 
time  being,  which  was  seconded  by  Dr.  C.  A.  Miller 
(Las  Cruces),  and  carried. 

The  Chair  appointed  as  a Committee  on  Necrol- 
ogy, Drs  R.  O.  Brown  (Santa  Fe),  W.  A.  Gekler 
(Albuquerque)  and  H.  A.  Miller  (Clovis). 

Motion  was  made  by  Dr.  R.  0.  Brown  (Santa  Fe) 
that  a vote  of  sincei-e  thanks  be  extended  to  the 
Chaves  County  Medical  Society,  the  Woman’s  Aux- 
iliary, the  City  of  Roswell,  the  New  Mexico  Mili- 
tary Institute,  the  Elks’  Club,  and  various  other- 
organizations  which  have  contributed  to  the  hospi- 
tality and  entertainment,  thus  promoting  the  suc- 
cess of  the  meeting.  Seconded  by  Dr.  C.  A.  Miller 
(Las  Cruces)  and  carried. 

Flection  of  officers  followed,  resulting  in  the 
election  of : 

President-Elect-  Dr.  C.  F.  Milligan  (Clayton). 

Vice  President:  Dr.  W.  A.  Gekler  (Albuquerque). 

Secretary-Treasurer  (re-elected)  : Dr.  L.  B.  Cohe- 
nour  (Albuquerque). 

Councillors,  for  3 years  (re-elected)  : Dr.  W.  T. 
Toyner  (Roswell),  Dr.  H.  A.  Miller  (Clovis). 

Board  of  Managers,  Southwestern  Medicine:  Dr. 
A.  B.  Stewart,  Albuquerque,  Dr.  P.  G.  Cornish,  Al- 
buquerque. 

Dr.  C.  H.  Gellenthien  (Las  Vegas)  invited  the  So- 
ciety to  hold  its  1934  meeting  in  Las  Vegas,  in 
which  he  was  joined  by  Dr.  F.  H.  Crail,  also  of  Las 
Vegas. 


Motion  by  Dr.  W.  T.  Joyner  (Roswell)  that  the 
1934  meeting  be  held  in  Las  Vegas,  was  seconded 
by  Dr.  R.  O.  Brown  (Santa  Fe)  and  carried. 
Recess  was  then  taken  until  8:30  a.  m.,  May  20. 

Afternoon  Scientific  Session 
The  afternoon  scientific  session  was  opened  by 
Dr.  Curt  Von  Wedel,  Oklahoma  City,  Okla.,  who 
presented  a paper  on  “The  Crippled  Hand,”  setting 
forth  the  c.are  of  the  more  common  deformities  and 
injuries  of  the  hand,  with  particular  reference  to 
burns  and  automobile  accidents.  Dr.  Von  Wedel 
stressed  congenital  deformities,  Dupuytren’s  con- 
tractions, traumatic  deformities  of  the  hand,  burns 
in  children,  burns'  in  adults,  burns  on  the  back  of 
the  hand,  the  crippled  hand  resulting  from  violence, 
cut  nerves  and  tendons,  simple  fracture  of  the  met- 
acarpal and  phalangeal  bones,  and  compound  com- 
minuted fractures,  and  in  conclusion  reminded 
(Continued  from  page  344) 
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ONCHOCERCOSIS 

Some  New  Mexico  physicians  have  taken  an  inter- 
est in  an  important  public  health  problem  of  our 
southern  neighbor — infestation  with  the  worm  On- 
chocerca. One  of  them.  Dr.  Gertrude  U.  Light  of 
Ranchos  de  Taos,  has  presented  the  Bureau  of  Pub- 
lic Health  with  a very  interesting  poster  now  in  use 
for  popular  education  in  Mexico. 

Onchocerca  volvulus  (Leuckart  1893)  has  been 
known  for  many  years  in  tropical  Africa.  In  1916 
a very  similar  worm  was  discovered  by  Robles  in 
Guatemala.  This  is  :hc  same  worm  that  is  found  in 
Mexico  and  which  in  1919  was  christened  by  Brumpt 
Onchocerca  caecutiens  because  of  the  ocular  symp- 
toms which  are  so  prominent  a part  of  the  clinical 
symptomatology  in  America.  Morphologists  have 
since  found  it  difficult  to  present  a satisfactory  dif- 
ferentiation between  O.  volvulus  in  Africa  and  O. 
caecutiens  in  America.  They  seemed  to  differ  only 
by  the  symptoms  which  they  caused.  Larumbe 
( 1928)  states  that,  out  of  4,000  American  patients 
with  filarial  subcutaneous  cysts,  800  have  ocular 
symptoms  and  100  are  blind.  But  now  comes  a re- 
port by  Hissette1  from  the  Belgian  Congo  in  which 
the  author  relates  that  ocular  symptoms  in  some  dis- 
tricts of  the  Congo  are  found  in  50  per  cent  of  those 
infested.  After  this  must  we  not  regard  the  Afri- 
can worm  and  the  American  worm  as  being  one  and 
the  same  worm? 

Progress  in  the  understanding  of  onchocercosis  has 
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been  rapid  in  recent  years.  The  text  books  tell  us 
that  nothing  is  known  of  the  epidemiology  or  pro- 
phylaxis but  recent  literature  is  more  sagacious. 
Blacklock  discvered  the  Eusimulium  damtwsum,  a 
species  of  biting  fly,  to  be  a vector  of  O.  volvulus  in 
1927.  A number  of  flies  of  the  same  simulium  fam- 
ily have  been  incriminated  in  America.  Their  dis- 
tinguishing characteristics  are  well  described  and  il- 
lustrated in  an  article  by  Hoffman  and  Vargas'.  If 
any  reader  observes  a fly  answering  to  this  descrip- 
tion anywhere  in  New  Mexico,  he  is  urgently  re- 
quested to  report  same  to  the  Bureau  of  Public 
Health. 

From  the  bite  of  this  fly  the  microfilariae  gain  a 
place  beneath  the  human  skin.  Probably  they  travel 
a short  distance  before  deciding  upon  a suitable  home 
in  which  to  grow  up.  As  they  grow  into  the  adult 
form  the  characteristic  tumor  or  cyst  is  formed.  The 
adults  found  in  this  cyst  are  (male)  28  mm.  and 
(female)  2?  mm.  in  length.  The  female  is  vivipa- 
rous. Within  her  uterus  may  be  seen  the  embryo 
coiled  in  an  oval  egg  (see  the  article  by  Hoffman  and 
Vargas  cited  above).  When  born  the  microfilariae 
are  300  mu  in  length  and  6 mu  broad.  Apparent- 
ly they  travel  from  the  cyst  in  the  subcutaneous  tis- 
sue: only  rarely  have  they  been  found  in  the  blood 
stream  or  lymph.  When  the  tumors  are  about  the 
head,  some  of  these  larvae  are  likely  to  get  beneath 
the  conjunctiva  into  the  anterior  chamber  of  the 
eye.  The  important  research  of  Torroella  on  ocular 
onchocercosis  was  described  by  Dr.  Silva3,,  chief  of 
the  Mexico  Department  of  Health,  to  the  twenty- 
fifth  annual  meeting  of  the  Southern  Medical  Asso- 
ciation. Torroella  proved  experimentally  that  the 
larvae  are  attracted  by  light  and  also  showed  that 
the  parasites  can  be  destroyed  in  the  eye  by  the  sub- 
stitution of  plasmochin  solution  for  the  aqueous  hu- 
mor. Blindness  from  this  cause  is  now  preventable 
by  three  prophylactic  procedures:  first,  the  control 
of  breeding  of  the  flies  in  the  irrigation  canals;  sec- 
ond. the  removal  of  the  adult  worms  from  the  sub- 
cutaneous cysts;  third,  the  destruction  by  plasmo- 
chin of  the  intra  ocular  microfilariae. 

ENCEPHALITIS  EPIDEMIC 

At  the  time  of  writing,  the  epidemic  of  encepha- 
litis in  St.  Louis  appears  to  have  reached  its  peak. 
Evidently  it  is  the  most  serious  epidemic  of  this  dis- 
ease which  has  yet  struck  this  country.  It  is  remark- 
able in  some  other  respects.  Previous  epidemics,  both 
in  this  country  and  abroad,  have  occurred  in  the  win- 
ter or  early  spring.  The  unusual  season  of  the  pres- 


ent epidemic  led  to  the  recommendation  that  pa- 
tients’ houses  be  screened. 

A statement  issued  by  the  United  States  Public 
Health  Service  at  the  end  of  August  shows  that,  un- 
like other  epidemics,  which  have  attacked  principal- 
ly children  and  young  adults,  this  epidemic  has  been 
most  prevalent  and  most  fatal  in  the  older  age 
groups.  Moreover  we  read  in  the  same  statement: 

The  symptomatology  of  the  cases  has  differed 
somewhat  from  most  other  outbreaks  of  epidemic 
encephalitis  in  that  disturbances  of  the  motor  func- 
tions of  the  eye  are  unusual,  instead  of  being  usual, 
and  there  is  a more  uniform  and  moderate  menin- 
geal involvement,  with  corresponding  increase  in 
the  cell  count  on  spinal  puncture.  The  clinical  pic- 
ture is  that  cf  a general  febrile  disturbance,  often 
with  gastro-intestinal  symptoms  such  as  vomiting, 
constipation,  or  diarrhea;  evidences  of  cerebral  in- 
volvement— an  apathetic  or  immobile  facial  expres- 
sion, usually  somnolence,  stupor,  coma,  or  delirium; 
usually  a moderately  stiff  neck,  with  headache, 
which  is  often  the  first  and  most  pronounced  symp- 
tom, and  other  pains,  as  of  the  abdomen  or  legs; 
tremor  and  catatonic  semi-rigidity  are  common  in 
the  more  severe  cases.  Tendon  reflexes,  such  as 
those  of  the  elbow,  knee,  ankle,  and  superficial  re- 
flexes such  as  those  elicited  by  stroking  the  abdo- 
men, tend  to  be  irregularly  diminished  or  absent, 
and  to  vary  from  day  to  day.  Not  infrequently  the 
plantar  reflex  is  extensor,  the  toes  coming  up  on 
stroking  the  outer  side  of  the  sole  instead  of  bend- 
ing down.  There  may  or  may  not  be  a Kernig  sign. 
Some  patients  are  very  restless  and  have  to  be  re- 
strained. Irregular  paralyses  may  occur,  and  hemi- 
plegia, usually  transient,  is  not  uncommon. 

The  discovery  by  Dr.  Gladys  Smith  of  pathologi- 
cal evidence  that  the  disease  is  due  to  a filter-pass- 
ing virus  led  to  exaggerated  reports  in  the  press  that 
the  causal  virus  had  been  isolated. 

CANCER  BULLETIN 

A worth  while  and  inexpensive  contact  with  prog- 
ress in  the  technic  of  cancer  control  may  be  had  by 
subscription  to  the  bulletin  of  the  American  Society 
for  the  Control  of  Cancer.  * All  of  those  physicians 
who  are  cooperating  with  the  newly  formed  commit- 
tee of  the  New  Mexico  Medical  Society  will  find  it 
a great  convenience  to  be  on  the  mailing  list.  The 
subscription  is  one  dollar  per  annum. 
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ANNUAL  CONFERENCE  OF  SEC- 
RETARIES AND  EDITORS  OF 
CONSTITUENT  STATE  MED- 
ICAL ASSOCIATIONS 


Chicago.  Sept.  22  and  23,  1933. 

The  Annual  Conference  of  Secretaries  of  the 
State  Medical  Associations,  to  which  the  editors  of 
the  official  state  medical  journals  are  invited,  is  a 
meeting  whose  influence  on  medical  thought  and 
medical  progress  can  hardly  be  overestimated.  The 
State  Medical  Association,  like  many  other  organ- 
izations, is  made  up  of  a good  secretary  and  some 
other  members,  the  secretary  usually  representing 
about  fifty  per  cent  of  whatever  influence  the  asso- 
ciation wields.  Many  secretaries  and  editors  have 
been  attending  the  annual  conference  for  years,  one 
of  them  claimed  fifteen  and  another  twenty-one 
consecutive  years.  Here  they  have  met  and  conferred 
with  the  officers  of  similar  organizations  and  with 
the  officers  of  the  American  Medical  Association; 
they  have  discussed  frankly,  fearlessly  and  some- 
times acrimoniously,  the  problems  which  organized 
medicine  must  deal  with,  and  have  then  gone  their 
several  ways  to  put  into  practice  new  ideas,  or  to 
push  more  vigorously  approved  plans  already  at- 
tempted. From  the  Southwest,  the  editor  of  this 
journal  and  Dr.  D.  F.  Harbridge,  Secretary  of  the 
Arizona  State  Medical  Association  attended.  The 
meetings  were  held  in  the  Palmer  House,  Chicago, 
since  the  expanding  activities  of  the  American 
Medical  Association  required  the  use  of  the  audi- 
torium space  for  their  rapidly  growing  library. 

The  meeting  was  called  to  order  by  Dr.  J.  H. 
J.  Upham.  Chairman  of  the  Board  of  Trustees  of  the 
American  Medical  Association,  who  welcomed  the 
members  of  Conference  and  asked  for  the  election 
of  a chairman  from  their  own  group.  Dr.  W.  F. 
Donaldson,  Secretary  of  the  Medical  Society  of  the 
State  of  Pennsylvania,  was  elected  chairman  and 
presided  during  the  remainder  of  the  conference. 

After  announcements  regarding  the  luncheon  and 
other  items  of  routine  by  Dr.  Olin  West,  secretary 
of  the  American  Medical  Association,  Dr.  Dean 
Lewis  of  Baltimore,  president  of  the  National  Asso- 
ciation, was  introduced  and  addressed  the  confer- 
ence on  the  subject  of  “Quality  of  Medical  Care.” 
Dr.  Lewis’  address  will  appear  in  the  Bulletin  of 
the  Association.  He  stated  that  there  has  been 
much  talk  of  the  cost  of  medical  care  and  too 
little  said  about  the  quality;  this  latter  is  hard  to 
attain  and  hard  to  maintain.  The  training  of  medi- 
cal students  is  bad.  The  only  way  to  attain  medi- 
cal knowledge  is  to  observe  clinically,  then  to  see 
pathology  in  gross  and  then  to  see  the  tissue 
changes  microscopically,  and  finally  to  correlate 
the  three.  He  has  seen  many  vogues  in  medicine 
come  and  go,  all  of  them  faulty  in  following  the 
post  hoc  propter  hoc  type  of  reasoning.  He  men- 
tioned the  opsonic  index,  phylacogens,  foreign  pro- 
tein therapy,  vaccines  and  focal  infections  as  ex- 
amples of  vogues  in  medicine,  each  having  a partial 


truth  but  none  deserving  the  enthusiastic  applica- 
tion which  they  enjoyed.  He  discussed  how  to 
maintain  efficiency  after  graduation,  placing  par- 
ticular emphasis  on  the  study  of  gross  pathology, 
which  is  the  basis  of  all  clinical  medicine  practice, 
the  clinical  demonstrations  in  the  medical  asso- 
ciation meetings,  the  California  Cancer  Commis- 
sion and  the  mortality  from  appendicitis.  The 
patient  must  be  the  center  of  the  picture.  Too 
often  the  laboratory  is  the  center  of  the  picture, 
and  attempts  to  make  reports  without  seeing  the 
patient.  The  clinician  must  determine  what  is 
wrong  with  the  patient  and  must  not  delegate  this 
to  any  assisting  agency. 

The  discussion  on  this  extremely  practical  ad- 
dress was  deferred  until  the  paper  by  Dr.  Meyer- 
ding  (q.v.). 

Dr.  F.  C.  Warnshuis,  of  Grand  Rapids,  Mich., 
gave  a summary  of  “The  Michigan  Survey — its 
Findings  and  Applications.”  This  is  the  most  com- 
prehensive survey  made  by  any  State  Association, 
as  the  result  of  the  Report  on  the  Costs  of  Medical 
Care.  It  cost  the  Wisconsin  Association  nearly 
$12,000  to  make  this  survey,  which  covers  all 
phases  of  economics  in  medical  practice  in  that 
state.  (It  can  be  secured  from  that  Association, 
Mr.  J.  G.  Crownhart,  119  E.  Washington  Ave., 
Madison,  Wis.,  for  $2.50).  Its  value  can  be  judged 
from  the  fact  that  the  California  State  Medical 
Association  ordered  forty  copies  to  be  placed  in 
the  hands  of  their  officers  and  councilors.  This 
report  will  be  studied  and  further  comments 
on  it  will  be  made  in  this  journal. 

Dr.  Wightman,  of  New  York,  stated  that  he  was 
giving  summaries  of  this  report  in  successive  issues 
of  their  journal.  Dr.  Corbus,  chairman  of  the 
Michigan  State  Association,  stated  that  the  diffi- 
culty in  group  practice  is  to  develop  a plan  for 
doctors  who  are  not  group  minded.  Dr.  Morrison 
of  New  Jersey,  spoke  on  postgraduate  medical  in- 
struction which  he  thinks  should  be  made  obliga- 
tory; the  state  government  care  of  the  indigent 
wiL  probably  lead  to  the  panel  system.  Mr.  Crown- 
hart,  executive  secrtary  of  Wisconsin  association 
spoke  of  the  survey  which  they  had  made  in  that 
state, — not  nearly  so  complete  as  the  Michigan 
one.  They  have  reached  the  saturation  point  of 
physicians,  and  are  licensing  three  times  as  many 
as  are  neded.  He  asked  Mr.  Leland  whether  it 
has  been  found  out  that  people  are  more  willing 
to  pay  for  treatment  before  illness  (insurance)  than 
afterwards. 

Dr.  A.  T.  McCormack,  Secretary  of  the  Kentucky 
Medical  Association,  stated  that  the  report  is  the 
most  constructive  he  has  seen.  The  “do  nothings” 
will  shelve  it,  but  the  constructive  statesmen  will 
find  much  of  value  in  it;  the  public  health  recom- 
mendations are  the  best  ever  presented. 

Dr.  Walter  L.  Bierring,  President-Elect  of  the 
American  Medical  Association,  commented  on  the 
report  and  Dr.  Holman  Taylor,  of  the  Texas  State 
Medical  Association,  said  they  intended  to  carry  out 
a similar  survey  in  Texas.  The  great  problem  is  how 
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to  distribute  the  costs  of  medical  care.We  have  prom- 
ised to  do  something.  We  have  disagreed  with  the 
majority  report  and  have  promised  to  give  consid- 
eration to  any  plan  which  does  not  interfere  with 
medical  ethics.  The  leadership  will  come  from  the 
American  Medical  Association,  but  the  policies 
must  come  from  the  state  associations.  The  main 
question  is  whether  or  not  we  shall  abandon  the 
principles  of  personal  relation  between  physician 
and  patient. 

Dr.  D.  E.  Sullivan,  of  New  Hampshire,  inquired 
how  many  states  were  working  the  fee  system  for 
treating  indigents  who  are  receiving  aid  from  the 
F.E.R.  This  plan  eliminates  all  contracts  with  physi- 
cians and  opens  the  field  to  all  practitioners.  Dr. 
E.  A.  Meyerding,  of  Minnesota  and  Dr.  Morrison 
of  New  Jersey  also  spoke  in  explanation  of  this 
new  plan. 

(Dr.  Olin  West,  at  a later  hour  in  the  conference 
distributed  the  current  issue  of  the  Journal  which 
reprinted  the  terms  under  which  pay  could  be 
secured  through  the  Federal  Emergency  Relief  or- 
ganization, for  medical  treatment  given  transient 
indigents) . 

Dr.  Leland,  Director  of  the  Bureau  of  Economics 
of  the  Association,  spoke  in  answer  to  Mr.  Crown- 
hart’s  question.  He  said  the  Bureau  had  investi- 
gated and  had  information  about  more  than  five 
hundred  different  organizations  or  plans  for  the 
advance  payment  by  monthly  or  yearly  fees  for 
medical  treatment.  More  than  forty  new  plans 
had  been  proposed  recently,  mostly  by  lay  inter- 
ests for  profit.  Medical  care  is  not  easily  sold. 
When  people  are  well,  they  are  not  inclined  to  set 
aside  for  medical  care.  One  large  insurance  com- 
pany on  the  coast  has  just  discontinued  their  plan. 

Dr.  Olin  West  stated  that,  in  our  anxiety  to  find 
methods,  we  are  overlooking  things  of  fundamental 
importance.  We  must  be  concerned  first  of  all 
with  the  possibility  of  the  failure  of  medical  prac- 
tice. Shall  we  adopt  any  plan  which  admits  that 
the  institution  of  medicine  needs  to  be  discarded? 
Shall  we  approve  in  any  way  a plan  which  will 
overthrow  the  relation  between  physician  and  pa- 
tient? That  is  the  great  fundamental  question,  and 
until  it  is  settled,  all  other  matters  are  of  minor 
importance.  Shall  we  approve  any  plan  which 
threatens  medicine  as  a profession?  No  plan  has 
ever  yet  been  proposed  which  does  not  threaten 
medicine  as  a profession.  There  is  no  agency 
through  which  medicine  can  be  practiced.  That 
is,  and  must  remain  an  individual  matter  be- 
tween an  individual  physician  and  an  individual 
patient. 

Dr.  Warnshuis,  in  closing  discussion,  warmly  ap- 
proved Dr.  West’s  remarks,  and  stated  that  the 
work  in  Wisconsin  looked  to  the  same  ideals. 

Dr.  E.  A.  Meyerding,  of  the  Minnesota  State  As- 
sociation, spoke  regarding  the  clinical  demonstra- 
tions and  scientific  exhibits  at  association  meet- 
ings, giving  particulars  regarding  the  plans  followed 
in  that  state.  Dr.  Dean  Lewis  spoke  of  two  types 


of  group  instruction;  the  first  is  where  the  physi- 
cian goes  into  full  time  service  for  from  one  to 
three  years.  In  this  country  the  instruction  must 
be  brought  to  the  doctor;  it  must  be  short  and 
consist  of  demonstrations.  The  doctor  must  learn 
by  personal  observation  and  experience;  he  does 
not  learn  by  being  lectured  at.  Dr.  McCormack 
spoke  of  their  plan  of  having  teams  going  to  dif- 
ferent county  societies  and  conducting  meetings 
for  one  day.  Drs.  Hayden  of  Chicago,  Morrison  of 
New  Jersey,  Meyerding  of  Minnesota  and  Olin  West 
of  the  Association  headquarters,  all  contributed 
suggestions  on  this  subject. 

Following  the  usual  luncheon  and  informal  so- 
cial hour,  Dr.  Walter  L.  Bierring,  President-Elect 
of  the  American  Medical  Association,  spoke  on 
“Social  Dangers  of  Oversupply  of  Physicians.”  The 
main  theme  of  his  address  was  a plea  for  a 
broader  education  of  the  prospective  physician, 
which  would  automatically  limit  the  number  enter- 
ing the  medical  colleges. 

Dr.  John  H.  Musser  of  Louisiana  questioned 
whether  restriction  is  the  best  way  to  keep  down 
the  number  of  doctors.  He  thinks  the  best  men 
will  survive  and  the  poor  ones  will  be  automatically 
eliminated.  The  medical  profession  is  no  worse 
off  than  the  architects,  lawyers  and  other  profes- 
sions. The  tendency  to  congregate  in  the  larger 
cities  is  an  important  problem.  In  Louisiana  there 
are  many  parishes  in  which  there  is  one  doctor  to 
1800  people,  while  in  New  Orleans  there  is  a doctor 
for  every  600  people.  Rural  communities  do  not 
have  their  quota  of  physicians. 

Some  further  discussion  ensued,  the  Secretary  of 
the  Council  on  Medical  Education  emphasizing  that 
some  method  must  be  found  to  limit  the  number  of 
students  entering  medical  schools;  just  how  this 
could  be  done  has  not  been  determined.  The  sug- 
gestion was  made  that  the  same  number  be  ad- 
mitted as  now  but,  after  the  first  year,  eliminate  the 
one-third  or  one-fourth  with  the  lowest  standing. 
Dr.  Morrison  stated  that  the  problem  could  not  be 
solved  in  any  of  the  ways  mentioned.  In  Alberta 
the  legislature  has  decreed  that  no  more  physicians 
will  be  licensed  until  the  proportion  is  one  to  1200 
of  the  population. 

Dr.  Bierring,  in  closing,  stated  that  preparation 
for  medical  career  should  begin  in  the  high  school 
and  carry  through  the  college  of  arts.  After  gradu- 
ation, he  should  do  all  types  of  practice  and  limit 
specialties  to  those  requiring  technical  skill  be- 
yond the  ability  of  the  general  practitioner. 

Dr.  H.  M.  Camp,  of  the  Illinois  Association,  pre- 
sented the  work  of  the  Education  Committee  of  the 
Illinois  State  Medical  Society.  This  was  a very 
comprehensive  plan  through  speakers  which  are 
sent  to  the  various  county  societies.  For  example 
a pediatric  team  would  give  a series  of  talks  and 
demonstrations  on  care  of  the  newborn,  infant 
feeding  and  allergy;  or,  a clinic  for  crippled  chil- 
dren would  be  held.  Dr.  Bauer,  of  the  national 
Association’s  Bureau  of  Health  and  Public  Instruc- 
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tion  stated  that  the  Association  could  furnish  500 
talks  for  radio  broadcast  to  local  county  socities- 
Dr.  Donaldson  relinquished  the  chair  to  tell  of  the 
newspaper  work  in  Pennsylvania.  They  have  suc- 
ceeded in  securing  the  cooperation  of  85  news- 
papers in  45  cities  to  carry  a column  under  the 
auspices  of  their  educational  committee. 

Dr.  Thomas  P.  Farmer,  of  New  York,  described 
their  graduate  education  in  county  societies.  He 
stated  that  there  should  be  a continued  program  of 
education  of  physicians.  Group  leaders  every  night 
for  a week,  or  whatever  plan  is  best  adapted  to 
local  conditions.  Keep  the  program  to  one  sub- 
ject or  related  subjects.  Guidance  is  necessary  to 
direct  the  general  physician  in  his  study. 

Dr.  Robert  L.  Parker,  of  the  Iowa  State  Associa- 
tion, described  their  method  of  graduate  study. 
They  start  on  Sept.  27th  from  four  centers.  One 
center  pays  all  expenses  out  of  the  fund  which  they 
receive  for  taking  care  of  the  indigent  sick;  in 
another  center  one-half  is  donated  by  the  county 
society,  the  balance  is  secured  by  subscription.  The 
lectures  are  given  by  the  faculty  of  the  University 
Medical  School,  who  are  allowed  travel  and  hotel 
expenses;  they  move  from  one  district  to  another. 
Meetings  are  usually  held  from  five  to  seven;  then 
a dinner,  followed  by  an  evening  meeting. 

Dr.  John  H.  Musser  told  of  his  experience  as  a 
teacher  in  postgraduate  work.  Has  been  working 
in  three  state  university  courses, — Kansas,  Okla- 
homa and  Wisconsin.  He  found  that  the  smaller 
the  community  the  greater  the  interest.  Oklahoma 
had  a team  of  five  men  who  spent  all  day  in  the 
larger  towns  and  then  split  up  for  the  smaller 
towns.  Dr.  Shaler  Richardson,  of  Florida,  said  their 
plan  was  to  give  a course  of  one  week  with  lec- 
tures all  day;  they  expected  a small  attendance 
and  had  150.  Dr.  Henry  O.  Reik,  of  New  Jersey, 
said  their  plan  had  been  published  in  their  journal 
Dr.  Palmer  emphasized  that  the  work  was  especially 
for  the  smaller  communities.  It  should  not  displace 
the  county  medical  society  program  nor  kill  the 
initiative  for  preparing  medical  papers. 

By  special  request  of  the  Conference,  time  was 
taken  for  discussion  of  the  Federal  Emergency  Re- 
lief plan  for  supplying  medical  care  to  indigents.  Dr. 
Woodward,  Director  of  the  Bureau  af  Medical 
Legislation,  explained  the  plan.  While  it  is  re- 
quired that  the  person  receiving  medical  treatment 
must  be  on  the  relief  rolls  before  payment  for 
treatment  given  will  be  authorized,  however,  there  is 
nothing  in  the  published  rules  which  prevents  a 
person  being  placed  on  the  rolls  for  medical  treat- 
ment only.  He  needs  only  to  prove  his  need  just  as 
he  must  prove  his  need  for  food.  Fee  schedules 
must  be  made  for  each  local  community.  Payment 
of  osteopaths  and  chiropractors  will  be  matters  for 
each  local  community  to  settle;  where  their  prac- 
tice is  authorized  by  the  state,  it  may  be  difficult 
to  avoid  paying  them. 

Dr.  Leland  called  attention  to  a danger  in  the 
Emergency  Relief  Measure,  in  that  certain  things 
may  happen  which  will  establish  this  as  permanent. 


Every  state  should  keep  that  in  mind,  and  when 
steps  are  taken  to  put  it  into  effect  in  any  state  or 
community,  it  should  be  adopted  just  as  if  it  were 
going  to  be  permanent,  preserving  the  principles  of 
medical  practice.  Under  the  F.  E.  R.  the  county 
society  must  provide  a fee  schedule,  whether  this 
is  the  regular  fee,  the  Workmen’s  Compensation 
schedule,  or  some  other  schedule  which  the  local 
society  adopts.  When  adopted  means  must  be 
taken  to  insure  that  other  agencies  do  not  try  to 
make  use  of  this  schedule;  for  example,  insurance 
companies,  and  so  forth.  These  provisions  are  not 
in  the  same  class  as  the  recommendations  on  the 
costs  of  medical  care;  these  provisions  are  ready 
for  use  and  should  be  acted  upon  with  full  appre- 
ciation of  the  future  of  the  practice  of  medicine 
in  mind. 

Dr.  McCormack  stated  that  in  Kentucky  the 
Council  of  the  State  Association  appointed  three 
men  to  meet  the  State  Director  of  Relief.  The  fee 
schedule  adopted  is  about  two-thirds  of  the  regular 
schedule.  The  important  thing  is  to  make  contact 
first  with  the  state  administrator  of  relief  and 
make  arrangements  for  the  county  societies  to  work 
under  the  plan.  Recognition  must  be  given  the 
fact  that  bills  rendered  are  rendered  under  the 
whole  act,  including  its  penal  clause  of  a fine  of 
ten  thousand  dollars  and  ten  years  imprisonment 
for  any  violation  of  the  agreement.  A list  of  doc- 
tors who  agree  to  cooperate  are  furnished  the  state 
administrator. 

Dr. Morrison  stated  that  the  plan  has  been  in  op- 
eration in  New  Jersey  since  July  first.  There  is 
free  choice  of  physicians  from  among  those  who 
agree  to  enter  into  the  program.  It  has  inherent 
dangers.  The  funds  paid  out  must  be  raised  by 
taxation,  and  it  may  drift  into  the  panel  system. 

Dr.  Sullivan,  of  New  Hampshire,  called  attention 
to  the  fact  that  the  fees  must  be  state  wide  and 
universal. 

Dr.  Balsam,  of  Montana,  said  their  fees  were  set 
at  the  regular  charges  less  fifteen  per  cent. 

Statement  was  made  that  in  Pennsylvania  the 
funds  expended  for  medical  treatment  were  about 
four  and  a half  per  cent  of  the  home  relief.  In 
Kentucky  it  amounts  to  about  five  to  ten  per  cent 
of  the  total  amount  expended  for  relief. 

On  Saturday  morning,  Dr.  J.  E.  Tuckerman,  of 
Cleveland,  Ohio,  gave  a short  talk  of  great  interest 
on  “Medical  Defense”  as  carried  out  in  that  state. 
Their  purpose  is  to  make  malpractice  suits  un- 
popular, and  they  plan  to  defend  every  suit,  even 
when  the  indemnity  company  would  like  to  settle 
for  a small  amount.  The  member  sued  should  al- 
low the  case  to  go  through  the  courts,  even  when 
he  can  avoid  this  unpleasantness  by  paying  a small 
sum.  A suit  against  any  member  is  a threat  against 
the  integrity  of  every  member;  the  main  object  of 
medical  defense  is  to  see  that  injustice  is  not  done 
and  not  to  protect  the  individual  against  liability 
for  his  own  acts. 

Dr.  J.  H.  J.  Upham,  of  Ohio,  stated  that  the 
institution  of  medical  defense  in  that  state  had  ac- 
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complished  two  things;  it  has  diminished  suits  by 
making  them  unpopular  and  it  has  united  the 
profession. 

On  account  of  some  similarity  in  the  subjects, 
a paper  by  Dr.  C.  W.  Comfort,  of  the  Connecticut 
Association,  was  presented  at  this  time,  so  that 
they  might  be  discussed  together;  his  subject  was 
“Work  of  the  Committee  on  Ethics  and  Deportment 
of  the  Connecticut  State  Medical  Society.”  They 
work  under  a group  insurance  policy,  which  insures 
them  against  malpractice  with  indemnity,  at  a cost 
of  $12.50  per  member.  From  1923  to  1929  they  had 
an  epidemic  of  cases  which  ran  the  indemnity 
amounts  paid  up  to  $44,000.  The  insurance  com- 
pany threatened  to  increase  the  premium  to  sixty 
or  seventy-five  dollars.  A committee  was  formed 
to  censor  the  conduct  of  members  who  criticize  the 
practice  of  other  doctors.  This  is  not  the  medical 
defense  committee,  but  a committee  of  investiga- 
tion which  interviews  the  doctors  concerned  and 
the  plaintiff  who  threatens  or  brings  suit.  No  at- 
torneys or  legal  representatives  are  allowed  to  be 
present  at  these  investigations  which  are  designed 
simply  to  secure  facts.  If  attorneys  object  to  their 
client  being  present  at  such  an  investigation  with- 
out their  presence,  they  are  told  that  this  not  a 
trial  but  an  attempt  to  learn  facts  about  the 
handling  of  the  case  by  the  doctor  accused.  If  the 
attorneys  refuse  to  have  the  facts  inquired  into  it 
is  quite  likely  to  prejudice  the  jury  at  time  of  trial. 
A stenographic  report  of  such  a hearing  may  or 
may  not  be  made;  if  made  it  may  be  cited  into 
court.  The  committee  will  not  shield  a doctor 
found  guilty  of  gross  negligence.  There  should  be 
more  than  purely  medical  defense  from  such  a 
committee.  The  whole  matter  of  the  relations  be- 
tween the  medical  and  the  legal  professions  on 
matters  such  as  expert  testimony,  compensation 
work,  and  so  forth,  is  within  their  province.  It 
has  power  of  discipline  over  members  who  will  not 
operate  or  play  fair. 

Dr.  Wightman,  of  New  York,  called  attention  to 
the  condition  that  people  do  not  distinguish  be- 
tween damages  for  injury  and  damages  for  mal- 
practice. A recovery  of  damages  for  an  injury, 
paid  by  an  insurance  company,  is  likely  to  stimulate 
the  filing  of  suits  for  malpractice.  The  average 
physician  fears  to  come  into  court  and  fight  a case; 
he  prefers  to  pay  a few  hundred  dollars  when  such 
compromise  is  offered.  We  must  not  forget  that  a 
consultant  can  be  sued,  and  all  physicians  should 
carry  insurance  as  well  as  being  protected  by  medi- 
cal defense.  Winning  a suit  is  the  worst  thing 
that  can  happen  because  of  the  notoriety.  He 
highly  commended  the  Connecticut  system. 

Dr.  Ricker,  of  the  Vermont  Association,  said  that 
while  our  relation  to  the  public  is  important,  the  re- 
lation among  ourselves  is  also  important.  When  jve 
have  cleaned  our  own  house,  the  need  for  such  a 
committee  will  no  longer  exist.  The  best  rule  is  to 
keep  the  mouth  shut  to  the  public.  The  best  discip- 


line is  a professional  taboo  on  the  man  who  will  not 
“play  ball.” 

Dr.  Whedon,  of  the  Wyoming  Association,  said 
they  had  only  140  or  150  members;  they  started 
medical  defense  fifteen  yars  ago;  they  have  over 
$10,000  in  their  defense  fund  and  have  not  had  to 
use  any  of  it  to  defend  suits.  They  have  group  in- 
surance for  the  entire  state  association.  A ques- 
tionnaire is  sent  to  both  plaintiff  and  defendant; 
replies  from  both  sides  are  referred  to  an  investi- 
gating committee  of  the  county  society.  The  Asso- 
ciation will  not  defend  a man  who  is  actually  guilty 
of  malpractice;  if  the  county  investigation  com- 
mittee’s action  is  unfavorable,  the  member  may  ap- 
peal to  the  state  association. 

Dr.  Harbridge,  of  the  Arizona  Association,  said 
that  the  term  “good  doctor”  used  by  Dr.  Bierring 
needs  defining.  In  medical  defense,  sometimes  a 
good  doctor  is  a bad  doctor.  Arizona’s  experience 
has  been  similar  to  that  of  Ohio,  and  the  proced- 
ures are  also  similar.  Arizona  has  had  medical  de- 
fense by  the  State  Association  since  1916;  twenty 
one  suits  have  been  defended  by  the  Association, 
without  losing  a single  suit.  Some  half  dozen  cases 
have  been  defended  by  insurance  companies;  they 
have  lost  three  suits  and  in  two  of  these,  the  As- 
sociation then  stepped  in  and  had  the  decisions  re- 
versed in  the  Supreme  Court;  in  the  third  in- 
demnity was  paid.  The  Association  undertakes  to 
defend  every  suit  which  is  filed  regardless  of  merit, 
— the  same  as  the  insurance  companies.  The  De- 
fense Committee  reviews  the  case  and  makes  the 
contact  with  the  physicians  interested.  At  present, 
the  legal  profession  acknowledge  that  it  is  practic- 
ally impossible  to  secure  expert  testimony,  favor- 
able to  their  side,  from  any  physician  in  Arizona, 
in  a malpractice  suit;  they  must  go  to  neighboring 
states  for  this. 

Dr.  Thomson,  of  the  Washington  State  Associa- 
tion, said  that  no  suit  ever  starts  without  some  doc- 
tor helping  start  it.  Professional  taboo  is  the  only 
discipline  for  this. 

Several  questions  were  asked:  Does  any  state  as- 
sociation pay  damages  as  well  as  furnish  defense. 
(No).  What  arrangement  does  Ohio  have  for  at- 
torneys? How  can  the  point  that  lawyers  try  to 
make  before  juries  about  a medical  trust  be  over- 
come? How  can  a doctor  avoid  testimony  on  a sub- 
poena, if  he  has  seen  a case? 

Dr.  Meyerding,  of  Minnesota,  said  their  Associa- 
tion had  medical  defense  but  went  bankrupt  on  it, 
their  main  difficulty  being  with  non-members  who 
would  go  into  court  and  testify.  The  remedy  for 
this  seems  to  be  to  influence  insurance  companies 
to  refuse  insurance  until  a man  is  a member  of  the 
county  society. 

Dr.  Morrison,  of  New  Jersey,  said  they  had  medi- 
cal defense  for  twenty  years,  paying  a maximum 
of  $250.00  toward  the  defense  of  any  one  suit;  this 
cost  the  Association  so  much  that  indemnity  insur- 
( Continued  on  page  354) 
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SOUTHWESTERN  MEETING  IN 
EL  PASO 
Dec.  7,  8 and  9 

The  plan  suggested  by  the  Program  Committee 
was  given  enthusiastic  approval  by  the  members  of 
the  Medical  & Surgical  Association  of  the  South- 
west, and  the  meeting  to  be  held  in  El  Paso  in  Dec- 
ember will  consist  almost  entirely  of  papers,  clinics 
and  scientific  demonstrations  by  members  of  the  or- 
ganization from  Arizona,  New  Mexico  and  El  Paso. 

One  afternoon’s  pregram  will  be  given  over  to  a 
study  of  Chest  Diseases,  with  special  reference  to 
Tuberculosis.  Papers  invited  or  suggested  include 
the  following: 

Pulmonary  Moniliasis,  by  Drs.  John  W.,  Robt.  S. 
and  Zebud  M.  Flinn,  Prescott,  Ariz. 

Childhood  Tuberculosis,  by  Dr.  Chas.  V.  Barley, 
T ucson. 

Surgical  Treatment  of  Tuberculosis,  by  Dr.  Vic- 
tor Randolph,  Phoenix,  Ariz. 

Chronic  Lung  Inflammation,  with  Special  Refer- 
ence to  Silicosis  by  Dr.  W.  Warner  Watkins, 
Phoenix. 

One  or  two  other  papers  will  be  added  to  this 
symposium. 

A second  afternoon  will  be  given  over  to  Diseases 
of  the  Thyroid  Gland. 

Hypothyroidism  will  be  the  general  topic  of  a pa- 
per by  Dr.  S.  C.  Davis  of  Tucson. 

Indications  for  Surgical  Treatment  will  be  han- 
dled by  Dr.  Hal  Rice  of  Morenci  Ariz. 

Radiation  Treatment  of  Hyperthyroidism  will  be 
the  subject  of  paper  by  Dr.  John  W.  Cathcart  of 
El  Paso. 


A paper  by  Dr.  John  Huffman  of  Tucson,  pos- 
siblv  on  Physiology  and  Pathology  of  the  Thyroid, 
will  be  given. 

At  least  two  other  papers  will  be  given  in  this 
symposium. 

The  third  afternoon  will  be  devoted  to  the  general 
subject  of  Allergy.  This  is  a wide  field  and  the  pa- 
pers for  it  have  not  yet  been  definitely  assigned. 

Food  Allergy  will  be  given  by  Dr.  Orville  H. 
Brown  of  Phoenix. 

The  manifestations  of  allergy  occur  in  every  med- 
ical specialty,  and  this  will  probably  be  the  most 
lively  symposium  of  the  three.. 

One  evening  program  will  be  given  by  the  Beau- 
mont General  Hospital  Staff  and  will  be  a demon- 
stration-clinical program,  followed  by  a social  period. 
Those  who  recall  former  meetings  at  this  Hospital 
will  look  forward  with  great  anticipation  to  anoth- 
er enjoyable  occasion  there. 

The  second  evening  will  be  devoted  to  the  annual 
dinner-dance. 

The  final  evening  will  be  left  open  for  informal 
parties  and  social  gatherings. 

Two  clinical  luncheons  will  be  held,  the  third 
luncheon  being  devoted  to  the  business  meeting  of 
the  Association. 

The  forenoons  will  be  given  up  entirely  to  clinics 
and  clinical  conferences  organized  and  conducted  by 
members  of  the  El  Paso  County  Medical  Society. 

The  Program  Committee  announces  that  the  key 
word  throughout  this  meeting  will  be  "Results  of 
Treatment”  in  each  topic  discussed. 

This  journal  will  issue  early  in  November  and  car- 
ry the  full  program  of  this  very  important  and  in- 
teresting meeting.  . 
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BASIC  SCIENCE  LAW  IN  ARI- 
ZONA SUSTAINED  BY  POP- 
ULAR VOTE. 

The  Basic  Science  Law,  passed  by  the  Arizona 
legislature  in  its  eleventh  regular  session  during 
the  winter  of  1933,  and  referred  to  the  electorate 
by  an  opposition  of  "healers”,  was  sustained  by  a 
comfortable  majority  at  a special  election  on  Octo- 
ber 3.  This  election  had  been  called  to  fill  Ari- 
zona’s vacancy  in  Congress,  due  to  the  promotion  of 
former  congressman,  Lewis  Douglas,  to  Director  of 
the  National  Budget.  The  "healers”,  ever  alert  to 
their  cause,  took  advantage  of  this  special  opportun- 
ity and  succeeded  in  getting  the  basic  science  law 
referred  for  popular  vote.  The  law  was  sustained, 
making  Arizona  the  ninth  state  to  adopt  such  a 
measure.  Both  the  American  Medical  Association 
rnd  the  College  of  Surgeons  endorse  this  legislation. 

The  Arizona  legislature,  due  to  the  leadership  of 
representative  Frank  W.  Beer,  gave  the  basic  science 
act  a substantial  vote  in  both  houses.  But  one  vote 
was  needed  to  have  given  the  act  a two-thirds  ma- 
jori  y vote.  Under  such  circumstances,  it  was  really 
deplorable  that  an  act  which  was  looked  upon  so  fa- 
vorably by  the  representatives  of  the  people,  should 
have  been  subjected  to  the  referendum. 

In  order  to  acquaint  the  voters  of  the  state  with 
the  merits  of  the  act,  a five  weeks’  campaign  under 
the  direction  of  the  Arizona  Public  Health  League, 
with  the  full  cooperation  of  the  Committee  on  Pub- 
lic Welfare  of  the  Arizona  State  Medical  Association 
was  launched.  During  this  campaign  pamphlets,  ex- 
plaining the  high  lights  of  the  law  and  its  benefits 
to  the  state  at  large,  were  printed  and  distributed 
state- wide  to  key  voters.  "VOTE  YES  on  304”  cards 
were  displayed  in  offices  of  doctors,  dentists,  in  drug 
stores,  and  other  favorable  places.  Form  letters,  with 
pamphlets  enclosed,  were  mailed  to  such  organiza- 
tions as  the  Parent-Teachers,  Women’s  Clubs,  reg- 
istered nurses,  druggists,  doctors,  auxiliary  members, 
and  to  leaders  in  various  civic  groups.  Advertising 
in  the  leading  newspapers  of  the  state  acquainted 
the  voters  with  the  merits  of  the  act.  A radio  pro- 
gram, extending  over  ten  days  previous  to  election, 
reached  another  group  of  those  who  should  be  in- 
terested in  such  legislation.  It  is  interesting  to  no  e 
that  on  these  radio  programs  appeared  the  president 
of  the  Arizona  Public  Health  League,  the  legislative 
sponsor  of  the  act,  the  secretary  c-f  the  Phoenix 
Chamber  of  Commerce,  the  president  of  the  Arizona 
Bar  Association,  and  the  state  chairman  of  Public 


Health  for  the  Arizona  Congress  of  Parents  and 
Teachers.  The  endorsement  of  these  people  of  im- 
portance had  much  to  do  with  the  favorable  vote 
given  the  basic  science  referendum. 

It  is  interesting  to  note  that  this  campaign  was 
not  at  all  costly.  Friends  of  the  measure  gave  freely 
and  willingly  of  their  time  in  speaking  for  it  either 
publicly  or  among  their  associates.  One  office  sec- 
retary attended  to  preparing  material  for  printing, 
caring  for  correspondence,  and  all  details  of  the 
campaign  under  the  direction  of  the  Arizona  Public 
Health  League  and  the  Committee  on  Public  Welfare 
of  the  State  Medical  Association.  There  was  thus  no 
costly  overhead. 

The  Basic  Science  Law,  soon  to  go  into  effect  in 
Arizona,  is  not  retroactive.  It  maintains  one  board 
of  examiners  under  the  direction  and  control  of  the 
University  of  Arizona  and  levies  no  additional  bur- 
den upon  the  taxpayers  of  the  state.  It  does  not  sin- 
gle out  any  ism,  cult  or  practice  for  attack,  but 
rather  demands  of  all  that  they  measure  up  to  defi- 
nite educational  equipment.  The  pepole  of  Arizona 
are  thus  assured  that,  in  the  future,  all  practinone-s 
of  the  healing  art  will  be  grounded,  at  least,  in  the 
fundamental  sciences  upon  which  all  health  and  dis- 
ease depend.  The  voters  of  the  state,  realizing  these 
advantages,  have  raised  the  professional  standards  in 
Arizona  by  sustaining  the  Basic  Science  Law. 

— J.D.H. 


AMERICAN  MEDICAL  DIREC- 
TORY THIRTEENTH  EDI- 
TION. 

Data  for  the  forthcoming  edition  of  this  valuable 
reference  work  are  now  being  sought.  Everv  physi- 
cian should  have  received,  some  weeks  before  read- 
ing this,  an  information  card  from  headquarters  o^ 
the  American  Medical  Association.  In  the  ever.r 
that  the  reader  has  not  filled  out  the  card,  let  him  do 
so  at  once.  Return  the  card  even  though  there  are 
no  changes  in  the  information  since  the  last  edition. 
Tn  case  there  has  been  a "slip”  and  he  has  not  receiv- 
ed such  a card,  let  him  write  the  Association  of- 
fices, 53  5 North  Dearborn  Street,  Chicago,  asking 
for  such  a card.  The  twelfth  edition  was  published 
in  193],  Anr  changes  of  information  to  be  pub- 
bshed  should  be  recorded. 

Tr  is  certainlv  not  necessary  to  remind  the  reader 
that  this  Directory  provides  dependable  data  upon 
physicians,  hospitals,  medical  organizations,  etc. 
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ARIZONA  AUXILIARY  AND  THE 
BASIC  SCIENCE  REFEREN- 
DUM ELECTION 


The  following  communication  has  been  received 
from  the  President  of  the  Woman’s  Auxiliary  to  the 
Arizona  State  Medical  Association,  giving  some  in- 
teresting side-lights  on  their  work  in  the  recent  elec- 
tion in  Arizona,  at  which  the  Basic  Science  Law 
passed  by  the  last  Legislature  was  approved  by  pop- 
ular vote: 

"Early  in  September,  while  resting  at  the  sea,  l 
was  surprised  to  receive  a letter  from  the  Arizona 
Public  Health  League,  asking  that  the  Woman’s 
Auxiliary  to  the  Arizona  State  Medical  Association 
assist  in  defending  the  Basic  Science  Law  at  the 
coming  special  election.  It  seemed  a great  privilege 
for  our  Auxiliary  to  be  called  upon  to  help  in  so 
worthy  a cause;  also  an  acknowledgement  of  our 
power  and  usefulness  as  an  organization. 

Realizing  that  this  referendum  was  to  come  up  at 
a special  election  when  a very  small  number  of  vot- 
ers would  make  an  effort  to  vote,  it  seemed  impera- 
tive that  our  assistance  begin  at  once.  Within  the 
hour  my  pen  was  busy,  contacting  each  county 
president,  and  each  member  at  large  in  the  state, 
asking  that  lists  of  prominent  citizens  in  their  com- 
munities be  sent  to  the  League,  so  that  literature  on 
this  law  could  be  distributed  to  them  at  once.  An 
attempt  was  made  to  reach,  not  only  every  doctor’s 
wife,  but  every  influential  woman  in  the  state.  Aux- 
iliary members  in  many  small  communities  have  re- 
ported to  me,  lists  of  from  twenty  to  fifty  names 
of  influential  people  to  whom  this  literature  had 
been  sent  at  their  request.  This  was  also  the  case  to 
even  a greater  extent  in  the  cities,  so  that  the  con- 
tact through  the  Auxiliary  influence  is  incalculable. 

Our  members  were  also  requested  to  explain  the 
law  to  intelligent  groups  in  their  communities,  and 
use  their  telephones  and  cars  on  election  day.  Ac- 
cording to  letters  I received  from  members  all  over 
the  state,  these  requests  were  fully  carried  out.  Up- 
on returning  home  my  rime  was  entirely  devoted  to 
personal  calls,  explaining  the  law  in  my  commun- 
ity. A check  up  later  of  the  list  of  voters,  and  the 
number  voting  for  the  measure,  proved  this  method 
the  most  effective. 

In  carrying  out  this  plan,  the  members  of  the  Aux- 
iliary showed  entire  cooperation  with  their  local  lead- 
ers and  with  me.  Although  a hard  battle  was  fought, 
it  is  gratifying  to  know  we  had  a part  to  plav  in 
winning  so  important  a victory. 

As  the  purpose  of  the  Auxiliary  is  to  assist  the 


medical  profession  in  furthering  health  and  health 
education,  my  only  wish  is  that  the  doctors  may 
continue  to  consider  us  a dependable  organization, 
willing  to  respond  to  any  call,  in  meeting  future 
problems. 

MRS.  C.  R.  SWACKHAMER, 

President  of  the  Woman’s  Auxiliary 
to  the 

Arizona  State  Medical  Association. 


SUCCESSFUL  WORK  BY  THE 
COMMITTEE  ON  PUBLIC  WEL- 
FARE OF  THE  ARIZONA 
STATE  MEDICAL 
ASSOCIATION 


Elsewhere  in  this  journal  will  be  found  a brief 
and  very  modest  account  of  the  work  of  the  Com- 
mittee on  Public  Welfare  of  the  Arizona  State  Med- 
ical Association;  also  an  even  more  modest  account 
of  the  work  of  the  Woman’s  Auxiliary  in  helping 
to  carry  the  Basic  Science  referendum  through  to 
approval  by  popular  vote. 

It  requires  only  a consideration  of  the  figures  to 
show  that  the  election  would  certainly  have  been 
lost  without  the  work  of  these  organizations.  With 
only  about  eight  hundred  majority  in  favor  of  the 
law,  the  battle  would  have  been  lost  without  the 
several  thousand  votes  directly  influenced  by  the 
work  of  the  Public  Health  League,  the  Welfare 
Committee  and  the  Auxiliary.  During  the  last  few 
days  preceding  the  election,  a scurrilous  attempt  by 
the  groups  endeavoring  to  defeat  this  legislation  al- 
most succeeded;  statements  known  by  them  to  be 
absolutely  false  were  sent  broadcast  through  the 
mails,  to  the  effect  that  the  functioning  of  the  Basic 
Science  Board  would  mean  increased  taxes.  The  bill 
specifically  forbids  this,  and  its  operation  will,  in 
fact,  give  some  additional  revenue  to  the  University, 
and  thereby  reduce  taxes,  if  it  has  any  effect  at  all 
in  that  direction. 

The  heavy  work  in  connection  with  this  election 
fell  upon  Dr.  J.  D.  Hamer,  a member  of  the  Com- 
mittee on  Public  Welfare.  He  gave  much  time  and 
energy  to  the  matter  and  the  medical  profession  of 
the  state  are  indebted  to  him  for  an  excellent  and 
unselfish  service.  The  organization  of  volunteer  help, 
such  as  that  furnished  by  the  Auxiliary,  kept  down 
the  expense  to  a minimum. 

With  the  organization  of  the  Board  of  Examiners 
in  the  Basic  Sciences  from  the  faculty  of  the  Uni- 
versity, Arizona  will  be  in  position  to  test  the  mer- 
its of  this  type  of  public  health  protection. 
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DON’T  TRUMP  THAT  ACE 

For  its  sound  common  sense,  we  commend  the 
following  comment  taken  from  "The  Kalends,”  a 
small  bulletin  issued  by  The  Waverly  Press  of  Balti- 
more, Md.  It  contains  much  meat  for  serious 
thought: 

“A  buying  drive  is  next  on  the  program  of  re- 
covery, we  are  assured.  The  public  is  to  be  all 
pepped  up  to  put  in  motion  the  increased  pur- 
chasing power  presently  to  emerge  from  the  NRA. 

“Crusades  are  likely  to  be  more  given  to  en- 
thusiasm than  to  discretion,  however.  There  is  an 
important  angle  of  the  buying  drive  which  isn’t 
mentioned.  Humbly  and  with  due  respect,  we  offer 
the  suggestion  to  Messrs.  Roosevelt,  Johnson,  and 
others,  that  a pay-your-bills  drive  be  placed  on  the 
agenda. 

“Buying  for  cash  is  splendid.  But  it  appears  that 
not  more  than  5 per  cent  of  the  nation’s  business  is 
done  with  cash.  So  the  urge  to  buy  means  the 
using  of  credit.  Nothing  is  easier  to  use  too  freely. 
The  retailer  carries  the  consumer;  the  jobber, 
wholesaler  or  manufacturer  carries  the  retailer;  the 
banks  carry  the  wholesaler;  the  RFC  (or  the  de- 
positor, dammit)  carries  the  banks;  the  taxpayer 
carries  the  RFC.  The  upshot  of  all  that  is  likely 
to  be  that  Jack  and  Bill  and  Fred  do  the  buying 
and  get  the  goods,  and  presently  Tom  and  Ned  and 
Jim  foot  the  bills.  To  cite  something  even  more 
direct  and  specific,  it  would  be  wise  to  say  ‘Buy — 
but  pay  up  your  doctor’s  bill  first.’  We  cite  this 
because  letting  the  doctor  wait  happens  to  be  a 
national  habit — not  one  that  recommends  itself  to 
fair-minded  persons. 

“We  seem  to  have  a vague  memory  that  playing 
fast  and  loose  with  the  credit  structure  had  a bit 
to  do  with  the  big  bust.  Tightening  up  credits  is 
better  timber  for  a stable  economic  structure  than 
the  ballyhoo  to  buy. 

“Naturally,  no  merchandiser  objects  to  free  and 
generous  buying.  But  we  would  take  ballyhoo  out 
of  it.  To  buy  is  right,  as  we  maintained  back  in 
1930.  To  stampede  into  buying  without  a word  of 
caution  is  essentially  anti-social.  We  need  the 
pink  tinge  of  health,  not  the  hectic  flush  of  fever.” 


THE  ESSENCE  OF  SCIENTIFIC 
PHILOSOPHY 

Fourteen  quotations  have  been  selected  and  writ- 
ten upon  a wall  of  the  Hall  of  Science  at  the  Cen- 
tury of  Progress  Exposition,  as  a concise  summary 
of  scientific  philosophy.  They  are  as  follows: 

Nature  is  not  to  be  governed  except  through 
obeying  her. — Bacon. 

More  important  than  particular  truths  is  the  love 
of  truth.— C.  J.  Little. 

The  common  experiences  of  normal  people  are 
the  matter  of  science. — H.  Dingle. 


Reason’s  voice  and  God’s,  Nature’s  and  duty’s, 
never  are  at  odds. — Whittier. 

The  essence  of  science  is  to  discover  identity  in 
difference. — F.  S.  Marvin. 

Scientific  law  is  a description,  not  a prescription. 
— Karl  Pearson. 

Science  and  peace  will  triumph  over  ignorance 
and  war. — Pasteur. 

Man  is  the  interpreter  of  nature  . . . Science  the 
right  interpretation. — Whewell. 

Nature  never  proclaims  her  secrets  aloud,  but  al- 
ways whispers  them. — John  Owen. 

Science  has  but  one  fashion  ...  To  lose  nothing 
once  gained. — Stedman. 

There  is  nothing  so  powerful  as  truth,  often  noth- 
ing so  strange. — Daniel  Webster. 

Scientific  education  is  an  essential  condition  of 
industrial  progress. — Huxley. 

If  there  is  one  way  better  than  another,  it  is  the 
way  of  nature. — Aristotle. 

The  first  and  last  thing  required  of  genius  is  the 
love  of  truth. — Goethe. 


EL  PASO  COUNTY  MEDICAL 
SOCIETY. 

September  1 1,  1933. 

(Reported  by  Dr.  Leslie  M.  Smith,  Secretary) 

Case  of  Coccidioidal  Granuloma:  Drs.  Walker, 
W.  W.  Waite,  and  L.  M.  Smith,  El  Paso,  Texas. 

Outlining  a plan  of  operation  for  the  Health  De- 
partment: T.  J.  McCamant,  M.  D.,  El  Paso,  Texas. 

Place  of  Allergy  in  Modem  Medicine:  L.  C.  Dut- 
ton, M.  D.,  El  Paso,  Texas. 

The  El  Paso  County  Medical  Society  met  at 
Hotel  Hussman,  September  11,  at  8 p.  m.,  Dr.  J.  A. 
Pickett  presiding. 

Dr.  Walker  reported  a fatal  case  of  coccidioidal 
granuloma  from  the  dermatological  service  of  the 
El  Paso  City-County  Hospital.  The  patient  entered 
the  hospital  in  the  last  stages  of  systemic  coccioides 
infection.  Dr.  Leslie  Smith  discussed  the  case  and 
mentioned  two  other  cases,  in  all  of  which  the 
disease  was  apparently  contracted  in  the  El  Paso 
district.  Dr.  W.  W.  Waite  reported  the  autopsy 
findings.  Coccidioidal  nodules  were  found  in  the 
lungs,  heart,  and  pericardium. 

Dr.  T.  J.  McCamant  discussed  the  organization 
of  the  El  Paso  City  and  County  Health  Department. 
He  asked  for  the  cooperation  of  the  physicians,  es- 
pecially in  the  matter  of  immunization.  He  stated 
that  the  Health  Department  would  furnish  typhoid 
vaccine  and  toxoid  free  to  private  physicians. 

Dr.  J.  W.  Tappan  stressed  the  necessity  of  the 
Health  Departments  getting  away  from  the  prac- 
tice of  medicine.  The  paper  by  Dr.  McCamant  was 
discussed  by  Drs.  Will  Rogers,  Edgar  King,  W.E.  and 
Tappan  Vandevere,  Paul  Gallagher,  Mott  Rawlings, 
Ralph  Homan,  W.  W.  Waite,  James  Gorman,  Geo. 
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Turner  and  A.  D.  Long.  Dr.  Paul  Gallagher  moved 
that  a committee  be  appointed  to  see  if  some  ar- 
rangement could  be  made  to  pay  for  medical  at- 
tention for  indigents  in  order  to  relieve  the  Health 
DepartTent  of  this  work.  The  motion  was  seconded 
and  carried  and  the  chair  appointed  Drs.  Paul 
Gallagher,  Chas.  Rennick,  and  Ralph  Homan  on 
this  committee. 

Dr.  L.  C.  Dutton  discussed  the  role  of  Allergy  in 
Modern  Medicine.  He  stressed  the  effects  of  sys- 
temic disease  on  allergic  state  and  cited  cases  illus- 
trating various  types  of  allergic  disturbances.  Dr. 
Dutton’s  paper  was  discussed  by  Drs.  Leslie  Smith, 
James  Sherman,  Ralph  Homan,  C.  S.  Egbert,  Mott 
Rawlings,  and  W.  W.  Waite. 

The  society  voted  to  join  San  Antonio  in  inviting 
the  Southern  Medical  Association  to  meet  in  San 
Antonio  in  1934. 

Dr.  T.  J.  McCamant  moved  that  the  society  ex- 
press their  appreciation  of  the  appointment  of  Dr. 
J.  H.  Gambrell  on  the  Veterans’  Bureau  Board  of 
Review  and  their  confidence  in  Dr.  Gambrell’s  abil- 
ity to  render  impartial  services  on  the  board.  The 
motion  was  seconded  and  carried. 

The  chair  appointed  committees  for  the  meeting 
of  the  Medical  and  Surgical  Association  of  the 
Southwest. 

The  society  adjourned  at  10:10  p.  m. 


September  25,  1933. 

Case  of  Pulmonary  Emphysema  Complicated  by 
Spontaneous  Pneumothorax:  Drs.  Homan,  Homan 

& Homan,  El  Paso. 

Case  of  Osteomyelitis  of  the  Skull  Secondary  to 
Sinus  Infection:  Drs.  Schuster  & Schuster  & 

Gwinn,  El  Paso. 

Case  of  Foreign  Body  in  the  Bladder:  A.  W. 

Multhauf,  M.  D.,  El  Paso. 

Tuberculosis  with  Apical  Cavity  Formation:  W. 
W.  Britton,  M.  D.,  El  Paso. 

The  El  Paso  County  Medical  Society  met  at  Hotel 
Hussman  on  September  25,  1933,  at  8 p.  m.,  Dr.  J. 
A.  Pickett  presiding. 

Dr.  Ralph  Homan  reported  a case  of  pulmonary 
emphysema  complicated  by  spontaneous  pneumo- 
thorax. The  case  was  illustrated  by  x-ray  pictures 
taken  at  the  beginning  and  again  recently,  showing 
marked  improvement.  The  case  was  dicussed  by 
Drs.  R.  B.  Homan,  A.  D.  Long,  and  Bob  Homan. 

Dr.  Frank  Schuster  presented  a case  of  osteomy- 
elitis of  the  skull  secondary  to  frontal  sinus  infec- 
tion. The  operative  procedure  was  explained  and 
the  patient  was  shown  to  demonstrate  the  end  re- 
sult. There  were  no  intracranial  complications. 
Drs.  Franklin,  Gwinn,  R.  B.  Homan,  Swope,  and 
S.  R.  Schuster  discussed  the  case. 

Dr.  A.  W.  Multhauf  reported  a case  of  clinical 
thermometer  removed  from  the  bladder.  There  was 
difficulty  in  grasping  the  object  with  the  forceps 
until  the  jaws  of  the  forceps  were  covered  with 
beeswax. 


Dr.  W.  W.  Britton  reported  an  interesting  case  of 
tuberculosis  with  apical  cavity  formation.  The  case 
was  treated  with  difficulty  by  pneumothorax.  Drs. 
E.  J.  Cummins,  Paul  Gallagher,  Ralph  Homan,  A. 
D.  Long,  and  Bob  Homan  discussed  this  case. 

Drs.  M.  S.  Malloy  and  James  Sherman  were  elect- 
ed to  membership,  the  latter  being  transferred  from 
Cincinnati.  The  application  of  Dr.  W.  E.  McLain 
for  membership  was  read  and  referred  to  the  board 
of  censors. 

Dr.  Paul  Gallagher  reported  for  a committee  on 
examination  of  R.  F.  C.  workers.  He  stated  that 
the  fee  for  examination  has  not  been  decided  upon. 
Dr.  Gallagher  suggested  that  Dr.  Chas.  Rennick  be 
made  chairman  of  this  committee  and  commended 
Dr.  Rennick  for  the  work  he  has  done. 

Dr.  T.  J.  McCamant  stated  that  14,000  heads  of 
families  were  listed  for  relief  at  the  Associated 
Charities  and  that  the  Medical  Society  should 
assist  in  all  possible  ways. 

The  society  adjourned  at  9:30  p.  m. 


ANNUAL  CONFERENCE  OF  SECRETARIES  AND 
EDITORS  OF  CONSTITUENTS  STATE 
MEDICAL  ASSOCIAIONS. 

(Continued  from  page  349) 
ance  was  adopted  instead;  first  had  group  insur- 
ance, but  had  to  change  to  individual  policies  on 
account  of  a legal  ruling  by  the  attorney  general  of 
the  state. 

Dr.  McCormack,  of  the  Kentucky  Association, 
said  that  since  1910  they  had  been  defending  unjust 
malpractice  suits  at  a cost  of  $2.50  per  member  per 
year. 

Dr.  Holman,  of  the  Oregon  Association,  said  they 
make  an  allotment  of  $3.00  per  member  for  medi- 
cal defense;  they  have  accumulated  a fund  of  about 
$30,000.  Three  companies  write  group  insurance  in 
the  state;  the  Association  renders  assistance  to  the 
insurance  companies  in  difficult  cases.  They  have 
a panel  system  of  lawyers  from  which  the  doctor 
sued  may  select. 

Question  by  Dr.  Holman  Taylor  of  Texas:  Does 
group  insurance  increase  the  incidence  of  suits? 
Dr.  Morrison,  of  New  Jersey,  replied  that  they  had 
tried  both  kinds  and  found  that  group  insurance 
stimulates  suits. 

The  final  paper  of  the  Conference  was  by  Dr. 
W.  C.  Woodward,  Director  of  the  Bureau  of  Legal 
Medicine  and  Legislation  of  the  American  Medical 
Association,  on  “Some  State  and  Federal  Legisla- 
tive Problems.”  This  was  devoted  mainly  to  advice 
about  the  technic  of  securing  medical  legislation, 
by  scientific  lobbying.  He  said  that  lobbying  should 
be  a dignified  and  business-like  procedure,  designed 
to  give  information  to  the  legislators  and  convince 
them  of  the  desirability  of  certain  laws.  Before  any 
legislation  is  launched  those  interested  should  (1) 
get  evidence  regarding  the  need  for  the  legislation, 
(2)  be  convinced  that  the  legislation  proposed  will 
correct  the  evil,  and  (3)  have  the  bills  properly 
drawn  by  a lawyer  who  is  thoroughly  familiar  with 
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such  matters.  A very  important  phase  of  legisla- 
tion is  what  is  known  as  Administration  Law;  this 
is  not  made  by  congress  or  legislators,  but  made  by 
officers,  boards,  and  other  bodies  for  carrying  into 
effect  laws  which  have  been  enacted.  (Workmen’s 
Compensation  provisions  are  mostly  administra- 
tive decrees. — Ed.)  Before  drawing  a new  law,  those 
interested  must  know  the  existing  laws,  so  the  new 
one  will  fit  in.  Frequently  effort  is  made  to  draft 
a law  without  the  necessary  study.  Do  not  try  to 
pattern  after  existing  laws  without  knowledge  of 
the  court  decisions  which  have  modified  the  law 
and  without  knowledge  of  all  existing  laws  on  this 
subject.  The  art  of  drafting  legislation  is  highly 
specialized  and  not  every  lawyer  is  capable  of  doing 
it  (any  more  than  every  doctor  is  capable  of  doing 
brain  surgery. — Ed).  Frequently  phraseology  is 
used  in  laws  which  sounds  ambiguous  to  the  com- 
mittee from  the  medical  society  but  is  perfectly 
plain  to  legal  interpretation.  Dr.  Woodward  gave 
some  very  interesting  comments  on  the  technic  of 
testimony,  applicable  both  to  testimony  in  courts 
and  before  committees  in  legislatures.  A doctor 
may  be  profoundly  wise  in  his  field  and  make  a very 
poor  witness  in  court  and  a very  bad  impression  on 
a committee. 

The  conference  adjourned  at  noon. 


THE  NEW  MEXICO  MEDICAL  SOCIETY 

(Continued  from  page  344) 
members  that  “one  can  easily  obtain  an  artificial 
foot,  but  never  since  history  began  has  anyone  been 
able  to  make  an  adequate  hand.  The  hand  is'  the 
most  complicated  piece  of  mechanism  in  all  the 
world.  The  flexion,  extension,  abduction,  adduction, 
the  thumb  and  finger  motion,  with  all  the  little  deli- 
cacies which  accompany  it,  cannot  possibly  be  re- 
placed.” 

Discussion  was  opened  by  Dr.  Frank  C.  Good- 
win (El  Paso,  Texas),  continued  by  Dr.  Earl  D. 
McBride  (Oklahoma  City,  Okla.),  and  closed  by  Dr. 
Von  Wedel. 

“Open  Reduction  of  Complicated  Fractures  of 
Long  Bones”  was  the  title  of  a paper  by  Dr  Frank 
C.  Goodwin,  El  Paso,  Texas,  next  on  the  program, 
in  which  Dr.  Goodwin  described  the  technic  pre- 
ferred by  him,  which  he  stated  would  prevent  the 
most  common  complication  arising  after  open  re- 
duction. 

Discussion,  opened  by  Dr.  Earl  D.  McBride,  (Okla- 
homa City,  Okla.),  was  participated  in  by  Dr.  C. 
A.  Miller  (Las  Cruces),  Dr.  J.  Mott  Rawlings  (El 
Paso),  Dr.  S.  D.  Swope  (El  Paso),  Dr.  John  T. 
Moore  (Houston,  Texas),  and  closed  by  Dr.  Good- 
win. 

Dr.  James'  W.  Hendrick,  Amarillo,  Texas,  next 
presented  a paper  on  “Exophthalmic  Goiter — Diag- 
nosis and  Management,’  citing  two  case  reports  in 
which  excellent  results  were  obtained  following  thy- 
roidectomy. 

Discussion  was  opened  by  Dr.  J.  W.  Cathcart  (El 
Paso),  continued  by  Dr.  W.  A.  Gekler  (Albuquer- 


que), Dr.  R.  A.  Duncan  (Amarillo,  Texas),  and 
closed  by  Dr.  Hendrick. 

Dr.  Earl  D.  McBride,  Associate  Professor  Ortho- 
pedic Surgery,  Oklahoma  City,  Okla.,  next  on  the 
program,  was  requested,  since  the  hour  was  late,  to 
present  his  paper  at  the  dinner  dance,  to  be  held  at 
the  Country  Club,  to  which  all  members  were  invit- 
ed, and  graciously  assented,  so  that  recess  was  tak- 
en until  8 p.  m.,  at  the  Country  Club. 

Amid  beautiful  decorations,  after  an  excellent  re- 
past, and  entertainment  by  a special  orchestra,  Dr. 
McBride  spoke  on  “‘The  Surgical  Treatment  of 
Arthritic  Joints,”  illustrating  with  lanteim  slides. 

The  Doctor  set  forth  three  types  of  ankylosed 
joints'  that  must  be  treated  surgically.  First,  the 
form  of  stiffness  in  which  the  range  can  be  improv- 
ed by  palliative  measures,  splinting,  force,  or  man- 
ipulation. Second,  the  limited  range  of  motion  that 
can  be  relieved  by  surgical  procedures  wholly  ex- 
ternal to  the  articulation,  as  in  deformity  or  tendon 
and  scar  contraction.  Third,  the  type  of  ankylosis 
that  requires  surgical  reconstruction  to  the  articu- 
lation. 

Saturday,  May  20,  1933. 

Meeting  of  the  House  of  Delegates. 

Called  to  order  at  9 a.  m.  by  Secretary-Treasurer 
Dr.  L.  B.  Cohenour,  there  were  present: 

Dr.  R.  0.  Brown,  Santa  Fe,  N.  M. 

Dr.  L.  B.  Cohenour,  Albuquerque 

Dr.  C.  A.  Miller,  Las  Cruces 

Dr.  H.  A.  Miller,  Clovis 
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Dr.  C.  F.  Milligan,  Clayton 

Dr.  A.  A.  McDaniel,  Lovington. 

Minutes  of  the  previous  meeting  were  read  by  the 
Secretary,  Dr.  Cohenour. 

Motion  by  Dr.  R.  0.  Brown  (Santa  Fe)  that  the 
minutes  be  approved  as  read,  was  seconded  by  Dr. 
H.  A.  Miller  (Clovis)  and  carried. 

The  Committee  on  Necrology  submitted  resolution 
as  follows: 

“The  New  Mexico  Medical  Society  notes  with  sin- 
cere sorrow  and  regret  the  death  during  the  past 
year  of: 

Dr.  P.  G.  Cornish,  Albuquerque; 

Dr.  A.  C.  Grimes,  Clayton; 

Dr.  H.  E.  Whiteacre,  Tularosa; 

Dr.  A.  H.  Vogt,  Albuquerque; 

Dr.  William  E.  Goodsell,  Roswell; 

Dr.  H.  M.  Smith,  Las  Vegas; 

Dr.  E.  M.  Fisher,  Roswell; 
and  hereby  deplores  the  less  to  the  profession  in  the 
death  of  these  honored  physicians,  and  expresses 
the  sincere  sympathy  of  the  Society  to  the  bereaved 
families.” 

(Signed)  ROBERT  O.  BROWN, 

W.  A.  GEKLER, 

H.  A.  MILLER. 

Motion  by  Dr.  C.  A.  Mi'ler  (Las  Cruces)  that  the 
Resolution  be  adopted,  was  seconded  by  Dr.  McDan- 
iel (Lovington)  and  carried. 

No  further  business  arising,  adjournment  follow- 
ed at  9:30  a.  m. 


Scientific  Session. 

Dr.  J.  R.  Lemmon,  Amarillo,  Texas,  the  first 
speaker  of  the  morning,  presented  a paper  on  “Vom- 
iting in  Infancy,"  in  which  he  brought  out  the  fol- 
lowing conclusions: 

1.  “Vomiting  in  infancy  is  common  and  should 
be  considered  only  as  a symptom. 

2.  “The  causes  of  vomiting  are  many  and  may 
be  simple  or  complicated  and  the  cause  should  al- 
ways be  sought. 

3.  “A  painstaking  differential  diagnosis  will  of- 
ten be  necessary. 

4.  “Look  for  the  simplest  thing  first,  and  often 
a simple  feeding  regulaton  will  suffice  to  end  the 
vomiting. 

5.  “In  pyloric  stenosis  and  abdominal  conditions 
early  diagnosis  and  surgery  will  save  many  lives. 

6.  “Early  attention  to  body  chemistry  and  com- 
bating of  dehydration  in  anhydremia  with  vomiting 
will  save  many  lives.” 

Discussion  was  opened  by  Dr.  C.  F.  Mlligan 
(Clayton),  participated  in  by  Dr.  S.  D.  Swope  (El 
Paso),  Dr.  J.  W.  Hendrick  (Amarillo,  Texas),  and 
closed  by  Dr.  Lemmon. 

The  next  speaker,  Dr.  R.  B.  Homan,  Sr.,  El  Paso, 
Texas,  chose  as  his  subject  ‘“Childhood  Tuberculo- 
sis.” Dr.  Homan  advised  that  “The  term  ‘childhood 
tuberculosis’  was  adopted  by  the  National  Tubercu- 
losis Association  to  mean  a first  infection  with  the 
tubercle  bacillus.  This  infection,  though  much  more 
common  in  childhood,  is  not  confined  to  that  age, 
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but  may  happen  at  any  age  in  which  the  individual 
is  first  exposed  to  an  infecting  dose  of  tubercle  bac- 
illi. ’ He  mentioned  as  important  measures  in  treat- 
ment: 

1.  Removal  of  sources  of  infection  if  possible, 
preferably  by  hospitalizing  the  spreader.  Several 
observers  have  reported  making  serial  x-ray  studies 
extending  over  a period  of  years,  of  children  who 
are  exposed  to  open  cases  of  tuberculosis,  and  in 
practically  all  of  these  there  is  evidence  of  frequent 
new  areas  of  infection.  If  this'  infection  should  at 
any  time  be  a massive  one,  adult  tuberculosis  de- 
velops, thus  adding  materially  to  the  seriousness  of 
the  case.  If  it  is  not  possible  to  remove  the  source 
and  the  child  cannot  be  taken  away  from  exposure, 
the  best  that  we  can  do  is  thoroughly  to  instruct 
the  carrier  as  to  disposal  of  sputum,  and  other 
precautionary  measures,  which  are  now  well  known. 

2.  Attention  to  diet,  restriction  of  exercise  to  the 
less  strenuous  forms,  an  open  air  regimen  and  in- 
sistence upon  sufficient  rest.  Where  it  is  possible, 
special  open  air  schools,  with  regular  rest  periods, 
should  be  provided  for  these  children.  In  most  cases 
it  is  not  necessary  to  enforce  bed  rest  or  even  to 
remove  these  children  from  school  if  the  diagnosis 
is  made  early.  Where  the  disease  appears  to  be  pro- 
gressive, in  spite  of  the  measures  just  suggested,  or 
the  diagnosis  is  not  made  until  the  child  has  devel- 
oped the  adult  type,  then  the  same  strict  routine 
which  is  carried  out  in  adults  should  be  enforced. 

3.  Regular  x-ray  examinations  should  be  made 
at  least  every  six  months  for  the  first  two  years, 
and  the  child  kept  under  observation  throughout 
the  adolescent  period. 

If  the  diagnosis  of  latent  or  childhood  tuberculo- 
sis is  made  early  in  the  life  of  the  child,  and  proper 
measures'  are  carried  out  through  childhood,  youth, 
and  adolescence,  these  will  contribute  more  to  the 
reduction  of  the  mortality  from  tuberculosis  than 
anything  which  we  know  about. 

Discussion,  opened  by  Dr.  C.  F.  Milligan  (Clay- 
ton), was  participated  in  by  Dr.  R.  0.  Brown  (Santa 
Fe),  Dr.  W.  C.  Buchly  (Roswell),  Dr.  J.  Mott  Raw- 
lings (El  Paso),  and  closed  by  Dr.  Homan. 

Dr.  A.  W.  MuPhauf,  El  Paso,  Texas,  the  next 
speaker,  pi-esented  a paper  on  “The  Upper  Ob- 
structive Uropathy  and  the  Problems  It  Presents.” 


For  the  sake  of  clarity  and  brevity,  Dr.  Multhauf 
classified  kidney  conditions  into  four  groups:  (1) 
intra-renal  pathology;  (2)  pathology  at  the  uretero- 
pelvic  juncture,  (3)  ureteral  pathology,  (4)  extra- 
renal  pathology.  He  gave  as  his  conclusions,  that, 
in  the  vague  abdominal  complaint,  an  investigation 
from  a urological  standpoint  should  be  made,  so 
that  these  patients  will  not  be  subjected  to  unnec- 
essary surgery.  “In  the  hands  of  general  surgeons, 
the  use  of  intravenous  pyelography  is  suggested  as 
an  aid  in  ruling  out  the  kidney  before  exploration 
of  the  abdomen.” 

Dr.  E.  K.  Westhafer  (Roswell)  opened  the  discus- 
sion, which  was  continued  by  Dr.  R.  L.  Bradley 
(Roswell),  and  closed  by  Dr.  Multhauf. 

Continuing  the  program,  Dr.  W.  Warner  Watkins, 
Phoenix,  Arizona,  pi-esented  a paper  on  “The  Nat- 
ural History  of  Gastric  UHcer,”  which  he  illustrated 
with  lantern  slides.  Dr.  Watkins  gave  a detailed  de- 
scription of  the  various  types  of  gastric  ulcers,  and 
as  Dr.  J.  W.  Cathcart  (El  Paso)  said  in  his  open- 
ing discussion,  portrayed  the  very  latest  views  on 
this  interesting  subject.  Further  discussion  was 
continued  by  Dr.  J.  Mott  Rawlings  (El  Paso),  Dr. 
R.  0.  Brown  (Santa  Fe),  Dr.  S.  D.  Swope  (El 
Paso),  Dr.  H.  A.  Ingalls  (Roswell),  and  closed  by 
Dr.  Watkins. 

Following  Dr.  Watkins,  a paper  was  presented  by 
Dr.  John  T.  Moore,  Houston,  Texas,  on  “The  Choice 
of  Treatment  of  Fibroids  of  the  Uterus,”  which  in- 
cluded several  case  reports  to  show  types  of  treat- 
ment desirable  in  certain  cases.  Discussion  was 
opened  by  Dr.  H.  A.  Miller  (Clovis),  continued  by 
Dr.  J.  W.  Hendrick  (Amarillo,  Texas),  Dr.  J.  W. 
Cathcart  (E  Paso),  Dr.  L.  0.  Dutton  (El  Paso), 
Dr.  J.  Mott  Rawlings  (El  Paso),  and  closed  by  Dr. 
Moore. 

As  it  was  then  some  time  past  the  usual  luncheon 
hour,  suggestion  was  made  and  acted  upon  that  the 
remainder  of  the  session  be  held  at  the  Nickson  Ho- 
tel, after  luncheon  was  served. 

Convened  at  the  Nickskon  Hotel,  Dr.  L.  O.  Dutton, 
El  Paso,  Texas,  read  his  paper  on  “The  Therapeutic 
Use  of  Bacteriophage  with  Special  Reference  to 
Staphylococcus  Septicemia.”  Dr.  Dutton  set  forth 
the  properties  of  bacteriophage  and  stressed  the  im- 
portance of  its  use  in  various  types  of  infection. 
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He  concluded:  “The  outstanding  impression  that 
I wish  to  leave  with  you  is  that  in  the  case  of  Sta- 
ph ylococcus  infections,  both  local  and  systemic,  the 
bacteriophage  has  proved  to  be  of  inestimable  val- 
ue. In  many  other  infections  the  results  have  been 
so  encouraging  that  it  is  well  worth  the  effort  to 
secure  the  remarkable  benefit  possible  even  in  a lim- 
ited number  of  cases.  Certainly  it  seems  that  we 
should  continue  to  experiment  with  the  hope  of  im- 
proving these  results  and  with  the  hope  of  making 
generally  available  an  agent  that  holds  so  much 
promise  in  the  treatment  of  conditions  that  other- 
wise have  been  resistant  to  the  older  methods  of 
treatment.” 

Discussion,  opened  by  Dr.  C.  F.  Milligan  (Clay- 
ten),  was  continued  by  Dr.  R.  0.  Brown  (Santa 
Fe),  Dr.  W.  Warner  Watkins  (Phoenix,  Ariz.),  and 
closed  by  Dr.  Dutton. 

This  concluded  the  scientific  portion  of  the  meet- 
ing. A meeting  of  the  Council  followed  immediate- 
ly, at  which  there  were  present  the  following  mem- 
bers: 

Dr.  H.  A.  Ingalls,  president,  Roswell,  N.  M. 

Dr.  L.  0.  Cohenour,  secretary-ti'easurer,  Albu- 
querque. 

Dr  W.  T.  Joyner,  Roswell. 

Dr.  R.  O.  Brown,  Santa  Fe. 

Dr.  H.  A.  Miller,  Clovis. 

Dr.  A.  B.  Stewart,  Albuquerque  (acting  for  Dr. 
Elliott). 

Meeting  was  called  to  order  by  the  President,  Dr. 
Ingalls,  at  2:45  p.  m. 

Dr.  R.  0.  Brown  (Santa  Fe)  offered  motion  that 
the  State  Society,  due  to  unusual  conditions  prevail- 
ing this  year,  without  establishing  a precedent, 


authorize  the  payment  by  the  Treasurer  of  the 
Sta‘e  Society  to  the  local  Society  the  sum  of  One 
Hundred  Fifty  Dollars  ($150.00)  to  make  up  the 
deficit  existing,  and  that  we  strongly  urge  upon  the 
Society  the  adoption  of  a policy  of  charging  a reg- 
istration fee  sufficient  to  cover  expenses  of  annual 
meetings 

Dr.  W.  T.  Joyner  (Roswell)  remarked  that  for  a 
long  time  local  Societies  took  care  of  everything  at 
the  meetings  and  it  was  the  custom  to  charge  for 
the  usual  banquets,  which  was  the  same  in  a way  as 
a registration  fee;  that  this  is  the  second  or  third 
time  there  has  been  a regular  registration  fee  charg- 
ed, but  apparently  the  fee  had  been  set  at  too  low  a 
figure,  hence  the  deficit.  Recently  the  policy  of  the 
Society  has  been  to  send  out  of  the  State  to  get  men 
to  give  papers  and  it  is  nothing  more  than  courtesy 
to  pay  their  hotel  bills  when  they  come  for  that 
purpose.  “I  think  it  is  worth  while  for  the  State 
Society  to  send  out  and  get  special  men  to  give  us 
better  programs.” 

Motion  was  seconded  by  Dr.  A.  B.  Stewart  (Al- 
buquerque) and  carried. 

No  further  business  arising,  adjournment  sine  die 
at  3:00  p. m. 


THE  MEDICAL  SECRETARY,  by  Minnie  Gene- 
vieve Morse;  member  Board  of  Registration  Associ- 
ation of  Record  Librarians  of  North  America ; 
author  of  “Case  Records  in  Small  Hospitals.”  The 
MacMillan  Company,  New  York;  1933. 

This  is  an  excellent  treatise.  Every  physician 
should  place  this  in  the  hands'  of  his  secretary. 

The  author  has  plainly  had  a wide  experience  and 
seems  to  know  just  what  a physician  needs  in  the 
way  of  an  all-around  secretary.  O.  H.  B. 
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YOUR  Evaporated  Milk  formula  may  be  ever 
so  specific  as  to  the  ingredients,  measurements, 
time  of  feeding,  etc. — yet  may  leave  one  important 
decision  to  the  mother  and  her  chance  adviser. 
What  brand  of  Evaporated  Milk  to  use? 

You  have  in  mind  certain  clearly  defined  stand- 
ards of  quality  in  Evaporated  Milks.  But  the  mother 
— or  her  neighborly  adviser — has  no  such  stand- 
ards to  guide  her.  In  this  decision,  the  mother  needs 
your  advice. 

The  Borden  Company  produces  Evaporated 
Milks  in  which  the  physician  will  find  the  quality 
he  demands  for  infant  feeding.  For  seventy-five 
years  Borden’s  has  maintained  the  highest  stand- 
ards of  milk  selection  and  the  most  rigid  require- 
ments throughout  the  process  of  manufacture. 
These  standards  and  requirements  prevail  today 
in  the  production  of  all  the  Borden  brands  . . . 
Borden’s  Evaporated  Milk  . . . Pearl . . . Maricopa 


. . . Oregon  . . . St.  Charles  . . . Silver  Cow.  All  these 
Borden  brands  are  accepted  by  the  American 
Medical  Association  Committee  on  Foods. 

Write  for  compact,  simple  infant  feeding  formu- 
lary and  scientific  literature.  Address  The  Borden 
Company,  Dept  476,  350  Madison  Avenue,  New 
York,  N.  Y. 


The  Borden  Company  was  the  first  to 
submit  evaporated  milk  for  acceptance 
by  the  Committee  on  Foods  of  the 
American  Medical  Association.Borden’s 
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There  are  6 types  of  home-grown 
tobaccos  that  are  best  for  cigarettes 


Bright  tobaccos 

U.  S. Types  11,  12,  13,  14 — produced 
in  Virginia,  North  and  South  Carolina, 
and  parts  of  Georgia,  Florida  and  Ala- 
bama. 

Burley  tobacco 

U.S.Type31 — produced  in  Kentucky. 

Maryland  tobacco 

U.  S.Type  32 — produced  in  Southern 
Maryland. 
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matic Turkish  tobacco  to  give 
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and  taste  better. 
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Why  “Sweeten”  the  Baby’s  Bottle?  | 

DEXTRI-MALTOSE  IS  A CARBOHYDRATE 
THAT  DOESN’T  CLOY  THE  BABY’S  APPETITE 


| When  the  time  comes  to  feed  soups,  vegetables  and  cereals 
to  the  infant  whose  formula  has  been  modified  with  Dextri- 
Maltose  (not  a sweetener)  — both  the  physician  and  the 
mother  are  gratified  to  notice  the  baby’s  eager  appetite  for 
| solid  foods,  because  | 

[ Dextri-Maltose  Does  Not  Cloy  | 

S "DEXTRI-MALTOSE  WITH  VITAMIN  B”  IS  NOW  ALSO  AVAILABLE  FOR  ITS  APPETITE-AND-GROWTH-STIMULATING  PROPERTIES.  DEXTRI-MALTOSE  g 
S NOS.  1,  2 AND  3 CONTINUE  TO  BE  MARKETED  AS  USUAL.  SAMPLES  AND  LITERATURE  ON  REQUEST.  MEAD  JOHNSON  & CO..  EVANSVILLE,  IND.,  U.S.A.  || 
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Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons 
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Procaine  Hydrochloride  Crystals 
Squibb  is  a highly  purified  spinal  anes- 
thetic made  in  accordance  with  U.  S.  P. 
requirements.  But  more  than  that  — 
when  you  specify  “Squibb”  you  are  get- 
ting a product  that  is  convenient  to  use. 

Procaine  Hydrochloride  Crystals 
Squibb  is  marketed  in  a large-size  am- 
pul. It  saves  time  — equipment  — and 
lessens  the  danger  of  contaminating 
the  material.  The  spinal  fluid  doesn’t 
have  to  be  transferred  from  vessel 
to  vessel.  It  may  be  withdrawn  directly 
into  the  ampul  and  from  the  am- 


pul to  the  syringe  used  for  injection. 

The  growing  interest  in  this  form  of 
anesthesia  has  led  to  the  preparation 
of  an  informative  booklet  giving  indi- 
cations and  instructions  for  the  use  of 
Procaine  Hydrochloride  Crystals  Squibb 
for  spinal  anesthesia.  We  shall  be 
pleased  to  send  you  a copy  on  receipt 
of  the  coupon  below. 

Procaine  Hydrochloride  Crystals 
Squibb  is  marketed  in  ampuls  of  50, 
100,  120,  150  and  200  mgms.,  10  am- 
puls to  the  package.  Directions  for  use 
are  enclosed  with  every  package. 
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E.  R.  Squibb  & Sons, 

3211  Squibb  Building,  New  York  City 

Gentlemen:  Please  send  me  your  booklet  on 
Spinal  Anesthesia  □.  I would  also  like  booklets  on 
Obstetrical  Analgesia  Open  Ether  Anesthesia  □. 
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ENDOCRINOLOGY:  ITS  VALUE 

TO  THE  CLINICIAN 

CLAIR  L.  STEALY,  M.  D. 

Rees-Stealy  Clinic, 

San  Diego,  Calif. 


(Read  before  the  New  Mexico  Medical  Society,  at 
its  Fifty-First  Annual  Meeting,  at  Roswell.  N.  M., 
May  18-20,  1933.) 

The  field  of  endocrinology  touches  every  branch 
of  medicine.  Sufficient  clinical  and  experimental 
evidence  indicates  that  the  practitioner  should  be 
aware  of  endocrine  disturbances.  It  is  my  aim  to 
discuss  briefly  some  of  the  more  important  phases 
of  the  present-day  knowledge  of  the  endocrin- 
opathies  as  they  apply  to  the  practice  of  medicine. 

In  the  years  immediately  following  18  60,  Louis 
Pasteur  verified  the  earlier  work  of  Schwann  in 
demonstrating  to  the  scientific  world  that  the  sour- 
ing cf  wine  was  due  to  a microscopic  organism.  By 
1878,  he  added  his  influence  to  the  theory  that  all 
disease  is  caused  by  the  growth  of  micro-organisms 
within  the  body.  Koch  announced  the  discovery  of 
the  tubercle  bacillus  in  1882  and  formulated  the 
Koch  postulate  for  infectious  disease.  Coincident 
with  these  milestones,  came  the  perfection  and  dc- 
velrpment  of  the  microscope,  the  institution  of 
courses  in  bacteriology  in  our  medical  schools,  and, 
finally,  the  theory  of  focal  points  of  infection  as 
the  cause  of  disease. 

Under  the  leadership  of  Billings  and  others,  this 
theory  of  focal  infection  as  a cause  of  disease  has 
overshadowed  the  minds  of  many  practitioners  for 
the  last  forty  or  fifty  years.  However,  some  of  us 
have  not  been  satisfied  with  this  explanation  and 
have  become  discouraged  with  the  inability  to  get 
satisfactory  results  from  treatment  based  upon  such 
hypotheses. 

In  the  year  1849,  Addison  described  tuberculosis 


of  the  adrenal  glands  and  gave  a detailed  descrip- 
tion of  the  symptom  complex  which  is  known  by  his 
name.  In  1840,  Basedow  described  fully  the  syn- 
drome of  exophthalmic  goiter,  certain  features  of 
which  had  been  mentioned  by  various  men  during 
the  sixty  or  seventy  years  preceding.  This  was  the 
beginning  of  definite  work  in  the  field  of  endocrin- 
ology. The  work  of  Kendall  and  others  on  the  chem- 
istry of  the  secretion  of  the  thyroid  gland,  was  a dis- 
tinct step  forward  in  the  study  of  endocrinology. 
During  the  last  decade  the  field  has  developed  so 
rapidly,  both  frem  the  chemical  and  clinical  stand- 
points, that,  still,  under  the  influence  of  the  theory 
of  infectious  disease,  we  have  not  become  aware  of 
the  part  which  diseases  of  the  glands  of  internal  se- 
cretion and  their  resulting  dysfunction  play  in  hu- 
man ailments. 

In  the  field  of  pediatrics,  marked  overweight, 
cither  at  birth  or  during  childhood;  rates  of  growth 
either  above  or  below  the  normal;  abnormal  age  of 
dentition;  irregularity  of  the  teeth;  tonsillar  hy- 
pertrophy, mental  retardation,  behavior  problems 
and  precocious  cr  delayed  sexual  development,  mi] 
indicate  a disturbance  of  some  endocrine  gland. 
This  disturbance  may  have  its  origin  in  the  glands 
themselves,  or  may  represent  a disturbance  in  the 
glands  secondary  to  some  other  disturbance  in  the 
body. 

In  the  field  of  urology,  evidence  has  been  offered 
to  show  that  impotence  and  prostatic  hypertrophy 
may  have  their  basis  in  thyroid,  pituitary,  and  tes- 
ticular dysfunction.  In  the  fields  of  otolaryngology, 
surgery,  neuropyschiatry,  obstetrics,  and  gynecology, 
evidence  both  clinical  and  experimental  has  proved 
that  glands  of  internal  secretion  must  be  considered 
as  causative  cr  influencing  factors  in  the  diseases 
encountered. 

In  the  field  of  the  internist,  one  can  best  state  the 
situation  in  the  words  of  Lawrence  and  Rowe,  who, 
after  studying  4000  cases,  having  in  mind  especial- 
ly organic  disease  versus  endocrine  disease,  stated. 
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"We  believe  that  endocrine  disease  and  non-endo- 
crine  disease  simulate  each  other  so  closely  that  only 
by  correlating  complete  clinical  and  laboratory 
study  is  differentiation  possible.  And  if  clinical  ex- 
amination discloses  evidence  of  organic  disease,  it 
should  take  precedence  over  any  evidence  of  meta- 
bolic disturbance  in  determining  the  diagnosis.” 

Therefore,  the  practitioner  should  become  familiar 
with  the  effects  of  endocrine  disturbance  in  his  spe- 
cial field.  By  so  doing  he  will  increase  his  diagnos- 
tic ability  as  well  as  add  to  his  therapeutic  arma- 
mentarium. As  Hutton  so  ably  has  put  it,  "Every 
practitioner,  regardless  of  his  specialty,  is  confront- 
ed with  endocrine  disorders.  His  refusal  or  failure 
to  recognize  them  in  no  way  aids  either  him  or  his 
patients.” 

According  to  our  present  knowledge,  endocrine 
disorders  are  produced  by  either  an  oversecretion  or 
undersecretion  of  the  respective  hormone  or  hor- 
mones. There  are  some  indications  of  changes  in  the 
secretions  themselves,  but  such  changes  have  not 
been  proved.  The  symptoms  vary  from  a well- 
recognized  syndrome  to  a group  cf  indefinite  and  ill 
defined  symptoms,  according  to  the  degree  of  im- 
balance in  the  gland  itself  and  the  degree  of  its  in- 
teraction with  other  glands  of  internal  secretion. 

THE  THYROID  GLAND 

The  only  secretion  or  hormone  of  the  thyroid 
gland  known  at  the  present  time,  is  thyroxine.  That 
there  may  be  other  hormones  as  yet  not  discovered, 
is  indicated  by  the  fact  that  the  whole  gland  is 
more  effective  in  treatment  than  is  thyroxine  alone; 
this  fact  is  especially  true  in  the  treatment  of  hy- 
pothyroidism in  children.  The  secretion  of  the  active 
hormone  is  in  some  way  dependent  upon  the  iodine 
content  of  the  gland,  but  just  what  role  iodine  plays 
in  the  hypersecretion  or  hyposecretion  of  the  thyroid 
has  not  yet  been  proved. 

The  symptoms  cf  a marked  degree  of  hyperse- 
cretion of  this  hormone  are  well  known  to  all  of  us 
in  the  form  of  hyperthyroidism  and  Basedow’s  or 
Graves’  disease.  In  mild  cases,  however,  the  symp- 
toms are  often  confusing,  thus  leading  erroneously 
to  diagnoses  such  as  chronic  nervous  exhaustion,  neu- 
rosis, psychosis,  tuberculosis,  or  to  the  placing  of 
the  responsibility  for  the  symptom  complex  on  some 
hidden  focal  point  of  infection. 

The  symptoms  of  marked  degrees  of  hyposecre- 
lion  of  the  gland  are  quite  clear  cut,  but  here  again 
the  milder  cas-s  may  present  a very  confusing  symp- 
tom complex  and  lead  to  diagnoses  similar  to  those 
made  in  mild  cases  of  the  hyperfunctioning  gland. 


Rowe  and  Lawrence  found  that  59  per  cent  of 
their  cases  of  proved  thyreid  dysfunction  gave  ex- 
haustion as  the  chief  complaint  and  that  21  per 
cent  gave  it  as  a marked  symptom. 

THE  PANCREAS 

The  only  definitely  known  hormone  of  the  pan- 
creas at  the  present  time  is  insulin,  which  comes 
from  the  islands  of  Langerhans.  Other  hormones 
from  the  pancreas  are  suspected,  but  their  presence 
is  not  yet  proved.  The  disease  entity  and  symptom 
of  a hyposecretion  of  insulin  had  been  recognized 
clinically  for  many  years  before  the  brilliant  work 
of  Banting  and  his  group  definitely  established  the 
relation  of  insulin  to  the  disease.  The  symptoms  of 
marked  hvpersecretion  of  this  hormone  may  be  seen 
in  cases  of  overdosage  of  insulin  in  the  treatment  of 
diabetes.  This  observation  has  led  to  the  recognition 
of  hvperinsulinism  as  an  entity  in  cases  of  tumors  of 
the  pancreas.  It  may  also  be  a factor  in  those  cases 
which  in  the  late  afternoon  present  an  indefinite 
group  of  symptoms,  such  as  weakness,  exhaustion, 
nervousness,  tremor,  and  a sense  of  apathy  associated 
with  a low  blocd  sugar.  Such  patients  at  all  other 
times  are  apparently  in  the  best  of  physical  condi- 
tion. That  such  symptoms  are  definitely  due  to  hy- 
perinsulinisna  is  not  proved,  however;  for  it  has  been 
shown  that  other  glands  of  internal  secretion,  espe- 
cially the  suprarenals,  the  posterior  pituitary, 
and  the  thyroid,  play  some  part  in  carbohydrate 
metabolism. 

THE  PARATHYROID  GLAND 

The  only  known  secretion  of  the  parathyroid 
gland  is  parathormone,  isolated  by  Collip.  This  hor- 
mone has  been  definitely  linked  with  calcium  meta- 
bolism. Undersecretion  of  this  hormone  causes  the 
symptom  complex  known  as  tetany,  which  frequent- 
ly occurs  in  children  and  following  the  destruction 
of  the  parathyroid  glands  either  by  disease  or  acci- 
dental removal.  The  use  of  parathormone  in  ade- 
quate dosage,  combined  with  calcium  therapy,  com- 
pletely controls  the  disease. 

Hypersecretion  of  the  hormone  has  recently  been 
shown  to  be  connected  with  the  disease  entity 
known  as  osteitis  fibrosa  cystica.  The  removal  of 
the  hypersecreting  gland  or  tumors  of  this  organ 
which  mav  be  causing  the  hypersecretion,  with  the 
resultant  effect  upon  calcium  metabolism  and  other 
glands,  causes  an  immediate  regression  of  the  dis- 
ease. 

Further  evidence  has  been  reported  by  Berman  to 
show  that  all  bone  metabolism  is  dependent  upon  an 
interrelation  between  the  parathyroid,  the  suprare- 
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nals,  and  calcium  metabolism.  He  cites  eighteen  cases 
of  Paget  s disease  in  which  sixteen  of  the  patients 
obtained  relief  of  symptoms  by  the  use  of  the  ad- 
renal cortex  hormone. 

THE  THYMUS  GLAND 

No  definite  hormone  has  been  isolated  from  the 
thymus  gland,  although  clinical  evidence  has  shown 
that  there  is  a correlation  of  the  thymus,  the  thy- 
roid, the  suprarenals,  and  the  gonads.  Marine  and 
Manley  suggest  that  the  thymus  gland  may  have 
rome  inhibitory  effect  upon  the  prepubertal  sex 
organs,  as  removal  of  the  thymus  in  young  animals 
causes  sexual  maturity.  Nitschke  claims  to  have 
isolated  two  active  hormones,  one  of  which  lowers 
the  calcium  content  of  the  blood  and  the  other,  the 
phosphate  content  of  the  blood.  Carrol  Eugene 
Cook  has  produced  evidence  to  prove  that  the  thy- 
mus plays  seme  part  in  the  development  of  criminal 
tendencies  and  behavior  problems.  At  the  present 
time,  however,  no  definite  evidence  has  been  ad- 
vanced, from  either  clinical  or  experimental  stand- 
points, to  indicate  the  presence  of  a secretion  front 
this  gland. 

THE  SUPRARENAL  GLANDS 

Up  to  the  present  time,  two  hormones  have  been 
recovered  from  the  suprarenal  glands.  The  first 
hermone  isolated,  adrenalin,  is  obtained  from  the 
medullar)  portion  of  the  gland  and  has  been  in  use 
for  a number  of  years.  It  is  a stimulant  to  the  sym- 
pathetic nervous  system,  but  it  is  not  indispensable 
to  life.  Experimentally  there  has  been  no  evidence  to 
indicate  that  this  hormone  has  any  relation  to  the  sex 
glands.  It  is  apparently  antagonistic  to  the  hormone 
of  the  pancreas  and  influences  carbohydrate  meta- 
bolism. This  is  manifested  by  its  ability  to  counter- 
act hyperinsulinism  by  mobilizing  liver  glycogen.1 
There  is  also  tome  evidence  to  suggest  an  interreac- 
tion with  the  parathyroid  and  thyroid  glands. 

The  second  hormone  obtained  from  the  cortex  of 
the  adrenals  is  a recent  discovery  and  is  known  as 
cortin.  It  has  been  found  that  death  soon  follows 
'he  destruction  or  removal  of  the  suprarenal  glands, 
but,  by  the  injection  of  this  hormone,  it  is  possible 
to  keep  animals  alive  indefinitely  following  adrenal- 
ectomy. Clinically,  cortin  has  been  used  by  Hart- 
man, and  Swingle  and  Pfiffer,  in  the  treatment  of 
Addison’s  disease,  with  excellent  results. 

The  diagnosis  of  Addison’s  syndrome  is  not  diffi- 
cult. A mild  hvposecretion  of  the  hormone,  how- 
ever, produces  an  indefinite  syndrome  characterized 
bv  asthenia,  fatigue,  loss  of  weight,  gastric  disturb- 
ance, hypotension,  and  infrequent  menstrual  cycle. 


All  of  these  symptoms  may  be  associated  with  other 
disease  conditions,  but  the  possibility  of  their  connec- 
li  n with  a deficiency  of  this  hormone  emphasizes 
again  the  importance  of  keeping  in  mind  the  possi- 
bility of  endocrine  disturbance  if  no  organic  path- 
ology is  demonstrable. 

Hypersecretion  of  the  cortex,  which  is  usually  as- 
sociated wi  h tumors  of  the  gland,  gives  rise  to 
sexual  precocity  and  other  changes  in  sex  develop- 
ment. In  adult  females  such  hypersecretion  may 
give  rise  to  masculine  characteristics  as  shown  by 
male  di:tribution  of  the  hair  and  atrophy  of  the 
breasts  and  uterus.  The  development  of  such  char- 
acteristics should  make  one  suspicious  of  the  pres- 
ence of  an  adenoma  of  the  suprarenal. 

THE  PINEAL  BODY 

No  hormone  has  been  isolated  from  this  gland, 
but  experimental  evidence  has  shown  that  the  re- 
moval of  this  body  in  animals  hastens  the  develop- 
ment of  the  reproductive  organs.  This  would  be  in 
accord  with  the  fact  that  the  pineal  body  begins  to 
atrophy  at  the  age  of  seven  and  is  usually  almost 
completely  absorbed  by  the  age  of  puberty. 

THE  SPLEEN 

Frc-m  time  to  time  it  has  been  thought  that  the 
spleen  was  the  source  of  some  secretion,  but,  so  far, 
sufficient  evidence  has  not  been  produced  to  estab- 
lish this  fact. 

THE  TESTICLES 

The  question  as  to  whether  or  not  there  is  a defi- 
nite testicular  hormone  has  not  been  settled.  How- 
ever, Moore,  Gallagher,  and  Koch  have  shown  that 
there  is  a substance  in  the  testicle  of  the  bull  and 
other  animals,  which  is  not  obtained  from  other  or- 
gans of  the  body.  When  this  is  injected  into  the 
caponized  fowl,  it  causes  normal  growth  of  the 
comb.  Clinically,  recent  workers  have  reported  en- 
couraging results  from  the  use  of  this  testicular  sub- 
stances in  cases  of  impotence  in  the  male.5  From  this 
and  other  evidence,  it  appears  likely  that  there  is  a 
definite  hormone  from  the  testicle  which  plays  some 
part  in  disease  conditions  of  the  male  generative  or- 
gans. 

THE  OVARIES 

Up  to  the  present  time,  two  hormones  have  been 
isolated  from  the  ovary.  One,  first  known  as  the 
female  sex  hormone,  is  known  as  oestrin  and  by  the 
various  trade  names  of  theelin,  estrogen,  amniotin, 
menformon,  progynon,  fclliculine.  It  is  derived  from 
the  graafian  follicle,  the  corpus  luteum,  the  pla- 
centa, and  the  luteal  cells.  It  also  may  be  found  in 
the  excretions  of  the  body,  especially  in  the  urine 


.•>62 


SOUTHWESTERN  MEDICINE 


. nd  feces.  This  hormone  has  a definite  effect  upon 
ihe  size  and  vascularity  of  the  uterus  and  upon  the 
vascularity  and  epithelial  structures  of  the  vagina 
and  vulva.  These  changes  apparently  do  not  pre- 
pare the  uterus  fcr  the  function  of  receiving  and  re- 
taining the  ovum.  The  presence  of  another  hormone 
is  necessary  to  effect  or  complete  the  true  menstrual 
cycle  or  the  pregravid  state.  This  second  hormone 
is  known  as  progestin.  This  is  obtained  from  the 
corpus  luteum  and  has  the  ability  to  complete  the 
mentsrual  cycle  to  the  point  at  which  pregnancy, 
or,  if  there  is  no  conception,  true  menstruation,  can 
take  place. 

Oestrin  apparently  has  no  effect  upon  the  ovary 
itself,  only  upon  the  uterus  and  vaginal  canal.  Pro- 
gestin probably  inhibits  the  formation  of  new  graa- 
fian follicles  and  thus  prevents  further  ovulation, 
and  at  the  same  time  prepares  the  uterus  for  the  re- 
ception of  the  ovum  by  the  formation  of  nidatorv 
cells.  Experimentally,  large  injections  of  progestin 
in  animals  have  been  found  to  result  in  undevel- 
oped or  undersize  follicles  in  the  ovary.  Experi- 
mental work  seems  to  indicate  the  presence  of  a bal- 
ance between  these  two  hormones,  any  imbalance  of 
which  causes  a disease  syndrome  of  the  menstrual 
cycle.  The  symptoms  of  this  syndrome  depend  upon 
the  direction  of  imbalance;  if  oestrin  predominates, 
vascularization  of  the  uterine  mucosa  follows,  with 
the  residtant  more  or  less  continuous  bleeding;  if 
proges  in  predominates,  the  opposite  results.  And 
i hi  imbalance  may  vary  in  favor  of  first  one  and 
then  the  other,  so  that  periods  of  amenorrhea,  oli- 
gomenorrhea, metrorrhagia,  and  so  forth,  may  fol- 
low one  another.  This  imbalance  may  also  play  some 
part  in  sterility. 

THE  PITUITARY  GLAND 

The  pituitary  gland,  according  to  our  present 
knowledge,  secretes  four  hormones.  Two  of  these 
are  supposed  to  come  from  the  posterior  lobe  and 
'eem  to  play  no  part  in  the  reproductive  cycle. 
They  apparently  affect  other  glands  and  the  sympa- 
thetic nervous  system.  This  is  indicated  by  their  ef- 
fect upon  carbohydrates  and  fat  metabolism  and 
also  upon  smooth  muscle.  In  1928,  Kamm  and  his 
co-workers  isolated  two  distinct  secretions  from  the 
posterior  lobes.  These  substances  are  now  prepared 
under  rhe  trade  names  oxytocin  and  vasopressin;  also 
pitocin  and  pitress-n.  Oxytocin,  or  pitocin,  has  the 
property  of  causing  the  contraction  of  smooth  mus 
cles,  especially  the  uterine  muscle.  Vasopressin,  or 
pitressin,  contains  the  pressor,  diuretic  and  anti- 
diuretic properties  A combination  of  the  two  hor- 
mones has  the  same  effect  as  pituitrin. 


Oxytocin,  due  to  its  effect  on  the  uterine  muscle, 
can  be  used  in  obstetrics  to  bring  on  labor,  without 
increasing  the  blood  pressure  or  stimulating  other 
organs.  Vasopressin  is  used  for  its  antidiuretic  ef- 
fect and  its  stimulating  effect  upon  the  gastro- 
intestinal tract.  It  is  of  particular  value  in  cases  of 
postoperative  distention  during  pregnancy,  since  it 
can  be  used  without  danger  of  bringing  on  labor. 

The  other  two  known  secretions  of  the  pituitary 
gland  are  the  hormones  which  have  to  do  with  body 
growth  and  sexual  function,  antuitrin  G and  antui- 
trin  S.  They  are  definitely  derived  from  the  anterior 
portion  of  the  gland,  but  just  how  they  function  is 
not  definitely  known.  However,  it  is  known  experi- 
mentally that  the  product  known  as  the  growth  hor- 
mone, or  antuitrin  G,  is  concerned  with  the  body 
growth  and  is  antagonistic  to  the  sex  factor.  Evans 
■nd  his  co-workers  as  early  as  1921  demonstrated  the 
power  of  this  hormone  by  the  production  of  acro- 
megaly in  the  dog.  How  it  controls  other  glands 
and  the  general  effect  of  interglandular  reaction  up- 
on the  entire  body,  are  problems  to  be  solved  by  fur- 
ther experimental  and  clinical  work. 

The  sex,  or  gonad-stimulating,  hormone,  is  known 
as  antuitrin  S,  prolan  or  follutein.  Many  observers 
feel  that  this  hormone  is  again  divided  into  two  dif- 
ferent hormones,  the  oestrin-stimulating  hormone, 
called  prolan  A bv  Aschheim  and  Zondeck  and  rho 
I by  Wicsner,  and  the  luteinizing  hormone,  called 
prolan  B by  Aschheim  and  Zondeck  and  rho  II  by 
W iesner.  Both  prolan  A and  prolan  B must  be  pres- 
ent to  complete  the  sex  cycle.  Aschheim  and  Zon- 
deck found  a great  difference  in  the  amount  of  the 
gonad-stimulating  hormone  of  the  anterior  pituitary 
in  the  urine  of  pregnant  and  non-pregnant  women. 
Based  upon  this  observation,  they  worked  out  a test 
for  the  diagnosis  of  early  pregnancy  by  the  stimulat- 
ing effect  of  the  hormone  upon  the  ovaries  and  vag- 
inal canals  of  female  mice.  By  this  method  it  is  pos- 
sible to  diagnose  early  pregnancy  five  days  after  ccn- 
ccption  has  occurred.  Friedman  has  modified  this 
test  by  using  female  rabbits  in  place  of  mice  and  the 
test  has  been  found  to  be  from  95  to  100  per  cent 
correct  ten  days  after  conception  has  taken  place. 
This  contribution  from  the  field  of  endocrinology  is 
a most  valuable  diagnostic  aid  to  the  clinician. 

THE  INTERRELATION  OF  THE  ENDOCRINE  GLANDS 

There  is  a great  deal  of  conflicting  evidence  ar 
the  present  time  regarding  the  stimulating  effect  of 
one  gland  upon  the  other  and  the  effects  of  dysfunc- 
tion of  these  glands  upon  the  body  in  general.  How- 
ever, it  is  evident  that  there  is  a definite  relationship 
between  the  gonads  and  the  pituitary,  the  pituitary 
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nnd  the  thyroid,  the  gonads  and  the  thyroid,  and 
.he  suprarenal  and  all  glands.  The  pituitary  seenss 
to  act  as  the  controlling  switchboard  for  them  all. 

ENDOCRINE  THERAPY 

Therapy  in  endocrine  dis.urbance  is  based  upon 
two  opposite  factors — hypersecretion  or  hyposecre- 
tion  of  the  gland  or  glands  involved.  In  cases  of  hy- 
persecretion, the  aim  is  to  decrease  the  amount  of  se- 
cretion by  partial  or  complete  destruction  of  the 
gland.  This  is  accomplished  by  surgical  removal,  or 
destruction  by  x-ray.  The  line  of  attack  in  cases  of 
hvpo  ecretion  is  that  of  replacement  of  the  secre- 
tion. This  is  accomplished  by  administration  of  nec 
cssary  hormone  by  mouth  or  by  hypodermic  injec- 
tions, or  by  the  transplantation  of  the  gland. 

The  results  in  correction  of  oversecretion  of  a giv- 
en gland  by  the  me  hods  noted  have  been  very  grat- 
ifying. Results  of  correction  of  undersecretion  have 
been  spectacular  in  some  instances  and  disappoint- 
ing in  others.  It  is  only  as  cur  understanding  of  the 
relation  of  the  glands  to  one  another,  and  their  ef- 
fect upon  the  body  as  a whole,  is  increased  and  clari- 
fied. that  we  can  hope  to  secure  definite  results. 

CONCLUSION 

In  conclusion,  I wish  to  state  again  that  I have 
attempted  to  give  in  this  paper  only  a brief  resume 
of  the  more  important  points  in  the  field  of  endo- 
crinology as  they  pertain  to  clinical  medicine.  I have 
drawn  freely  from  the  work  of  Mazer  and  Goldstein 
on  "Clinical  Endocrinology  of  the  Female,”  which  I 
can  recommend  most  highly  for  its  clear  exposition 
cf  the  known  and  unknown  facts  of  this  field,  as 
well  as  from  other  articles  which  have  appeared  in 
the  current  literature,  and  from  my  own  clinical  ex- 
perience. I feel  that  the  field  of  endocrinology  is 
destined  to  play  a verv  important  part  in  the  future 
of  medicine,  but  I believe  that  it  is  up  to  the  clini- 
cian to  become  aware  of  the  possibilities  already 
opened  to  him  by  the  research  worker.  As  Aub  stat- 
ed in  1932,  the  biochemist  and  the  experimental  re- 
search worker  have  left  the  clinician  far  behind. 
The  clinician  can,  if  he  will,  free  himself  from  the 
bugbear  of  the  all-inclusive  theory  of  organic  disease 
and  derive  much  help  both  from  a diagnostic  and 
therapeutic  standpoint,  from  the  field  of  endocrin- 
ology. 
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DISCUSSION 

DR  F.  D.  VICKERS  (Deming,  N.  M.)  : Dr. 

Stealy's  paper  was  very  interesting.  About  the  time 
we  get  everything  fixed  up  and  figure  all  troubles 
are  infectious,  something  ccmes  along  to  upset  it.  1 
remember  a case  I had  some  time  ago — a little, 
slight  woman,  no  picture  of  myxedema,  who  had 
been  to  many  physicians  and  finally  found  a sur- 
geon who  was  about  to  take  cut  her  spleen.  After 
being  put  on  thyroid  at  some  clinic  she  improved 
rapidly. 

The  therapeutic  department  is  far  behind  the  ex- 
perimental department.  Manufacturing  firms  put 
out  formulas  that  cure  everything,  but  thyreid  is 
about  the  only  one  we  get  any  definite  effect  from, 
so  they  put  thyroid  in  all  formulas.  Probably  many 
of  these  gland  products  given  by  the  stomach  are 
inert.  I presume  time  will  figure  out  much  for  us 
a’ong  this  line. 

DR.  R.  O.  BROWN  (Santa  Fe,  N.  M.)  : In  my 
opinion  endocrinology  is  one  of  the  coming  features 
in  medicine.  I have  had  a rather  interesting  ex- 
perience in  connection  with  a school  up  near  Santa 
Fe  designed  originally  for  toys  not  up  to  par 
physically.  The  only  illness  beys  are  allowed  to 
have  when  they  enter  is  asthma.  We  have  them 
under  very  close  control.  Along  with  them,  we 
have  had  quite  a number  of  boys  who  have  been 
under  the  care  of  endocrinologists  anywhere  from 
St.  Petersburg  to  San  Diego  and  Santa  Barbara. 
Some  of  them,  it  is  interesting  to  say,  have  come 
out  of  their  difficulties  in  splendid  shape,  stand  first 
in  school  work,  and,  from  the  shape  of  their  bodies, 
distribution  of  hair,  and  things  of  that  kind,  con- 
vinced me  very  thoroughly  there  is  a great  deal  to 
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endocrino'ogy  From  my  own  practice,  too,  I think 
that  endocrinology  is  on  its  way  to  a wider  recogni- 
tion. 

DR.  G.  WERLEY  (El  Paso,  Texas)  : I am  very 
glad  to  have  heard  this  paper  by  Dr.  Stealy.  The 
points  he  has  made  are  certainly  interesting.  His 
point  that  focal  infection  is  run  to  death,  is  very 
well  taken,  and  I hope  the  epidemic  is  passing.  I 
recall  a patient  who  told  me  of  his  experiences 
with  doctors:  one  looked  at  his  teeth  and  said:  “I 
can’t  do  a damn  thing  for  you — your  teeth  should 
come  out;”  another  told  him  his  appendix  should 
come  out;  another,  his  gallbladder,  and  so  on. 

I have  been  interested  for  a long  time  in  endo- 
crinology and  took  the  journal  from  the  time  it  was 
founded  until  about  four  years  ago,  when  I quit  it 
because  I feared  I would  go  crazy  if  I kept  on 
reading  it,  so  many  different  claims  were  made 
and  then  some  one  proved  the  contrary.  The  points 
Dr.  Stealy  makes,  however,  are  told  in  the  plain  lan- 
guage of  the  day  which  any  man  can  understand. 
I have  had  an  old  lady  patient  who  had  a bad  heart, 
edema,  mitral  murmur,  and  so  forth.  Certain  fea- 
tures of  her  case  were  rather  mystifying.  I could 
not  get  lid  of  all  the  edema,  and  she  had  such  a 
sore  belly  it  could  not  be  touched  any  place,  and 
her  blood  pressure  went  down  so  low  you  could  not 
take  it.  I thought  she  was  going  to  die  and  told  her 
folks  to  have  her  relatives  come.  Then  it  occurred 
to  me  that  glandular  therapy  might  help.  I gave 
her  two  grains  of  suprarenal  gland  three  times  a 
day  and  she  began  to  pick  up.  I think  we  should 
*ake  more  interest  in  the  endocrine  glands.  A good 
endocrinologist  is  an  asset  to  any  community.  We 
should  have  some  one  in  El  Paso  to  study  these 
cases  thoroughly  and  know  enough  about  them  to 
recognize  these  conditions.  Hypothyroidism  is  often 
completely  overlooked.  I remember  in  1915  there 
was  an  old  Mexican  woman  who  would  come  to  the 
office,  sit  down  and  talk  and  talk — no  one  else 
could  get  in  a word.  She  would  come  wearing  a 
heavy  coat  in  hot  weather,  all  bundled  up,  and  act 
as  if  she  was  very  cold.  I thought  she  was  off 
mentally.  Her  feet  were  swollen  all  of  the  time, 
thpre  was  albumin  in  the  urine  and,  as  I did  not 
seem  to  be  able  to  do  anything  for  her,  I hoped  she 
would  stop  coming.  About  that  time  I was  writing 
a paper,  to  deliver  before  a medical  society,  on 
Hypothyroidism,  and  one  night,  while  working  on 
the  paper,  I thought  of  the  old  woman  and  decided 
possibly  hypothyroidism  might  be  the  cause  of  her 
trouble.  I tried  to  locate  her  and  after  much  diffi- 
culty finally  found  her  sick  in  bed,  the  saliva  was 
oozing  out  of  her  mouth,  her  face  and  lips  were 
swollen,  and  her  whole  body  was  dropsical.  When 
I asked  her  how  she  felt,  she  replied  she  felt  so  cold 
it  made  her  teeth  ache  when  she  breathed  through 
her  mouth.  The  case  became  very  plain  to  me  then 
and  I commenced  treatment  with  thyroid,  with  rapid 
improvement.  She  lived  ten  years  and  was  able  to 
work. 

DR.  STEALY  (closing)  : My  paper  is  intended 
to  stimulate  interest  in  the  field  of  endocrinology. 


In  regard  to  the  case  Dr.  Werley  brought  out,  it  is 
rather  a common  thing  to  see  cases  of  hypothyroid- 
ism, and  frequently  cases  of  hyperthyroidism,  diag- 
nosed as'  heart  disease,  in  which  the  thyroid  gland 
is  the  base  of  the  cardiac  difficulties.  Another  com- 
mon thing  we  find  is  that,  in  a majority  of  people, 
hyposecretion  of  the  thyroid  gives  us  overweight. 
About  46  per  cent  of  the  cases  of  hypothyroidism 
had  overweight.  The  lest  were  either  noi-mal  or  un- 
derweight. I was'  always  of  the  opinion  that  hypo- 
thyroidism should  always  carry  overweight,  or  be 
associated  with  overweight,  but  such  is  not  the 
case.  In  my  paper  I attempted  to  bring  out  the 
facts  that  are  known  at  the  pi’esent  time.  In  the 
question  of  therapy,  and  especially  therapy  of  the 
sex  glands,  I wish  to  call  attention  to  an  ai’ticle 
which  appeared  in  the  April  29  issue  of  the  Journal 
of  the  American  Medical  Association,  in  the  edi- 
torial section,  in  which  theelin  was  brought  before 
the  Council  of  Pharmacy  for  introduction  as  a pro- 
prietary preparation.  A study  had  been  made  of  all 
the  literature  previous  to  the  publication  of  this 
article  and  certainly  a sane  and  sensible  point  of 
view  on  the  question  of  sex  was  given.  We  do  not 
know  how  the  glands  inter-react,  just  how  much 
secretion  is  poured  out  at  one  time.  Any  therapy 
you  do  with  the  sex  hormone  is  a hit-or-miss'  trip  in 
the  dark.  There  is  probably  only  one  phase  that 
has  proved  exceptionally  good,  and  that  is  the  use 
of  anterior  pituitary  in  hypertrophic  endometritis 
with  constant  bleeding.  I have  ten  cases  at  the 
present  time  in  which  it  has  given  excellent  results 
where  there  is  no  organic,  pathology  present.  Be 
sure  there  is  none  present,  however,  before  you 
start  your  treatment. 

In  regard  to  neuropsychosis — when  preparing 
this  paper  I picked  up  a very  excellent  article  stat- 
ing that  it  was  felt  that  the  glands'  of  internal  se- 
cretion played  an  important  part  in  cases  of  neuro- 
psychosis, and  that  a number  of  these  patients  can 
be  discharged  after  treatment  with  glands  of  in- 
ternal secretion.  Hypothyroidism  is  not  uncommon 
with  these  mental  cases  and  frequently,  after  being 
sent  to  asylums  and  being  under  treatment  with  thy- 
roid extract,  they  are  sent  back  home. 


THE  MEDICAL  CLINICS  OF  NORTH  AMER- 
ICA. (Issued  sex-ially,  one  number  every  other 
month)  Volume  17,  No.  1;  New  York  Number,  July, 
1933;  Octavo  of  324  pages  with  64  illustrations;  per 
clinic  year,  July  1933  to  May  1934,  paper,  S12.00; 
cloth  $16.00  net;  Philadelphia  and  London;  W.  B. 
Saunders  Company;  Philadelphia;  1933. 

The  Medical  Clinics  for  August  is  contributed  by 
the  New  York  physicians  and  has  a wealth  of  ma- 
terial. Among  the  subjects  which  especially  inter- 
ested the  reviewer  are:  Hypertrophic  Gastritis;  An- 
gina Pectoris;  Purpura;  The  Treatment  of  the  De- 
lirium of  Pneumonia  with  Avertin;  Sprue  (non- 
tropical)  ; Allergy  and  Common  Cold;  Stokes-Adams 
Syndrome — analyzed  by  electro-cardiographic  and 
other  studies;  and  Pertussis  and  Its  Treatment 
with  Gold  Tribromide. 

These  clinics  afford  one  of  the  best  channels  for 
keeping  up  with  what  leading  clinicians  are  actual- 
ly doing  in  practice.  0.  H.  B. 
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VOMITING  IN  INFANCY 


J.  R.  LEMMON,  M.  D„  F.A.A.P. 
Amarillo,  Texas. 


(Read  before  the  New  Mexico  Medical  Society  at 
its  Fifty-First  Annual  Meeting,  held  at  Roswell, 
N.  M.,  May  IP,  1933.) 

In  discussing  the  common  subject  of  vomiting  in 
infants,  I shall  arbitrarily  consider  the  upper  age  lim- 
it as  being  about  two  years,  since  we  see  symptom- 
atic vomiting  so  commonly  at  this  period. 

It  is  the  purpose  of  this  paper  to  call  attention  to 
the  most  frequent  causes  of  vomiting  in  early  life, 
to  discuss  briefly  each  cause  or  heading  in  a general 
way,  and  to  present  several  case  examples,  with  diag- 
nosis chiefly  in  mind. 

The  following  outline  should  be  of  value  in  re- 
freshing our  minds  as  to  some  of  the  etiological  fac- 
tors in  causing  the  symptom  of  vomiting  in  infancy. 
This  is  the  classification  of  Marriott,  Dennett,  Grif- 
fith et  al. 

1.  Over  distention  of  the  stomach 

(a)  by  too  much  volume  of  food,  with  sim- 
ple regurgitation  or  "spitting  up,” 

(b)  by  too  frequent  feedings  and  overhand- 
ling, 

(c)  by  swallowing  air. 


2. 

Improper  composition  of  the  food. 

3. 

Parenteral  infections. 

4. 

Habit  or  "nervous”  vomiting;  rumination.  • 

5. 

Gastro-enterospasm  (so-called 

"colic”)  with 

vomiting. 

4. 

Hypertrophic  pyloric  stenosis 

and  pyloro- 

spasm. 

7. 

Intra -abdominal  conditions  and  miscellaneous: 

(a)  appendicitis,  peritonitis, 

obstructions. 

atresias,  etc. 

8. 

Anhydremia. 

9. 

Toxic  states;  coughing. 

10. 

Intracranial  conditions. 

11. 

Recurrent  cyclic  vomiting. 

12. 

Allergy. 

13. 

Syphillis. 

OVER  DISTENTION  OR  OVER  LOADING 

OF 

THE  STOMACH,  (a)  When  a 

healthy  baby 

with 

a large  appetite  nurses  too  much, 

we  know  that 

it  is 

a normal,  easy,  effortless  procedure  for  him  to 

spit  up  or  vomit  some  of  the  food  almost  immedi- 
ately until  the  remaining  volume  is  suitable  to  the 
gastric  capacity.  This  common  type  of  vomiting 
need  not  be  alarming  but  should  be  overcome  by  re- 


ducing the  volume  or  the  dilution.  A most  frequent 
mistake  in  infant  feeding  is  to  increase  the  dilution 
of  the  milk  in  case  of  vomiting  and  thus  increase 
the  overloading  of  the  stomach.  In  reality  the  milk 
should  have  been  made  more  concentrated.  For  this 
purpose  one  may  well  use  lactic-acid  milk  or  various 
forms  of  unsweetened  evaporated  milk,  (b)  How- 
ever, the  formula  may  be  all  right  as  to  volume  and 
dilution  but  may  be  fed  irregularly  or  too  frequent- 
ly. I can  cite  numbers  of  cases  where  all  there  was 
to  do  was  simply  to  put  the  infant  of,  say,  four 
months  of  age,  cn  a four-hour  schedule  instead  of 
two  and  one-half  or  three  hours.  So  watch  out:  dif- 
ferent babies  may  have  different  emptying  times  for 
their  respective  stomachs. 

(c)  All  nurslings  swallow  more  or  less  air  during 
or  between  feedings.  Wi  ness  the  babe  who  lies  on 
his  back  while  nursing  a bottle  and,  not  being  taken 
up  after  nursing  so  that  he  can  belch  up  the  swal- 
lowed air,  promptly  vomits  seme  or  all  of  the  feed- 
ing; or  the  hungry  baby  whose  formula  is  improper 
and  who  constantly  swallows  air  by  sucking  his  fin- 
gers, and  further  distresses  the  mother  and  doctor  by 
vomiting.  This  is  a very  natural  procedure  if  we 
but  think. 

IMPROPER  COMPOSITION  OF  THE  FOOD. 
This  may  vary  with  the  individual  case.  But  gen- 
erally a feeding  too  high  in  fats,  as  seen  in  the  old- 
style  top-milk  or  cream  mixtures,  malted  milk,  and 
so  forth,  may  cause  vomiting  due  to  the  fact  that 
the  excess  of  fats  leave  the  stomach  slowly,  and  thus 
the  little  stomach  is  not  completely  emptied  before 
the  next  feeding  is  put  into  it.  Most  pediatricians 
believe  that  the  carbohydrates  in  the  formula  are  not 
so  likely  to  cause  emesis.  An  increased  acidity  of  the 
stomach  may  cause  vomiting,  particularly  when  lac- 
tic-acid or  hydrochloric-acid  milk  formulae  are  giv- 
en. In  these  cases  the  vomitus  is  extremely  sour  and 
the  case  is  much  relieved  by  changing  from  the  acid 
milk  formula.  It  is  not  usually  necessary  to  admin- 
ister alkalis.  Another  cause  may  be  from  feeding  raw 
milk.  The  curd  of  the  cow’s  milk,  being  tougher 
than  that  of  human  milk  and  not  having  been  par- 
tially digested  bv  boiling,  may  give  trouble.  This 
is  relieved  by  boiling  the  milk  or  by  using  powdered, 
acidified,  or  evaporated  milk  with  a more  digestible 
curd  as  a result.  In  older  children,  obviously,  spoiled 
food  or  unsuitable  diet,  such  as  green  fruits,  pickles, 
and  so  forth,  may  cause  emesis. 

PARENTERAL  INFECTIONS,  that  is,  infec- 
tions outside  of  the  gastro-intestinal  tract,  may  cause 
vomiting  in  infancy.  Practically  any  infection  may 
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be  ushered  in  by  vomiting,  as,  for  example,  scarlet 
fever,  pneumonia,  otitis  media,  and  pyelitis.  ^ e 
should  watch  for  fever  and  not  be  too  quick  to. 
change  the  formula  in  case  of  fever  with  sudden 
vomiting.  In  case  there  is  definite  infection,  the 
formula  can  be  weakened  safely  and  therapeutic 
measures  may  be  instituted,  with  care  not  to  give 
medicines  that  may  further  upset  the  stomach. 

HABIT  OR  "NERVOUS”  VOMITING  AND 
RUMINATION.  Habitual  iar  nervous  vomiting 
is  commonly  seen  in  infants  and  may  prove  to  be 
alarming.  This  may  be  aggravated  by  handling  or 
playing  with  the  baby.  These  babies  are  usually  very 
nervous,  thin,  and  fretful,  cry  a lot,  and  often  have 
a neurotic  family  background.  I have  seen  infants 
who  would  spit  up  their  food  when  changes  or  addi- 
tions were  first  made.  As  they  became  older  they 
would  use  this  as  a powerful  weapon  against  the 
overzealcus  mother,  vomiting  at  will  to  escape  un- 
desired but  wholesome  foods,  until  the  daily  meals 
became  a veritable  battle  ground  between  the  neu- 
rotic and  willful  child  and  the  mother  frantically 
trying  to  beg,  plead,  coax,  cajole,  bribe,  scare,  and 
force  food  into  the  secretly  exulting  and  victorious 
child.  This  type  of  vomiting  is  best  handled  in  the 
hospital  with  impartial  and  trained  nurses,  together 
with  a very  plain  explanation  to  the  mother  of  the 
underlying  psychic  cause.  In  the  case  of  young  in- 
fants, the  regulation  thick-cereal  feeding  will  often 
suffice  to  break  the  vicious  circle  by  tenaciously 
clinging  to  the  gastric  mucosa  when  vomiting  is 
attempted. 

Rumination  is  a habit  of  forceful  or  voluntary 
bringing  up  of  the  food,  much  as  a cow  would  do; 
it  may  be  held  in  the  mouth,  swallowed,  or  expelled. 
The  cause  is  probably  psychic  to  attract  attention, 
and  so  forth.  Rumination  may  cause  serious  malnu 
trition.  It  is  often  most  intractable.  Thick-cereal 
feedings  mav  be  tried  and  often  hospitalization  is 
necessary.  This  type  of  vomiting  must  be  differ- 
entiated from  other  types  with  perhaps  an  organic 
basis. 

G A S T R O - ENTEROSPASM  (SO-CALLED 
"COLIC”)  WITH  VOMITING.  As  the  name  im- 
plies, there  is  a spasm  of  the  digestive  tract  accom- 
panied by  so-called  colic  with  paroxysmal  abdom- 
inal pains  and  often  vomiting.  "Painful  peristaltic 
contractions  may  be  the  result  of  distention,  irriga- 
tion, hunger,  or  an  instability  of  the  autonomic  sys- 
tem,” according  to  Marriott.  The  term  "hypertonic 
infant”  has  been  suggested  by  Haas.  There  is  gen  - 
eral  spasticity  of  the  skeletal  and  gastro-intestinal 
musculature,  with  screaming  and  "colic,”  constipa- 


tion and  vomiting,  frequently.  These  cases  have  the 
family  exasperated  and  they  are  near  "nervous 
wrecks,”  as  some  mothers  express  it.  H.  T.  Nesbit 
thinks  that  there  is  a lowered  blood  calcium  and  has 
obtained  good  results  with  calcium  therapy.  Suffice 
it  to  say  that  the  vomiting  is  controlled  by  atropine, 
luminal,  cod-liver  oil  with  viosterol,  ultra-violet,  and 
diet.  The:e  gastro-enterospastic  infants  with  vomit- 
ing formerly  gave  me  a great  deal  of  trouble,  but 
with  cooperation  I am  now  able  to  obtain  very  satis- 
factory results  by  energetic  and  careful  treatment. 
These  cases  must  not  be  confused  with  the  ordinary 
hungry  infant.  Allergy  often  plays  an  important 
part  and  may  have  to  be  investigated  if  the  routine 
measures  fail. 

PYLORIC  STENOSIS  AND  PYLOROSPASM. 
These  two  conditions  are  more  or  less  closely  associ- 
ated and  may  merge  one  into  the  other  so  that  dif - 
ierentiation  may  be  difficult.  It  is  my  personal  be- 
lief that  a true  hypertrophic  stenosis  is  a separate 
clinical  entity  from  pylorospasm  per  se ; the  former 
being  100  per  cent  surgical  indication,  and  the  lat- 
ter, or  pylorospasm,  being  distinctly  a medical  pro- 
cedure. Some  wrtiers  do  not  draw  so  definite  a line 
but  it  is  my  belief  that,  if  we  do  not  definitely  dis- 
tinguish and  treat  accordingly,  the  mortality  rate 
will  be  raised.  Therefore  diagnosis  is  very  essential. 
Hypertrophic  pyloric  stenosis  is  rather  rare.  In  our 
series  of  cases  we  have  found  it  much  more  common 
in  males.  Persistent  vomiting  appears  first,  usually 
about  the  second  or  third  week  of  life  and,  due  to 
the  band-like  thickening  of  the  pyloric-ring  muscu- 
lature, very  little  food  gets  through,  causing  pro- 
jectile type  of  vomiting.  The  vomitus  may  be  larg- 
er than  a single  feeding,  suggesting  that  more  than 
one  feeding  may  have  been  retained;  the  vomitus 
being  clear  in  color,  as  a rule,  with  little  pain  or  ef- 
fort. There  follow  visible  peristaltic  waves,  bom- 
barding the  blocked  pylorus;  often  a palpable  tumor 
the  size  of  a pecan;  and  constipation  or  obstipation 
with  an  occasional  scant  brown  mucous  stool.  The 
baby  shown  progressive  emaciation,  with  pallor,  quiet 
listlessness,  scanty  urination,  dehydration  of  the 
.skin,  with  a pinched  old-man  wrinkled  facies.  In 
pylorospasm  the  symptoms  may  be  as  in  the  true 
stenosis  except  that  the  tumor  is  not  usually  present, 
the  emaciation  and  related  symptoms  may  not  be  so 
striking,  and  there  may  be  occasional  diarrhea.  Pylo- 
rospasm is  more  functional,  stenosis  is  organic. 
Esophageal  obstruction  must  be  differentiated  and  is 
much  rarer!  the  vomiting  being  smaller  in  amount 
and  almost  immediate.  Gastric  atresia  may  occur  but 
usually  gives  symptoms  from  the  first  day  of  life.  I 
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have  seen  one  such  case.  The  x-ray  is  valuable  in 
differential  diagnosis,  it  being  my  plan  routinely  to 
x-ray  all  suspicious  cases.  This  usually  clears  up  all 
doubt  as  to  whether  or  not  to  operate,  along  with 
the  therapeutic  test  of  medical  treatment. 

This  treatment  consists  of  thick-cereal  feedings, 
phenobarbital  (luminal),  atropine  and  intraperitoneal 
injections  of  normal  saline  or  Hartmann’s  solution 
(physiologic  buffer  salts),  with  occasional  use  of  a 
2 to  3 per  cent  glucose  added  to  this  solution.  No 
improvement  being  evident  and  subsequent  roent- 
genogram being  positive  of  an  obstruction  or  pyloric 
stenosis,  operation  by  the  Rammstedt  method  is  ad- 
vised and  is  done  as  soon  as  the  patient  is  prepared 
bv  the  above  preliminary  treatment.  The  after  care 
is  fully  as  important  as  the  actual  surgery.  It  is  ab- 
solutely imperative  that  these  cases  be  differentially 
diagnosed  and  treated  early,  as  death  follows  if  op 
crated  or  treated  too  late.  The  last  three  of  my  cases 
have  all  been  seen  too  late  and  were  inoperable,  no 
definite  diagnosis  having  been  arrived  at  in  time.  If 
one  is  not  sure,  let  me  emphatically  urge  that  com- 
petent consultation  be  used  in  ample  time  and  our 
results  will  be  far  more  happy  in  this  dangerous  type 
of  infantile  vomiting. 

VOMITING  IN  INFANCY  DUE  TO  INTRA- 
ABDOMINAL AND  MISCELLANEOUS  CONDI- 
TIONS may  be  either  organic  or  functional.  These 
conditions  need  only  be  mentioned  to  refresh  our 
minds.  We  should  think  of  congenital  atresias  or 
obstructions  of  the  intestinal  tract,  peritonitis,  ap- 
pendicitis, acute  intestinal  obstructions,  Meckel’s 
diverticulitis  and  esophageal  atresia,  as  already  men- 
tioned. X-ray  is  valuable  in  differentiating  esopha- 
geal atresias  from  congenital  atresias  of  the  stomach, 
duodenum  and  pyloric  stenosis.  I have  had  one  case 
of  gastric  atresia  in  which  a male  infant  of  three 
and  one-half  weeks  was  so  emaciated  that  he  resem- 
bled a pyloric  stenosis.  There  had  been  vomiting 
noticed  almost  from  birth  and  it  was  projectile  in 
type.  X-ray  revealed  no  barium  going  through  and 
operation  revealed  both  a congenital  hypertrophic 
pyloric  stenosis  and  atresia  gastrica  at  the  pylorus, 
this  latter  condition  being  found  at  autopsy.  This 
baby  was  so  far  gone  that  we  had  little  hope  of  re- 
covery, due  to  the  weakened  condition  from  starva- 
tion. Death  occurred  the  same  day  from  shock.  The 
acute  abdomens  with  appendicitis,  peritonitis,  intus- 
susception, and  so  forth,  are  all  surgical,  as  we  know. 
The  youngest  case  of  ruptured  appendix  in  my  ex- 
perience was  in  a baby  14  months  old.  The  case  had 
severe  nausea  and  vomiting,  distention  and  rigidity, 
and  was  ruptured  within  a few  hours  of  onset.  Re- 


covery followed  immediate  operation.  It  should  be 
remembered  that  appendicitis  in  infancy,  with  or 
without  vomiting,  may  resemble  pneumonia.  Most 
intussusceptions  in  my  experience  have  been  fatal, 
chiefly  because  diagnosis  and  surgery  were  too  late. 
The  typical  vomiting,  with  bloody  mucous  tenesmic 
stools  and  paroxysmal  cramping  pain,  with  sausage- 
shaped tumor,  can  hardly  be  confused  with  any  oth- 
er condition  except  possibly  a Henoch’s  purpura  ab- 
dominalis,  which  usually  has  petechial  hemorrhages 
under  the  skin  in  addition  to  the  abdominal  signs.  I 
have  seen  one  case  of  clinical  intussusception  that 
recovered  without  operation.  With  vomiting  due 
to  intra-abdominal  conditions,  we  should  operate  if 
in  doubt  and  should  do  so  early,  as  infants  stand 
early  operations  well,  but  late  ones  hardly  at  all. 

ANHYDREMIA,  OR  DEHYDRATION,  OR 
DRYING  OUT  OF  THE  BODY  CELLS,  is  often 
accompanied  by  severe  vomiting  of  an  intractable 
nature.  Here  we  have  an  upset  of  the  body  cell 
chemistry  or  the  normal  fluid  balance.  Acidosis  or 
alkalosis  may  be  associated.  Any  condition  such  as 
a severe  diarrhea  in  summer  may  bring  about  anhy- 
dremia  or  dehydration.  The  onset  is  sudden  and  the 
course  fulminating,  with  a great  loss  of  weight,  dry 
inelastic  skin,  sunken  eyes,  severe  vomiting  with  di- 
arrhea, and  finally  death  from  drying  out  of  the 
"battery”  or  body  cells.  I think  it  is  the  united 
consensus  of  all  pediatricians  that  more  deaths  occur 
from  dessication  and  fluid  loss  in  diarrheas  than 
from  the  diarrhea  toxemia  per  se.  Let  me  particular- 
ly stress  this  point.  Treat  the  fluid  loss  and  fill  the 
body  faster  than  it  can  purge  out  the  vital  fluids, 
and  we  will  save  nearly  all  of  our  vomiting  infants 
with  summer  diarrhea.  This  applies  especially  to  so- 
called  ileocolitis,  alimentary  intoxications,  dysen- 
teries, and  so  forth.  To  supply  the  fluid  we  should 
use  the  newer  method  of  intraperitoneal  injections 
which  I have  used  with  spectacular  success  for  the 
last  few  years.  If  vomiting  and  dehydration  are 
marked,  use  3 00  cc.  of  sterile  normal  saline  intra- 
peritoneally  until  vomiting  improves,  or,  better  still, 
use  Hartmann’s  solution  (physiologic  buffer  salts). 
Occasionally  one  may  use  a 2 to  3 per  cent  glucose 
admixed  with  the  above  solutions.  The  feeding 
should  be  very  dilute  and  adjusted  to  the  limited  di- 
gestive capacity  of  the  sick  infant,  forgetting  caloric 
requirements  for  the  time  being.  Remember  these 
points  on  body  chemistry  and  our  vomiting  diar- 
rheas will  respond  without  having  to  consider  many 
drugs.  It  is  a matter  of  cellular  chemistry  and  body- 
fluid  balance  maintenance  and  this  must  be  done 
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early  before  the  case  is  moribund  from  dehydration 
It  is  then  too  late. 

VOMITING  IN  TOXIC  STATES;  AND  WITH 
COUGHING.  Toxic  conditions  such  as  acute  infec- 
tious diseases,  uremia  with  nephritis,  recurrent  cyclic 
vomiting,  or  poisonous  effects  of  medicines  or  chem- 
icals, may  commonly  account  for  vomiting  in  young 
infants  or  children.  There  is  usually  some  metabolic 
disturbance.  Acidosis  vomiting  may  be  associated 
but  care  should  be  exercised  in  the  use  of  alkali  ther- 
apy, as  I have  seen  an  alkalosis  produced  in  the  zeal 
to  overcome  acidotic  vomiting  in  some  toxic  con 
ditions.  The  treatment,  of  course,  is  aimed  at  the 
underlying  cause. 

Vomiting  is  frequently  associated  with  coughing. 
First  we  consider  pertussis.  Having  excluded  whoop- 
ing cough  we  often  find  an  infant  who  vomits  eas- 
ily, expecially  at  night.  In  these  cases,  it  is  my  ex- 
perience that  we  are  dealing  with  a recent  respira- 
tory infection  with  a possible  sinus  infection.  A 
post-nasal  drippage  will  thus  aggravate  the  cough 
and  may  cause  vomiting,  especially  at  night.  I see 
this  quite  often  in  even  small  infants  during  the 
winter  months. 

INTRACRANIAL  CONDITIONS  MAY  CAUSE 
VOMITING.  Some  common  causes  are  meningitis, 
rarely  brain  tumor  or  abscess,  and,  in  certain  cases, 
intracranial  hemorrhage  from  birth  trauma,  and  hy- 
drocephalus. Vc  miting  of  cerebral  origin  is  likely  to 
be  severe  and  projectile  in  type  but  should  not  be 
confused  with  the  projectile  vomiting  already  de- 
scribed in  pydoric  stenosis. 

Of  course  reflex  vomiting  may  occur  from  such 
causes  as  cramming  the  fingers  into  the  mouth  and 
throat,  the  presence  of  worms  in  the  intestinal  tract, 
gagging  on  nipples  that  are  too  long,  etcetera. 

RECURRENT  CYCLIC  VOMITING  occurs  in 
infants  mostly  of  the  run-about  age  and  more  com- 
monly in  older  children.  It  is  generally  accepted  as 
a distinct  clinical  entity.  Attacks  come  on  suddenly 
out  of  a clear  sky  and  are  usually  afebrile.  They  are 
often  diagnosed  as  "biliousness.”  The  symptoms 
may  become  very  alarming  and  necessitate  heroic 
measures  if  uncontrolled.  There  seems  to  be  a meta- 
bolic upset.  The  urine  is  loaded  with  acetone  and 
there  may  be  diacetic  acid,  is  often  scanty  in  vol- 
ume, and  acetone  odor  can  be  smelled  on  the  breath 
or  often  upon  entering  the  room.  Nothing  is  retain- 
ed, not  even  soda  water.  Glucose  acts  specifically". 
It  may  be  given  by  proctoclysis,  intravenously,  or 
intraperitoneally. 

Griffith  recommends  the  use  of  morphine  in  di- 


vided doses  in  extreme  cases  of  vomiting.  I have  had 
no  experience  with  this.  My  personal  reaction  would 
be  to  leave  morphine  out  of  all  therapy  in  infants,  as 
it  may  cause  disaster  in  the  young.  Glucose  and  soda 
can  be  used  by"  rectum  in  the  country  with  success. 
Karo  syrup  will  furnish  the  glucose  needed.  Failing 
in  this,  the  case  may"  have  to  be  hospitalized  or  in- 
travenous 2 5 per  cent  glucose  given,  usually  into 
the  external  jugular.  These  patients  are  usually  on 
a faulty  diet  lacking  in  mineral  bases,  fruits,  and 
vegetables. 

ALLERGY  has  recently  been  found  to  be  a fre- 
quent cause  of  vomiting  in  infants,  especially  the 
artificially  fed.  Baly^eat  calls  attention  to  this  fact, 
citing  cases  in  which  there  was  abdominal  cramping 
pain  and  vomiting.  Greer  has  recently  called  atten- 
tion to  these  symptoms  in  a number  of  difficult 
feeding  cases  and  was  able  to  clear  the  symptoms  by 
removal  of  the  offending  food  from  the  diet.  I make 
it  a rule  to  use  the  skin-scratch  test  on  all  obstinate 
vomiters  to  ascertain  the  possible  allergic  cause  and 
more  than  once  have  found  allergy  to  be  the  cause 
of  vomiting  in  these  infants,  who  are  usually"  of  a 
gastro-enterospastic  or  hypertonic  type,  as  already 
described.  Cow’s  milk,  eggs,  and  wheat  are  common 
offending  causes. 

• SYPHILIS.  Last  but  not  least,  congenital  lues,  as 
in  many"  other  clinical  conditions,  may  be  an  ob- 
scure cause  of  vomiting.  Given  an  infant  who  is 
having  a stormy  feeding  career,  with  persistent,  in- 
tractable or  even  mild  vomiting,  one  should  always 
suspect  congenital  syphilis.  A clinical  case  will 
serve  to  exemplify  this  condition. 

Baby  M.,  age  five  months,  male,  birth  weight  six 
pounds,  two  ounces.  Present  weight  six  pounds 
four  ounces.  Born  at  full  term,  normal  delivery. 
Chief  complaint:  chronic,  vomiting,  projectile  in 
type ; emaciation  and  nothing  agrees,  having  tried 
every  kind  of  a formula;  given  up  to  die.  Physical 
examination  revealed  a pale  emaciated  vomiting  in- 
fant with  snuffles,  enlarged  spleen,  and  a liver  pal- 
pable three  fingers’  breadth  below  the  costal  mar- 
gin, sunken  fontanel  and  dehydrated  skin.  I nat- 
urally suspected  syphilis  and  told  the  mother  my 
suspicion.  Whereupon  the  mother  broke  down  and 
confessed  that  she  had  acquired  syphilis  before 
marriage,  that  she  was  Wassermann  fast,  having 
had  over  $500  worth  of  treatment  by  two  syphilolo- 
gists  in  Oklahoma  and  had  persistently  eight  posi- 
tive Wassermanns.  The  mother  further  stated  that 
she  was  afraid  of  this  (syphilis)  but  would  not  vol- 
unteer her  history  to  several  other  doctors,  showing 
hoav  the  history  has  to  be  drawn  out.  Intensive  anti- 
luetic  treatment  and  observation  over  a three-year 
period  have  apparently  cured  this  case  of  syphilitic 
malnutrition  with  explosive  vomiting.  The  vomiting 
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ceased  after  the  second  injection  of  sulpharsphena- 
mine  with  mercury  rubs. 

CONCLUSIONS 

1.  Vomiting  in  infancy  is  common  and  should 
be  considered  only  as  a symptom. 

2.  The  causes  of  vomiting  are  many  and  may  be 
simple  or  complicated  and  the  cause  should  always 
be  sought. 

3.  A painstaking  differential  diagnosis  will  often 
be  necessary. 

4.  Look  for  the  simplest  thing  first  and  often  a 
simple  feeding  regulation  will  suffice  to  end  the 
vomiting. 

3.  In  pyloric  stenosis  and  abdominal  conditions, 
early  diagnosis  and  surgery  will  save  many  lives. 

6.  Early  attention  to  body  chemistry  and  com- 
bating of  dehydration  in  anhydremia  with  vomiting, 
will  save  many  lives. 
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DISCUSSION 

DR.  C.  F.  MILLIGAN,  Clayton,  N.M.  (opening)  : 
Dr.  Lemmon  has  covered  his'  subject  very  well.  One 
thing  Dr.  Lemmon  mentioned  which  impressed  me 
very  much,  was  to  get  some  adequate  treatment  for 
your  patient  early. 

I remember  that,  when  I first  began  practising 
medicine,  I was  in  the  habit  of  trying  everything 
that  I had  ever  read  or  heard  of.  I never  wanted 
to  call  consultation  until  I had  tried  all  of  these 
things.  After  I had  been  in  practice  a few  years,  I 
changed  my  mind.  If  the  patient  didn’t  respond  to 
the  line  of  treatment  that  was  the  most  successful 
in  my  hands.  I wanted  some  consultation  to  give  me 
seme  help.  Vomiting  in  infancy  must  have  proper 
treatment  and  get  it  early. 

The  general  practitioner  should  use  more  common 
sense  and  less  medicine  in  infantile  vomiting.  The 
common  causes  arc : indegtitle  food,  contaminat- 
ed food,  faulty  formulas,  and  too  frequent  or  ir- 
regular feeding.  Remove  the  cause  and  keep  these 


little  patients  quiet  and  you  will  have  accomplished 
much  in  treatment. 

I have  in  mind  a case  in  which  the  nervous  ele- 
ment in  the  mother  had  much  to  do  with  the  con- 
dition of  the  milk.  Several  years  ago  a woman  came 
to  me  with  her  first  baby.  She  was'  extremely  ner- 
vous and  wasn’t  giving  enough  milk  for  the  child. 
She  had  tried  supplemental  feeding  without  results. 
She  worried  and  cried  a great  deal  because  her 
baby  wasn’t  doing  well.  We  took  the  baby  off  the 
breast  and  instituted  a good  milk  formula,  and  after 
that  both  mother  and  baby  did  well.  She  now  has 
another  baby.  She  is  not  so  nervous  this  time,  and 
her  milk  is  agreeing  with  the  baby. 

New  if  you  can  get  along  by  keeping  the  baby  on 
breast,  do  it;  but  if,  after  a thorough  trial,  you 
are  convinced  that  the  breast  milk  is  at  fault,  do  not 
hesitate  to  change  to  a well-balanced  milk  formula 
with  the  addition  of  ccd-liver  oil  and  orange  or  to- 
mato juice. 

DR.  S.  D.  SWOPE  (El  Paso,  Texas)  : I want  to 
call  attention  to  the  mental  and  nervous  element  in 
this  particular  condition,  which  is  very  much  more 
important  than  most  of  us'  appreciate.  Also,  to  the 
effect  of  birth  injuries  in  the  very  small  infant.  A 
very  small  hemorrhage  in  the  center  brain  may 
make  a very  great  difference  in  the  handling  of  the 
very  young  child.  In  the  South,  along  the  Missis- 
sippi River,  in  the  years  past  we  had  a great  many 
ladies  who  did  not  want  to  nurse  their  children  so 
they  employed  young  negro  girls  for  that  purpose. 
Of  course,  whenever  a steamboat  landed,  which  was 
a great  event  and  a joyous  occasion  in  those  days, 
nearly  all  of  the  children  had  more  or  less  disturb- 
ance in  their  alimentary  canals. 

DR.  J.  W.  HENDRICK  (Amarillo,  Texas)  : Dr. 
Lemmon  is  to  be  commended  for  being  surgical 
minded.  He  is  cne  internist  who  never  temporises 
with  intra-abdominal  surgical  conditions. 

Appendicitis  is  quite  frequent  in  children,  more 
so  than  is  generally  taught.  These  cases  should  be 
operated  early,  as  children  do  not  tolerate  abdom- 
inal conditions  very  well,  unless  they  are  taken  care 
of  promptly.  One  point  I think  is  worthy  of  men- 
tion. In  Vienna,  with  ruptured  appendix  they  do  an 
ileostomy.  In  many  of  those  cases  the  gut  is  com- 
plete'y  closed  by  the  inflammatory  condition,  and 
if  an  ileostomy  is'  not  done,  the  patient  dies  from 
obstruction,  and  not  from  peritonitis,  as  is  so  gen- 
erally thought,  and  by  doing  an  ileostomy  the  pa- 
tient is  saved. 

We  had  one  case  of  gastric  atresia  which  was  op- 
erated for  pyloric  stenosis.  At  operation  we  found 
a marked  hypei'trophy  of  the  circular  fibers  as  is 
found  in  pyloric  stenosis'.  At  autopsy  we  found  a 
complete  atresia  of  the  pylorus. 

We  also  had  a case  of  chronic  gallbladder  in  a 
child  8 years  of  age,  that  was  very  toxic  with  ir- 
regular temperature  and  vomitnig,  which  promptly 
cleared  up  following  the  removal  of  the  gallbladder. 

DR.  LEMMON  (closing)  : Thank  you  very  much 
for  the  discussion.  I enjoyed  Dr.  Milligan’s'  prac- 
tical points  as  to  the  nervous  and  more-or-less  neu- 
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i otic  mothers.  Possibly  allergy  may  have  something 
to  do  with  the  condition.  As'  to  Dr.  Swope’s  point — 
mental  disturbance  in  wet  nurses — of  course,  in  the 
infant,  as  in  the  mother,  this  condition  will  pre- 
cipitate a great  deal  of  trouble.  As  to  surgery,  Dr. 
Hendrick  expressed  my  sentiments  exactly.  While 
I am  more  or  less  for  the  internist,  I am  surgical 
minded  and  if  these  cases  are  pushed  off  on  the  sur- 
geon too  late,  that  puts  surgery  into  disrepute,  es- 
pecially concerning  these  weak  infants.  We  follow 
this  technic  of  ileostomy  and  have  saved  some  lives. 
With  its  use,  the  mortality  rate  can  be  very  mate- 
rially lowered,  and  I want  to  thank  Dr.  Hendrick 
for  his  comments  along  that  line. 


CARCINOMA  OF  THE  RECTUM 


CLAUDE  F.  DIXON,  M.  D„ 
Division  of  Surgery,  The  Mayo  Clinic, 
Rochester,  Minnesota. 


(Read  before  the  New  Mexico  Medical  Society,  at 
its  Fifty-First  Annual  Meeting,  at  Roswell,  N.  M., 
May  18-20,  1933.) 


I have  chosen  to  present  the  subject  of  carcinoma 
of  the  rectum  for  two  reasons:  first,  because,  aside 
from  the  stomach,  the  rectum  of  all  the  remaining 
alimentary  canal  is  the  commonest  site  of  malignant 
lesions;  and  second,  because  the  diagnosis  of  carci- 
noma of  the  rectum  frequently  is  not  made  until 
the  condition  h~s  become  incurable.  Moynihan’s 
statement  that  carcinoma  of  the  rectum  is  the  most 
silent  of  all  growths,  obviously  is  true,  and  affords 
to  some  extent  legitimate  reason  for  delayed  diagno- 
sis. However,  most  victims  of  rectal  carcinoma  pre- 
sent symptoms  sufficiently  characteristic  to  warrant 
a diagnosis  of  the  true  condition  in  a much  higher 
percentage  of  cases. 

The  incidence  of  malignancy  of  the  rectum  is  con- 
siderably higher  among  men  than  among  women,  the 
ratio  being  about  three  to  two.  It  occurs  most  com- 
monly during  the  fifth  and  sixth  decades  of  life. 
Young  persons  are  not  commonly  afflicted,  yet  every 
year  a surgeon  may  see  three  or  four  patients  aged 
less  than  thirty  years  who  are  suffering  from  mal- 
ignant lesions  of  the  rectum.  The  prognosis  in  the 
latter  group,  even  after  radical  removal,  is  extreme- 
ly discouraging. 

The  views  as  to  the  cause  of  malignant  lesions  of 
the  rectum  are  as  varied  as  those  concerning  malig- 
nant lesions  elsewhere  in  the  body.  However,  a few 
facts  are  known  regarding  the  site  of  origin  and  the 
method  of  progress  of  carcinoma  of  the  rectum. 
Most  of  these  lesions  arc  adenocarcinomas.  Those  oc- 


curring in  the  anal  canal  originate  from  the  protec- 
tive tissues  and  are  squamous-cell  epitheliomas.  Many 
carcinomas,  considerably  more  than  was  formerly 
supposed,  originate  in  polypi  of  the  rectal  canal.  It 
is  true  that  many  polypi  of  the  large  intestine  are 
benign,  yet  sections  of  some  polypi  demonstrate  viv- 
idly the  occurrence  of  malignant  degeneration.  Con- 
trary^ to  previous  opinion,  the  process  begins  on  the 
surface  of  the  polyp,  gradually  involves  the  stalk, 
thence  the  submucosa,  and  results  in  true  adenocar- 
cinoma of  variable  degrees  of  virulence.  Robertson 
is  of  the  opinion  that  all  interestinal  polypi  are  po- 
tentially malignant.  What  percentage  of  carcinoma 
of  the  rectum  originates  in  polypi  is  problematic; 
S 0 per  cent  would  seem  to  be  a conservative  esti- 
mate. 

Intestinal  polvpi  are  perhaps  much  more  common 
than  is  generally  believed.  Occasionally  polyposis  of 
the  entire  large  bowel  is  found.  Such  a condition  is 
invariably  hereditary,  and  this  finding  is  becoming 
so  common  that  its  presence  in  one  person  warrants 
investigation  of  other  immediate  members  of  the 
same  family.  Within  the  last  year,  two  members  of 
a family,  mother  and  daughter,  with  diffuse  polypi 
of  the  colon,  came  under  my  observation.  In  such 
cases  malignant  degeneration  occurs  frequently,  and. 
in  many  cases,  early  in  life.  In  1930,  I examined  a 
woman,  aged  twenty-four,  who  complained  of 
"bleeding  from  the  bowel,”  and  polyposis  was  found. 
Proctoscopic  examination  disclosed  definite,  nen 
obstructing  carcinoma  of  the  rectum.  Roentgeno- 
grams disclosed  a deformity  of  the  hepatic  flexure. 
A diagnosis  of  adenocarcinoma  was  made.  I per- 
formed total  colectomy.  There  was  no  metastasis. 
The  patient  continues  to  remain  in  good  health.  Be- 
cause of  the  patient’s  age  the  prognosis  is  guarded. 

ETIOLOGY 

"Napkin-ring”  carcinomas  apparently  originate 
from  the  intestinal  glands.  The  function  of  such 
glands  in  the  large  intestine,  so  far  as  is  known,  is 
solelv  that  of  secreting  mucus.  Adenocarcinomas 
originating  in  this  manner  contain  variable  amounts 
of  mucoid  material  and  are  often  referred  to  as  col- 
loid carcinomas.  Their  cell  structure  is  usually  rath- 
er markedly^  differentiated,  but,  contrary  to  rule, 
the  lesions  may  be  quite  malignant. 

Irritation  as  a factor  in  the  etiology  of  carcinoma 
of  the  rectum  has  been  widely  discussed,  and  irrita- 
tion from  contents  cf  the  rectum  has  been  mention- 
ed as  a possible  and  likely  cause.  Yet,  when  one  real- 
izes that  the  fecal  content  is  actually  stored  in  the 
sigmoid  and  not  in  the  rectum,  the  fallacy  of  such 
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cause  is  apparent.  If  irritation  were  a pertinent  fac- 
tor in  the  causation  of  carcinoma  of  the  rectum,  it 
would  be  reasonable  to  assume  that  the  anus  would 
be  the  most  common  site  of  the  lesion,  but,  as  a mat- 
ter of  fact,  the  reverse  is  true. 

Broders’  method  of  determining  the  virulence  of 
malignancy,  which  is  familiar  to  the  medical  world, 
is  dependent  on  the  degree  of  differentiation  of  the 
malignant  cells:  the  more  the  cells  are  differentiated, 
the  less  malignant  is  the  growth.  This  method  is  of 
inestimable  value  in  the  treatment  and  prognosis  of 
malignancy. 

SYMPTOMS 

Although  symptoms  of  carcinoma  of  the  rectum 
vary  considerably,  they  are  extremely  important. 
As  previously  stated,  symptoms  do  not  appear  early 
in  the  disease  in  certain  cases.  However,  this  does 
not  excuse  neglecting  to  investigate  such  cases,  even 
if  the  symptoms  are  only  suggestive  of  rectal  carci- 
noma. Bleeding  from  the  rectum  is  the  most  com- 
mon sign  of  rectal  carcinoma.  True,  it  is  also  a sign 
of  other  disturbances  and  is  not,  so  far  as  can  be  elic- 
ited from  the  patient,  present  in  all  cases  of  carci- 
noma of  the  rectum.  Suffice  it  to  say  that  a patient 
complaining  of  bleeding  from  the  rectum  deserves 
most  careful  differential  examination.  Recently  I op- 
erated on  two  patients  with  rectal  carcinoma;  their 
only  complaint  was  bleeding.  Each  had  been  operat- 
ed  on  three  times  during  the  previous  year  because 
of  "piles.”  A digital  examination  of  the  rectum  was 
all  that  was  necessary  to  establish  a correct  diagno- 
sis. At  least  2 5 per  cent  of  patients  suffering  from 
carcinoma  of  the  rectum  are  treated  primarily  for 
hemorrhoids.  Irregularity  of  bowel  habit  is  also  a 
significant  symptom.  The  patient  with  a growth  in 
the  rectum  often  complains  of  the  small  caliber  of 
the  stool,  and  diarrhea  or  pseudodiarrhea  is  not  un- 
common. The  stool  is  often  loose  when  the  lesion  is 
producing  rather  marked  obstruction,  and  consists 
mainly  of  blood  and  mucus.  In  such  instances  a di- 
agnosis of  colitis  is  frequently  made. 

Pain  is  not  a common  symptom  unless  the  disease 
is  well  advanced.  This  is  easily  understood  if  one  re- 
calls that  the  rectum  has  no  nervous  mechanism 
capable  of  transmitting  pain.  When  the  structures 
surrounding  the  rectum,  that  is,  the  bladder,  pros- 
tate gland,  and  seminal  vesicles,  become  involved  by 
i he  malignant  process,  the  patient  complains  of  pain. 

METHOD  OF  EXAMINATION 

It  has  been  stated  that  an  important  function  of 
the  consulting  physician  is  to  examine  the  rectum.  It 
is  true  that  all  carcinomas  of  the  rectum  and  most 
of  those  in  the  rectosigmoid  can  be  felt,  at  least,  if 


a careful  digital  examination  of  the  rectum  is  made. 
After  a little  experience,  the  physician  can  detect  a 
malignant  lesion  by  palpation,  with  surprising  ac- 
curacy. If  a mass  is  felt  in  the  rectum,  a procto- 
scopic examination  should  always  be  made;  this  af- 
fords observation  of  the  tumor  grossly.  During  such 
examination  a specimen  can  be  easily  removed  for 
microscopic  study.  The  experienced  proctologist  can 
determine  accurately  whether  a tumor  of  the  rectum 
is  malignant.  When  a malignant  growth  of  the  rec- 
tum is  visualized  through  the  proctoscope,  it  invari- 
ably presents  the  following  characteristics:  (1)  usu- 
all-r  only  one  lesion  is  present,  the  edges  of  which 
are  well  circumscribed,  the  central  portion  is  usual- 
ly hallowed  out,  and  (2)  as  a rule  the  surrounding 
mucous  membrane  appears  healthy. 

TREATMENT 

Obviously,  the  best  treatment  for  carcinoma  of 
the  rectum  is  clean  and  complete  removal  of  the  dis- 
eased segment.  Many  surgical  procedures  have  been 
adopted,  and  almost  as  many  opinions  prevail  as  to 
which  is  the  better  method.  If  one  can  imagine  a 
single  polyp  in  the  rectum  in  which  the  surface  only 
barJy  shews  signs  of  malignant  degeneration,  it 
seems  logical  that  a minor  operative  procedure  would 
effect  cure.  Unfortunately,  such  an  ideal  case  is  not 
often  presented  for  treatment.  Usually  the  process 
is  much  farther  advanced,  so  much  so  in  certain  in- 
sf  nees  that  only  temporary  relief  can  be  given. 

Posterior  resection  of  the  rectum  antedated  by 
permanent  colcstomy  has  effected  cure  in  many  cas- 
es. This  major  procedure  can  be  carried  out  with  a 
compara  ively  low  mortality  rate.  During  1932, 
seventy-nine  such  operations  were  performed  at  the 
Mayo  Clinic  with  three  deaths,  a mortality  of  4 
per  cent.  Many  of  these  patients  were  aged  more 
than  seventy  years,  and  besides  carcinoma  of  the  rec- 
tum, they  had  other  concomitant  organic  disease. 

Abdominoperineal  resection  for  carcinoma  of  the 
rec'um  is  more  radical  than  posterior  resection.  It 
therefore  entails  a higher  morbidity  and  a higher 
mortality.  Posterior  resection  is  unquestionably  jus- 
tifiable in  many  cases,  however;  more  particularly  if 
the  grow.h  involves  the  rectosigmoid,  if  the  patient 
is  young,  and  if  the  grade  of  malignancy  is  compar- 
atively high.  This  procedure  is  best  suited  to  the 
slender,  asthenic,  wiry  type  of  patient.  A patient 
aged  sixty-five  or  seventy-five  years,  with  carcinoma 
in  the  rectum  or  low  in  the  rectosigmoid,  graded  not 
higher  than  3,  may  be  satisfactorily  treated  by  per- 
manent colostomy  followed  by  radical  posterior  re- 
section. 

For  growths  in  the  lower  part  of  the  rectum  and 
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for  those  in  the  anal  region,  the  Quenu-Tuttle  or 
Harrison-Cripps  operation  is  often  satisfactory.  In 
these  procedures,  the  sphincters  are  sacrificed,  which 
means  that  the  malignant  area  is  removed  and  a sa- 
cral anus  established.  Even  in  the  absence  of  the 
anal  sphincters,  many  of  the  patients  get  along  satis- 
factorily without  abdominal  colostomy.  The  control 
of  bow.l  excrement  in  such  a case  is  dependent  on 
the  formation  of  scar  tissue,  on  the  contraction  of 
the  gluteal  muscles,  and  on  prolapse  of  the  mucous 
membrane.  The  latter  forms  a sort  of  a valve  and 
aids  the  patient  greatly  in  controlling  the  bowel. 

In  order  to  avoid  permanent  colostomy,  various 
procedures  have  been  carried  out.  For  example,  many 
growths  situated  in  the  median  portion  of  the  rec- 
tum may  be  removed  as  a segmental  resection,  the 
ends  of  the  bowel  being  reunited.  Obviously,  this  is 
not  a radical  procedure  and  there  is  like  to  be  recur 
lvnce  unless  the  cases  are  carefully  selected.  Grey 
Turner  has  performed  segmental  resection  of  the  rec- 
tum in  seventeen  cases  in  the  last  seventeen  years. 
There  were  no  surgical  deaths  in  this  group  and  no 
serious  complications.  Only  fourteen  of  the  growths 
were  malignant.  There  were  six  recurrences.  One 
patien"  died  three  years  after  operation  without  evi- 
dence of  recurrence.  Seven  patients  are  alive  and 
well  at  periods  of  from  five  to  twelve  and  a half 
years  following  operation. 

During  the  last  three  and  a half  years,  at  the  sug- 
gestion of  Dr.  Logan,  I have  carried  out  conserva- 
tive procedures  in  several  carefully  selected  cases  of 
carcinoma  of  the  rectum.  By  conservative  pro- 
cedure I mean  one  in  which  the  normal  function  of 
the  rectum  is  preserved.  The  criteria  on  which  the 
selection  of  cases  for  such  treatment  depends,  are: 
a movable  growth  involving  only  a portion  of  the 
wall  cf  the  bowel  and  of  a grade  of  malignancy  not 
higher  than  2.  Radium,  supplemented  by  roentgen 
rays,  is  used.  The  patient  is  then  dismissed  with  in- 
structions to  return  in  two  months.  If  at  that  time 
the  growth  has  receded  in  size  at  least  half,  a con- 
servative type  of  operation  is  justifiable.  The  effect 
of  radium  on  certain  malignant  conditions  of  the 
rectum  has  been  observed  as  follows:  there  is  marked 
dissemination  of  the  nuclear  elements  of  the  carci- 
nomatous cell,  and  in  general  pronounced  disintegra- 
tion has  occurred,  so  that,  in  certain  cases  of  carci- 
noma in  which  radium  has  been  used,  a section  of 
the  remaining  tissue  shows  a more-or-less  homo- 
geneous mass  of  debris. 

I wish  to  emphasize  my  statements  regarding  the 
conservative  type  of  operation  for  carcinoma  of  the 
reCum.  This  procedure  must  be  carried  out  in  se- 


lected cases,  and  it  is  not  by  any  means  advocated  as 
a general  therapeutic  measure.  The  cases  of  rectal 
carcinoma  in  which  I have  used  radium  and  roent- 
gen rays  preoperatively,  have  thus  far  afforded  sat- 
isfactory results.  In  some  cases  the  segment  of  bowel 
after  such  treatment  has  shown  nothing  more  than 
an  excavated  ulcerated  area.  In  two  cases  no  evi- 
dence of  the  previous  growth  could  be  found.  In 
many  others,  the  malignancy  has  been  hardly  dis- 
cernible in  the  segment  of  bowel  removed.  In  carry- 
ing out  such  a procedure  the  patient  is  not  afford- 
ed the  opportunity  of  abdominal  exploration,  such  as 
is  done  during  the  process  of  colostomy.  On  the  oth- 
er hand,  even  if  metastasis  was  present  in  such  a 
case,  the  type  of  procedure  carried  out  would  give 
the  patient  a more  comfortable  existence.  If  there 
is  no  lymphatic  involvement  and  the  patient  has  re- 
sponded well  to  preoperative  treatment,  I believe 
good  results  can  be  obtained.  The  type  of  procedure 
to  be  carried  out  in  carcinoma  of  the  rectum  should 
be  dependent  on  the  age  and  physical  condition  of 
the  patient,  and  the  virulence  and  size  of  the 
growth. 

Most  patients  regard  permanent  colostomy  with 
horror.  When  it  is  inevitable,  great  care  should  be 
exercised  in  explaining  to  the  patient  how  the  arti- 
ficial anus  can  be  cared  for  properly.  Unquestion- 
ably, with  the  patient’s  cooperation,  regulation  of 
diet,  and  so  forth  a permanent  colostomy  can  be 
cared  for  so  satisfactorily  that  it  will  prove  of  little 
inconvenience.  However,  it  should  be  determined 
carefully  whether  a growth  in  the  rectum  can  be 
cleanly  and  satisfactorily  removed  by  some  of  the 
foregoing  methods,  with  establishment  of  a perma- 
nent colostomy. 

RESULTS  OF  TREATMENT 

The  morbidity  and  mortality  following  operations 
on  the  colon  in  the  last  few  years  has  been  markedly 
reduced  by  a careful  preoperative  regimen.  The  pa- 
tient is  hospitalized  for  four  or  five  days  before  op- 
eration. A nonresidue  diet  high  in  carbohydrates  is 
given.  Rectal  irrigations  are  carried  out  twice  daily, 
and  if  obstruction  is  marked,  a mild  laxative  is  giv- 
en. Three  days  before  operation,  intraperitoneal  vac- 
cine is  given,  in  an  effort  to  guard  against  postoper- 
ative peritonitis.  This  vaccine  is  prepared  by  isolat- 
ing organisms  which  have  proved  fatal  in  cases  of 
peritonitis  following  operations  on  the  large  intes- 
tine It  consists  of  streptococci  and  colon  bacilli. 
As  a result  of  such  preparation,  the  mortality  from 
peritonitis  in  posterior  resection  of  the  rectum,  in 
which  operation  the  peritoneal  cavity  is  invariably 
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opened,  has  decreased  in  the  Mayo  Clinic  from  1 0 
per  cent  in  1928  to  1 per  cent  in  1932. 

COMMENT 

T he  eradication  of  carcinoma  of  the  rectum,  un- 
like that  of  malignant  lesions  in  other  organs  of  the 
body,  is  dependent  on  early  diagnosis.  The  diagno- 
sis of  intra-abdominal  malignancy  is  dependent  for 
the  most  part  cn  careful  examination  and  expert 
roentgenographic  study.  The  diagnosis  of  carcinoma 
of  the  rectum  is  dependent  for  the  most  part  on 
only  one  procedure,  and  that  is  digital  examination 
of  the  rectum,  which  should  be  a routine  procedure 
in  every  cme  in  which  a general  examination  is 
made,  cr  in  which  symptoms  are  suggestive  of  rec- 
tal disorder.  This  obviously  requires  no  special 
equipment.  I believe  the  general  practitioner  is 
largely  responsible  for  the  discovery  of  early  carci- 
noma of  the  rectum. 

DISCUSSION 

DR.  JOHN  T.  MOORE,  Houston,  Texas  (open- 
ing) : It  has  been  a real  pleasure  to  me  to  see  and 
hear  a presentation  of  this  subject  by  Dr.  Dixon. 
There  are  so  many  things  one  feels  like  saying  in 
appreciation  of  the  splendid  work  that  has  been 
done  for  many  years  in  the  Mayo  Clinic  before 
groups  of  enthusiastic  young  men  who  have  gone 
into  this  study  and  are  now  doing  splendid  work. 
I have  had  the  pleasure  of  hearing  Dr.  F.  H.  Ran- 
kin, formerly  of  that  Clinic,  now  of  Lexington,  Ky. 

At  one  time  I had  about  decided  on  a definite 
program  to  follow  in  this  line  of  work  on  cancer  of 
the  rectum.  It  is  like  seeing  a man  demonstrate  a 
particular  type  of  machine  or  instrument.  He  has 
learned  to  do  it  so  well  that  you  go  away  feeling 
that  you  should  have  bought  that  machine,  and  then 
you  go  farther  and  hear  a man  telling  the  other 
side  of  the  case  and  you  feel  he  does  it  so  well  that 
you  ought  to  take  his  type  of  car. 

I have  tried  to  decide  during  the  last  few  years 
whether  to  adopt  the  one-stage  procedure  as  sug- 
gested in  the  discussion,  or  whether  to  do  this  pro- 
cedure in  two  stages,  as  was  presented.  Dr.  Lahey 
of  Boston,  whom  you  all  know,  has  presented  a tech- 
nic which  I have  felt  is  fine.  I think  the  decision 
whether  or  not  to  do  the  operation  in  one  or  two 
stages  must  be  determined  by  the  individual  oper- 
ator’s skill  and  speed.  We  have  a distinct  feeling 
that  the  time  element  is  important  in  any  operation 
for  cancer,  particularly  in  these  radical  procedures 
of  the  rectum  and  lower  colon,  which  need  to  have 
good  work  done  and  to  have  it  done  as  speedily  as 
possible.  If  you  can  cut  down  your  operating  time 
and  do  your  work  just  as  well,  we  have  a feeling 
your  mortality  is  bound  to  come  down.  In  the  Mayo 
group,  in  the  technic  followed  by  them  so  well,  they 
have  emphasized  some  of  the  important  things 
W'hich  have  dropped  their  mortality  to  a low  point. 
They  mention  the  preparation  of  the  patient  and 


emphasize  the  substitution  cf  a hydrocarbon  diet 
in  place  of  the  protein  diet.  I think  this  has  a great 
deal  to  do  in  the  success  of  these  cases.  I have  had 
no  experience  myself  in  the  use  of  vaccine,  but  we 
have  the  impression  ar.d  feeling  that  this  has  been 
a distinct  contribution  to  the  success  of  this  opera- 
tion. As  we  know  infec'ion,  various  types  of  infec- 
tion, and  particularly  that  infection  giving  a peri- 
tonitis, take  away  a larger  number  cf  cases,  espe- 
cially when  in  the  hands'  of  experienced  men.  So, 
if  a vaccine  is  used  which  will  build  up  a tolerance 
fur  these  infecting  organisms  such  as  the  strepto- 
coccus and  the  colon  bacillus  infection,  this  must  be 
a distinct  advance. 

In  regard  to  colostomies,  many  patients  tell  me 
(hey  would  rather  die  than  have  a colostomy.  We 
have  been  in  the  habit  of  calling  on  some  of  our 
friends  who  have  had  permanent  colostomies,  to 
talk  with  prospective  patients,  as  a number  of  our 
colostomy  patients'  tell  us  they  get  along  just  about 
as  well  with  the  colostomy  as  they  did  before.  It  is 
a little  trouble,  of  course,  and  some  time  must  be 
taken  to  get  the  bowels  regulated  and  controlled, 
but  if  you  can  sell  the  idea  to  the  patients,  they  can 
many  times  have  the  opportunity  to  live  a long  and 
useful  life,  and  live  it  in  comfort.  We  have  an  old 
lady  now,  over  70,  who  refuses  to  have  any  opera- 
tive work  done.  We  introduced  radium  into  the 
growth  and,  so  far  as  we  are  able  to  tell  now,  after 
a year  and  a half,  the  tumor,  which  was  near  and 
involved  the  sphinc  er,  is  well.  We  advised  her  to 
take  deep  x-ray  therapy,  feeling  there  might  be 
some  metastases,  but  she  refused.  The  outcome  is 
doubtful  in  her  case  Our  experience  has  been  rath- 
er limited  in  the  use  of  radium  in  this  type  of 
growth.  I do  not  care  to  be  thought  a crank,  ad- 
vocating something  not  practicable,  but  we  do  be- 
lieve that,  after  a radical  removal  of  the  breast  and 
axillary  glands,  the  transplantation  of  radium  at 
strategical  points  will  cure  a larger  number  of  pa- 
tients than  is  possible  by  the  operation  alone.  Those 
of  you  who  have  had  experience  with  radium  know 
that,  if  you  miss  any  of  the  glands  when  removing 
hemorrhoidal  vessels  and  glands,  you  may  miss  some 
of  the  carcinoma-infected  glands.  By  proper  doses 
of  radium  over  a length  of  time,  those  glands  would 
be  held  in  check,  and  a permanent  result  would  be 
obtained. 

DR.  J.  W.  HENDRICK  (Amarillo,  Texas)  : Dr. 
Dixon  gave  an  excellent  discussion  of  this  subject. 
The  remarks  of  Dr.  Moore  were  of  importance.  The 
important  thing,  I think,  in  the  management  of 
lectal  tumors  is  an  early  diagnosis,  and  that  can 
be  facilitated  by  putting  on  a glove  and  making  a 
rectal  examination.  Especially  should  this  be  done 
if  there'  is  a history  of  “rectal  trouble,”  and  with 
people  who  are  of  the  cancer  age.  If  you  will  put 
your  finger  in  enough  rectums,  you  will  soon  learn 
to  ascertain  if  any  abnoimiality  is  present. 

Cancer  of  the  rectum  is  not  limited  to  old  people. 
I have  recently  resected  an  adenocarcinoma  in  a 
girl  twenty-two  years  of  age;  and  some  time  ago  I 
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saw  a girl  eleven  years  of  age  with  an  adenocar- 
cinoma of  the  rectosigmoid. 

Any  history  of  rectal  bleeding  or  irregularity  in 
the  bowel  movements  (constipation  or  diarrhea) 
should  be  carefully  investigated.  However,  bleeding 
maj  be  a late  manifestation,  as  ulceration  of  the 
mucosa  must  take  place  before  it  is  present. 

Pain  is  a very  inconstant  symptom  if  the  growth 
is  above  the  pectinate  line,  as'  that  part  of  the  rec- 
tum is  supplied  with  only  sympathetic  nerve  fibers. 
However,  if  the  growth  is  very  large  and  infiltrates 
into  adjacent  organs,  there  may  be  a heavy  dull 
pain  in  the  lower  pelvis  and  sacral  regions.  If  the 
growth  involves  the  anus,  excruciating  pain  will  be 
observed  from  the  beginning.  If  on  examination 
polypi  are  found,  they  should  be  removed  at  any  age 
or  at  any  time,  as  they  are  premalignant. 

The  method  of  removal  advocated  by  Dr.  Dixon 
is  good,  as  is  shown  by  their  results;  but  I believe 
that  we  should  individualize  each  case  and  apply 
whatever  method  will  take  care  of  that  particular 
case.  The  two-slage  abdominoperineal  method  de- 
veloped by  Dr.  Frank  Lahey,  is  very  practical,  espe- 
cially in  handling  the  colostomy.  The  advantage  of 
his  method  is  that  as  much  time  can  elapse  between 
the  primary  and  secondary  operation  as  the  sur- 
geon desires  in  which  to  build  up  the  patient.  The 
lower  segment  of  bowel  can  be  irrigated  with  anti- 
septics during  the  preparation,  and  it  will  be  clean 
and  empty.  Also,  the  surgeon  is  working  away 
from  an  infected  colostomy. 

Dr.  Dixon  said  that  22  per  cent  of  the  malignan- 
cies of  the  gastro-intestinal  tract  occurred  in  the 
rectum,  and  that  65  per  cent  were  inoperable  when 
they  came  to  the  clinic.  That  should  emphasize  the 
fact  that  there  has'  been  a “let  down”  in  the  exam- 
ination of  patients,  for  the  rectum  is  a place  where 
a growth  can  be  seen  and  felt. 

If  these  tumors  are  found  earlier,  something 
worth  while  can  be  done  for  the  patient. 

DR.  J.  W.  CATHCART  (El  Paso,  Texas):  I 
should  like  to  ask  if  Dr.  Logan’s  cases  are  operated 
later. 

DR.  DIXON  (closing)  : I particularly  appreciate 
the  discussion  of  this  subject  by  the  older  contem- 
porary surgeons.  I more  than  enjoyed  the  discus- 
sion by  Moore,  Cathoart,  and  Hendrick.  Where  a 
permanent  colostomy  is  necessary,  I think  it  is  im- 
portant to  discuss  the  operation  in  detail  with  the 
patient  and  emphasize  that  a permanent  colostomy 
can  be  cared  for  wihout  interfering  to  any  large  ex- 
tent with  the  normal  activities  of  the  individual. 
In  those  cases  of  carcinoma  of  the  rectum  where 
radium  has  been  used,  resection  has  almost  invari- 
ably followed.  As  Dr.  Hendrick  has  suggested,  rec- 
tal examination  as  a routine  procedure  cannot  be 
emphasized  too  strongly. 
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(Read  before  the  New  Mexico  Medical  Society,  at 
its  Fifty-First  Annual  Meeting,  at  Roswell,  N.  M., 
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In  1916  F.  d’Herelle  discovered  the  phenomenon 
of  bacteriophagy,  which,  with  the  closely  related 
phenomena  that  we  are  pleased  to  include  under  the 
term  microbic  dissociation,  has  so  completely  altered 
many  of  our  bacteriological  and  immunological  con- 
cepts that  we  are  at  the  present  time  faced  with  the 
necessity  of  completely  rebuilding  our  system  of 
bacteriological  philosophy.  The  busy  practising 
physician  realizes  little  of  what  is  being  done  in 
countless  research  laboratories  at  the  present  mo- 
ment. Hours  of  your  time  could  be  consumed  with 
a bare  outline  recital  of  the  many  unique  observa- 
tions that  have  led  to  new  concepts  and  theories. 
Many  of  these  will  undoubtedly  be  proved  false  as 
new  observations  and  experimental  data  are  accumu- 
lated. Enough  is  established,  however,  to  open  the 
door  so  that  we  may  view  future  possibilities  with 
sufficient  clearness  to  see  that  most  of  our  old 
ideas  concerning  infection  and  the  resistance  to  in- 
fection must  be  discarded  and  that  rational  ex- 
planations will  take  the  place  of  much  that  has  been 
explained  by  highly  fanciful  theorizing  and  much 
that  has  heretofore  remained  mystery. 

Ultramicroscopic  destructive  parasites  of  the  bac- 
terial cell,  changes  of  bacterial  strains  from  virulent 
to  avirulent  and  back  again,  bacterial  life  cycles 
more  complex  than  any  life  cycles  of  higher  animals 
or  plants,  filtrable  and  invisible  forms  of  non-fil- 
trable  and  visible  bacteria,  bacteria  with  nuclei,  male 
and  female  bacteria  with  sexual  conjugation  as  one  of 
their  functions,  genetic  relationships  between  what 
we  have  thought  to  be  widely  separated  bacterial 
forms,  and  a host  of  other  just  as  revolutionary  ex- 
amples, make  the  science  of  bacteriology  during  the 
present  and  future  one  of  the  most  fascinating  of 
the  sciences.  It  is  much  too  soon  to  foretell  with 
any  degree  of  accuracy  just  what  the  ultimate  prac- 
tical results  of  these  numerous  studies  will  be.  To 
the  physician  whose  paramount  interest  is  combating 
di:ease  daily  and  in  a practical  manner,  there  are  al- 
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ready  results  that  command  interest.  These  results 
are  widely  reported  in  the  literature.  Most  of  them, 
however,  have  been  confined  to  journals  of  narrow 
distribution  or  to  foreign  journals  and  have  not,  as 
a consequence,  reached  the  great  bulk  of  American 
doctors.  It  is  not  my  purpose  to  recite  these  results 
frcm  the  literature,  nor  to  recite  the  details  of  the 
numerous  tedious  but  fascinating  laboratory  experi- 
ments that  have  been  the  necessary  accompaniment 
of  the  clinical  material  to  follow,  but  to  give  you 
my  own  experience  with  bacteriophage  therapy  in  in- 
fectious diseases. 

Bacteriophage  is  a lytic  principle  characterized  by 
several  very  unique  properties.  The  chief  of  these  is 
that  it  has  the  capacity  to  reproduce  itself.  Its  oth- 
er properties  are  so  well  in  accord  with  those  usually 
postulated  as  belonging  to  living  things  that  it  has 
been  thought  to  be  a living  parasite  of  bacteria.  For 
practical  purposes  we  may  accept  that  it  has  the 
capacity  to  destroy  bacteria  and  that  it  is  amenable 
to  careful  laboratory  control.  Bacteriophage  is  pre- 
pared bv  subjecting  a young  bacterial  culture  in  a 
fluid  medium  to  the  action  of  some  substance  that  is 
suspected  of  having  a natural  bacteriophage  present, 
such  as  feces,  sewage,  old  pus,  or  old  bacterial  cul- 
tures. 

After  an  incubation  period  at  the  appropriate  tem- 
perature, the  mixture  is  filtered  through  one  of  the 
bacterial  filters  and  a portion  of  the  filtrate  is  add- 
ed to  a second  young  culture.  This  process  is  repeat- 
ed until  the  characteristic  lytic  phenomenon  of  bac- 
teriophage is  obtained.  This  consists  of,  first,  a 
period  of  rapid  growth  of  the  bacterium,  which  re- 
sults in  clouding  of  the  medium;  and,  second,  a rap- 
id dissolution  of  the  bacterial  cell,  which  results  in 
the  restoration  of  the  original  limpid  character  of 
the  fluid.  This  is  then  filtered  and,  after  appropri- 
ate incubation  to  test  the  sterility,  the  filtrate  is 
ready  for  use.  Significant  in  this  process  is  the  fact 
that  the  serial  filtrations  and  lysis  of  fresh  young 
cultures  may  be  continued  indefinitely  and  that  with 
strong  bacteriophages  as  little  as  one  billionth  of  a 
cubic  centimeter  is  all  of  the  filtrate  that  is  needed 
to  reproduce  the  characteristic  lysis.  Bacteriophages 
have  been  found  that  are  active  against  a great  many 
of  the  pathogenic  organisms,  and  the  literature  is 
full  of  such  reports. 

The  next  very  significant  fact  in  regard  to  bac- 
teriophage is  its  distribution  in  nature.  It  is  found 
in  abundance  only  where  bacteria  are  found.  A cor- 
ollary of  this  is  that  in  the  case  of  the  pathogenic  or- 
ganisms it  may  be  isolated  from  the  human  body 


only  after  the  process  of  recovery  from  infection 
has  begun.  The  natural  inference  is  that  the  bac- 
teriophage appears  in  the  human  body  as  a factor  in 
the  natural  recovery  from  infectious  diseases.  This 
has  been  demonstrated  conclusively  for  the  bacterio- 
phages active  against  the  organisms  of  dysentery  and 
typhoid,  and  to  a less  conclusive  degree  for  infec- 
tions by  the  pyogenic  cocci.  Thus  in  summary  we 
see  that  the  bacteriophage  is  an  ultramicroscopic  fil- 
trable  principle  having  the  capacity  to  completely 
destroy  bacteria,  with  the  ability  to  reproduce  itself ; 
and  that  it  appears  in  nature  as  one  of  the  factors 
in  natural  recovery  from  infectious  disease. 

What  could  be  more  natural  than  that  this  prin- 
ciple was,  soon  after  its  discovery,  used  as  a thera- 
peutic agent.  To  give  even  a hasty  sketch  of  the 
numerous  trials  in  this  direction  in  a wide  variety 
of  infectious  diseases,  would  take  too  long  to  include 
in  this  paper.  Rather,  I will  summarize  my  personal 
experiences  in  a selected  group  of  conditions  and 
give  my  impression  as  to  its  value  as  a therapeutic 
agent. 

BACILLARY  DYSENTERY 

Bacillary  dysentery  of  the  Shiga  type  was  the  first 
disease  in  which  bacteriophage  was  used.  Because, 
in  the  community  in  which  my  work  was  done, 
Shiga  dysentery  was  a comparatively  small  part  of 
the  bacillary  dysentery  present,  my  experience  with 
this  condition  has  been  limited  to  only  three  cases. 
Two  cases  were  brought  into  the  hospital  from  a 
plantation  in  Mississippi.  Both  were  in  the  terminal 
stages  of  the  disease,  both  were  given  bacteriophage 
by  mouth,  both  terminated  fatally.  The  mother  of 
these  two  children  developed  the  disease  while  they 
were  in  the  hospital.  As  soon  as  the  diagnosis  of  the 
condition  was  made,  bacteriophage  therapy  was  in- 
stituted. One  dram  doses  were  given  by  mouth  at 
two-hour  intervals.  The  patient’s  condition  had  re- 
turned to  normal  after  forty-eight  hours. 

During  two  summers  in  cooperation  with  the  pedi- 
atricians of  Memphis,  Tenn.,  bacteriophage  therapy 
was  used  in  about  sixty-six  cases  of  Flexner  and  Hiss 
dysentery.  These  infections  rarely  result  fatally,  so 
that  the  mortality  rate  was  not  a valuable  index  of 
the  efficacy  of  the  treatment.  Also,  due  to  the  con- 
ditions of  the  experiments,  it  was  impossible  to  ob- 
tain accurate  data  in  regard  to  the  duration  of  the 
illness.  It  was  the  very  marked  impression  of  the 
clinicians,  however,  that  the  patients  treated  with 
the  b’eteriophage  were  much  less  toxic  and  the 
symptoms  lasted  for  a much  shorter  time  than  with 
the  patients  who  received  the  conventional  treat- 
ment. 
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TYPHOID  FEVER 

In  a series  of  eighteen  bacteriologically  proved 
cases  of  typhoid  fever,  bacteriophage  therapy  was 
employed.  In  this  case  the  phage  was  administered 
intravenously  in  doses  of  one  cubic  centimeter.  In 
nine  of  these  cases  the  results  were  negative.  No 
evidence  was  secured  that  the  phage  had  affected 
the  patient  one  way  or  another.  In  the  remaining 
nine  cases,  however,  the  results  were  so  startling  as 
to  leave  no  doubt  that  bacteriophage  should  be  one 
of  the  standard  agents  in  combating  this  disease.  In 
all  nine  cases  the  course  of  events  was  much  the 
same.  After  blood  cultures  had  proved  the  disease, 
one  cubic  centimeter  of  bacteriophage  was  given  in- 
travenously. In  about  fifteen  to  thirty  minutes,  the 
patient  had  a chill  that  lasted  for  about  one  hour. 
None  of  these  were  alarming,  however,  and  in  the 
course  of  several  hours  the  temperature  had  dropped 
to  normal.  Several  of  these  cases  required  no  fur- 
ther therapy,  the  others  required  a repetition  of  the 
injection  on  the  following  day.  In  not  a single  one 
of  the  nine  was  there  any  elevation  of  the  tempera- 
ture after  seventy-two  hours  following  the  first  in- 
jection. In  six  of  the  nine  cases,  the  therapeutic 
trial  occurred  within  the  first  two  weeks  of  the  dis- 
ease, and  in  all  six  cases  convalescence  was  so  prompt 
that  the  patients  were  going  about  their  customary 
routine  within  five  days  after  the  first  injection. 
Certainly,  any  agent  that  is  capable  of  so  promptly 
terminating  favorably  a disease  as  protracted  in  its 
course  as  typhoid  fever,  even  though  in  only  50  per 
cent  of  the  cases,  is  well  deserving  of  more  wide- 
spread use.  Some  of  these  typhoid  cases  presented  a 
curious  paradox  when  viewed  in  the  light  of  the 
postulation  that  for  a bacteriophage  to  be  thera- 
peutically active  it  must  be  proved  capable  of  pro- 
ducing lysis  in  the  test  tube. 

In  each  of  the  eighteen  cases,  the  organism  that 
had  been  isolated  from  the  blood  stream  was  sub- 
jected to  the  action  of  the  bacteriophage  in  the 
test  tube.  Curiously,  some  of  the  strains  that  proved 
to  be  the  most  susceptible  to  phagic  action  in  the 
laboratory  proved  to  be  highly  resistant  in  the  pa- 
tient. More  curious  still  was  the  fact  that  several 
of  the  strains  of  bacteria  that  were  entirely  resistant 
to  experimental  lysis,  were  isolated  from  patients 
who  made  the  most  prompt  recoveries  following  in- 
jection of  bacteriophage.  Strains  of  antityphoid 
bacteriophage  are  generally  not  active  against  many 
strains  of  the  typhoid  bacillus,  so  that  to  secure  the 
maximum  benefit  from  its  use  there  should  be  avail- 
able as  many  as  possible  potent  strains  of  antityphoid 
phage. 


BACILLUS  COLI  INFECTIONS 

The  colon  bacillus  is  highly  heterogeneous  in  re- 
spect to  its  response  to  phagic  action.  Many  strains 
of  anti-coli  phage  are  limited  in  activity  to  only  one 
or  two  strains  of  the  organism.  For  this  reason  it  is 
much  more  difficult  to  secure  a phage  for  any  par- 
ticular infection  than  with  many  other  organisms. 
A few  cases  of  colon  bacillus  infection  were  found, 
however,  which  were  caused  by  strains  that  were  sus- 
ceptible to  the  coli  phage  that  was  available.  In  each 
of  these  it  was  apparent  that  the  phage  therapy  was 
highly  efficient.  One  of  these  cases  was  a perirec- 
tal abscess  which  had  resisted  for  four  weeks  the  best 
efforts  of  the  attending  physician.  Phage  was  in- 
stilled into  the  abscess  cavity  and  within  twenty- 
four  hours  the  drainage  was  greatly  diminished,  and 
within  forty-eight  hours,  it  had  completely  ceased. 

URINARY  INFECTIONS 

My  experience  with  urinary  tract  infections  has 
al  o been  limited.  Only  one  outstanding  case  is  in 
the  series.  It  suffices  at  least  to  indicate  the  possibil- 
ities. 

A patient  recovering  from  typhoid  fever  develop- 
ed a violent  cystitis.  Cultures  of  the  urine  showed 
a mixed  infection  of  staphylococcus  aureus  and 
streptococcus,  with  the  staphylococcus  composing 
about  9 5 per  cent  of  the  bacterial  population  of  the 
urine.  The  symptoms  were  so  severe  that  voiding 
was  excruciatingly  painful  and  occurred  at  intervals 
of  about  1 5 minutes.  Repeated  bladder  washings  and 
other  medications  had  failed  entirely  to  control  the 
symptoms  over  a period  of  about  ten  days.  Fifteen 
cubic  centimeters  of  staphylococcus  bacteriophage 
v/as  instilled  into  the  bladder.  Much  to  our  surprise, 
ihe  patient  went  for  two  hours  following  this,  with- 
out discomfort,  and  then  voided  without  pain. 
There  was  no  return  of  symptoms  at  all  for  about 
three  weeks,  when  there  was  a slight  return  of  pain. 
Another  bladder  instillation  of  bacteriophage  was 
made.  The  symptoms  promptly  disappeared  and 
there  was  no  further  trouble  experienced. 

Of  course,  one  case  does  not  indicate  the  effi- 
ciency expected  in  a series  of  cases,  but  the  results 
obtained  do  indicate  that  in  appropriately  selected 
cases,  provided  a strong  bacteriophage  is  available 
against  the  offending  organism,  much  benefit  may 
be  obtained  by  phage  therapy. 

INFECTED  WOUNDS 

In  about  forty  cases  of  infected  wounds,  many  of 
them  operative,  phage  therapy  has  been  of  undoubt- 
ed value.  The  procedure  in  handling  this  type  of 
case  has  been  to  determine  the  bacterium  involved 
and  then  secure  a bacteriophage  that  showed  marked 
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lytic  activity  against  it.  This  phage  was  then  used 
to  instill  into  the  wound  and  saturate  the  dressing. 
Also  one  or  two  subcutaneous  injections  were  made 
at  a distant  site.  In  numerous  trials  it  was  found 
that,  in  wounds  which  had  been  highly  resistant  to 
the  usual  therapeutic  meastires,  improvement  was  so 
prompt  as  to  be  truly  amazing.  Wounds  which  were 
saturating  voluminous  dressings  with  pus,  practical- 
ly stopped  draining  in  twenty-four  to  forty-eight 
hours,  and  healthy  granulations  developed.  Wounds 
that  were  treated  at  the  onset  of  the  infection  were 
healed  in  an  average  of  five  days,  while  similar 
wounds  treated  by  the  usual  procedures  healed  only 
after  three  to  six  weeks.  If  only  in  a portion  of  cases 
the  hospital  stay  can  thus  be  reduced,  bacteriophage 
will  prove  to  be  a valuable  agent  in  this  type  of  in- 
fection. 

STREPTOCOCCUS  INFECTIONS 

When  the  etiology  of  a local  lesion  proves  to  be 
the  streptococcus,  chances  of  good  results  with  bac- 
teriophage are  greatly  reduced.  However,  there  have 
been  enough  good  results  to  warrant  a trial  in  such 
infections,  fer,  when  benefit  is  obtained,  it  is  so 
prompt  and  complete  in  contrast  to  the  usual  pro- 
tracted course  of  such  infections  that  the  effort  is 
well  repaid.  Certain  cases  of  cellulitis  resulting  from 
minor  injuries  have  responded  rapidly  and  complete- 
ly. The  chief  difficulty  here,  as  in  all  streptococcus 
infections,  is  to  find  a bacteriophage  that  has  lytic 
power  against  the  offending  organism. 

In  previous  papers,  I have  reported  in  detail  some 
forty  cases  of  streptococcal  septicemia  that  were 
treated  with  intravenous  injections  of  bacteriophage. 
Eleven  deaths  occurred  in  the  series.  Five  of  these 
were  sub-acute  bacterial  endocarditis  due  to  the 
streptococcus  viridans,  two  were  complicated  by 
streptococcal  meningitis,  two  were  treated  for  the 
iirst  time  after  the  patients  had  become  moribund. 
Some  of  the  apparently  good  results  may  be  due  to 
the  fact  that  every  effort  was  made  to  diagnose 
cases  early.  Almcst  routine  blood  cultures  were  done 
if  there  was  the  least  possibility  of  a blood-stream 
infection.  As  a consequence,  there  were  many  case' 
in  the  series  that  would  ordinarily  have  remained  un- 
diagnosed. A series  of  fifteen  such  cases,  occurred  at 
times  when  the  stock  of  available  bacteriophage  was 
exhausted.  Eight  of  these  recovered  promptly  with- 
out any  therapy  directed  at  the  blood-stream  infec- 
tion. 

FERUNCULOSIS,  BOILS  AND  CARBUNCLES 

In  localized  staphylococcus  infections  such  as  fer- 
unculosis,  boils,  and  carbuncles,  the  results  are  so 


good  anti  so  constant  that  phage  therapy  should  be 
the  standard.  1 have  not  encountered  a single  case  in 
which  the  method  did  not  appear  to  be  superior  to 
the  older  methods.  The  procedure  is  simplified  in 
that  strong  polyvalent  bacteriophages  are  available 
against  the  staphylococcus,  and  stock  preparations 
are  consequently  as  effective  as  autogenous  prepara- 
tions. The  lesions  are  treated  locally  by  the  instilla- 
tion of  a small  amount  of  phage  directly  into  the 
center  and  two  cubic  centimeters  are  given  subcu- 
taneously at  a distance.  Early  lesions  are  aborted, 
older  lesions  are  relieved  of  pain,  and  the  processes 
of  resolution  and  repair  are  greatly  hastened.  Fur- 
thermore, recurrences  are  extremely  rare.  The  effi- 
ciency of  phage  therapy  in  these  conditions  is  so  well 
established  as  to  deserve  little  more  than  mention. 

STAPHYLOCOCCAL  SEPTICEMIA 

Staphylococcal  septicemia  offers  one  of  the  most 
appropriate  fields  for  phage  therapy.  The  results  are 
easily  evaluated,  for  the  condition  is  almost  100  per 
cent  fatal.  A strong  phage  may  easily  be  kept  at 
hand  and  treatment  instituted  as  soon  as  a diagnosis 
is  made  without  delay  of  searching  for  an  active 
agent.  The  first  case  in  the  series  here  presented  oc- 
curred in  the  fall  of  1927  and  the  others  at  sporadic 
intervals  since.  The  first  case  to  be  presented  in  the 
literature  was  in  1928.  Since  then,  there  have  ap- 
peared several  reports,  the  most  extensive  of  which 
was  that  of  McNeal,  detailing  fifteen  cases  with 
seven  recoveries. 

In  the  following  summarized  twelve  cases,  there 
resulted  eleven  recoveries  following  the  intravenous 
injection  of  2 cc.  of  staphylococcus  bacteriophage. 
These  results  are  so  striking  that  little  doubt  can  re- 
main as  to  the  efficiency  of  such  procedure.  Briefly 
summarized,  the  cases  were  as  follows: 

CASE  NO.  1.  Mrs.  B.  Illness  began  with  obscure 
encephalitic  symptoms.  During  her  convalescence, 
she  began  a series  of  chills  and  fever  and  was  treat- 
ed with  intravenous  injections  of  quinine.  At  the 
site  of  one  of  the  venapunctures  an  abscess  devel- 
oped, fob  owing  which  she  was  admitted  to  the  hos- 
pital. There  she  presented  a picture  of  typical  sep- 
tic infection  A blood  culture  revealed  a growth  of 
staphylococcus  aureus.  A repeat  culture  confirmed 
the  findings.  At  this  time,  her  temperature  was 
ranging  very  high  (104°  - 105°)  and  the  prognosis 
was  very  grave.  Two  cubic  centimeters  of  staphy- 
lococcus bacteriophag'e  were  given  intravenously. 
Within  twenty-four  hours  there  was  a marked  drop 
in  temperature,  and  a blood  culture  taken  eighteen 
hours  after  the  injection  remained  sterile.  The  pa- 
tient went  through  an  uneventful  convalescence  to 
a complete  recovery.  No  metastatic  abscesses'  ap- 
peared, and  after  several  months,  when  last  heard 
from,  there  were  no  recurrences  or  complications. 


378 


SOUTHWESTERN  MEDICINE 


CASE  NO.  2.  Dr.  W.  Following'  a traumatic  in- 
jury of  the  leg,  staphylococcus  osteomyelitis  devel- 
oped which  could  not  be  controlled,  and  an  amputa- 
tion above  the  knee  was  done.  Following  this  opera- 
tive procedure,  the  wound  became  infected  and  rou- 
tine treatment  failed  to  control  it.  A typical  clini- 
cal picture  of  septic  infection  followed  and  blood 
culture  was  positive  for  staphylococcus  aureus 
(1000  colonies  per  cubic  centimeter  of  blood.)  On 
the  twenty-eighth  postoperative  day,  a thrombus'  of 
the  femoral  vein  extended  well  into  the  abdomen, 
one  pleural  cavity  was  filled  with  fluid,  and  there 
was  a possible  abscess  in  the  opposite  lung.  After 
successive  measures  had  been  used  in  futile  attempt 
to  control  the  blood  stream  infection,  2 cc.  of  bac- 
teriophage were  given  subcutaneously  and  the  dress- 
ing of  the  stump  was  saturated  with  it.  Blood  cul- 
tures on  this  day  were  positive.  The  blood  culture 
twenty-four  hours  after  the  injection  showed  100 
colonies  per  cubic  centimeter  blood.  After  forty- 
eight  hours  the  drainage  from  the  stump  was  mark- 
edly reduced.  Injections  were  given  at  forty-eight 
hour  intervals,  with  blood  culture  taken  on  the  in- 
tervening days.  The  colony  counts  were  respective- 
ly 100,  50,  20  and  0.  The  patient  was  finally  dis- 
charged from  the  hospital  and  left  the  care  of  his 
physician.  In  this  case,  the  intravenous  route  for 
administration  of  phage  was  decided  against,  due  to 
the  extremely  poor  condition  of  the  patient.  His  at- 
tending physician  felt  that  even  a slight  reaction 
would  result  fatally,  as  indeed  the  family  had  been 
informed  there  was  no  possible  opportunity  for  his 
recovery. 

CASE  NO.  3.  Baby  H.  This  patient  presented 
acuxe  otitis  media  from  which  staphylococcus 
aureus  was  cultured.  As  the  temperature  was  very 
high  and  presented  a typical  septic  curve,  a blood 
culture  was  taken  which  gave  a growth  of  staphy- 
lococcus aureus.  Second  culture  confirmed  the  find- 
ings. Two  cubic  centimeters  of  bacteriophage  were 
given  subcutaneously  and  there  followed  a prompt, 
drop  in  temperature.  Check  culture  twenty-four 
hours  after  the  first  injection  was  given  was  ster- 
ile. The  second  day,  convalescence  was  prompt  and 
complete. 

CASES  4,  5,  and  6 were  essentially  similar.  All 
were  traumatic  injuries  to  the  extremities  with  sec- 
ondary cellulitis,  from  exudate  of  which  hemolytic 
streptococci  and  staphylococcus  aureus  were  cul- 
tured, while  from  the  blood  stream  only  the  staphy- 
lococcus was  obtained.  Only  two  of  these  cases  had 
a second  check  culture  to  rule  out  possible  contam- 
ination. Repeated  subcutaneous  injections  in  one 
case  (6)  and  only  two  in  the  other  two  cases,  modi- 
fied the  temperature,  and  all  went  to  recovery 
without  the  development  of  metastatic  abscess. 

CASE  NO.  7.  Mr.  B.  presented  a low  grade  per- 
sistent unexplained  fever  for  a duration  of  two 
months.  Three  blood  cultures  on  three  successive 
days  all  showed  staphylococcus  aureus,  an  average 
of  two  colonies  per  cubic  centimeter  of  blood.  Two 
cubic  centimeters  of  bacteriophage  were  given  in- 
travenously, following  which  within  forty-eight 


hours  the  temperature  became  normal  and  remain- 
ed so,  and  the  blood  culture  became  sterile.  Recov- 
ery was  complete. 

CASES  8 and  9 presented  staphylococcal  septi- 
cemia following  abdominal  operations.  Bacterio- 
phage was  given  subcutaneously  in  one  case  and  in- 
travenously in  the  other.  In  both,  the  septicemia 
was  clinically  and  bacteriologically  controlled.  Both 
had  tedious  convalescences,  but  made  a complete 
recovery. 

CASE  NO.  10.  Mrs.  R.,  following  an  abdominal 
operation,  developed  parotitis,  which  became  pro- 
gressively woise.  Blood  culture  showed  hea^y 
growih  of  staphylococcus  aureus.  One  cubic  centi- 
meter of  phage  wras  given  intravenously.  A rather 
severe  reaction  developed  after  about  one  hour,  with 
rapid  feeble  pulse  and  cyanosis,  which  was'  con- 
trolled by  heat  and  stimulants.  However,  the  pa- 
tient died  six  hours  later.  This  patient  was  prac- 
tically moribund  at  the  time  treatment  was  insti- 
utcd. 

COMMENT 

Five  of  the  above  cases  were  extremely  severe  and 
presented  a grave  prognosis.  Four  recoveries  in  this 
type  of  infection  is  certainly  better  than  our  pre- 
vious therapeutic  efforts  have  led  us  to  expect.  The 
remaining  five  cases  were  not  severe  and  probably 
would  not  have  been  diagnosed  as  septicemia  except 
under  the  stimulus  of  almost  routine  blood  cultures 
on  febrile  cases,  and  it  cannot  be  said  that  they 
should"  fall  in  the  same  category  as  those  cases  in 
which  we  generally  expect  a fatal  termination. 

Systemic  reactions  seldom  follow  the  subcutaneous 
or  intravenous  injecticns  of  staphylococcus  bacterio- 
phage, nor  does  any  considerable  local  reaction  de- 
velop. No  evidence  of  anaphylaxis  has  ever  been  ob- 
served with  intravenous  or  subcutaneous  injections, 
except  in  two  cases  (not  in  this  series).  These  cases 
gave  a marked  anaphylactic  reaction  which,  after 
study,  was  determined  to  be  due  to  the  staphylococ- 
cus protein  instead  of  to  the  bacteriophage  or  the 
medium,  as  the  staphylococcus  vaccine  produced  the 
same  result,  while  sterile  filtrates  with  staphylococ- 
cus protein  were  innocuous.  All  the  bacteriophage 
used  was  prepared  in  the  usual  manner  originally  de- 
scribed by  d’Herelle.  All  filtrates  were  adequately 
controlled  for  sterility.  The  stock  phage  was  used 
which  had  at  least  two  weeks  incubation.  Autoge- 
nous phages  were  not  considered  as  being  practicable 
due  to  the  length  of  time  necessary  to  prepare  and 
control  them.  Our  only  precaution  is  to  insist  on 
dcses  not  over  2 cc.  subcutaneously  and  1 cc.  in- 
travenously. There  has  been  much  in  literature  con- 
cerning the  harm  of  peptone  present  in  the  medium 
used  in  the  preparation  of  filtrates.  In  our  experi- 
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cncc,  no  reactions  attributable  to  peptone  have  ever 
been  obtained. 

CONCLUSION 

The  filtrates  used,  as  has  been  previously  pointed 
out,  contain  not  only  bacteriophage  but  growth 
products  and  a high  concentration  of  a bacterial 
protein.  For  this  reason  we  prefer  to  use  the  term 
"filtrates  of  bacteriophage  lysed  cultures”  instead  of 
only  bacteriophage.  There  are  sufficient  theoretical 
grounds  to  warrant  the  necessity  that  at  the  present 
time  at  least  we  should  differentiate  between  such 
filtrates  and  the  bacteriophage  per  se.  We  do  not 
wish  to  imply  that  lysis  of  the  bacteria  in  vivo  is  a 
major  or  even  incidental  factor  in  its  therapeutic 
action.  It  is  well  known  that  the  bacterial  proteins 
are  not  antigenicallv  altered  in  the  lysed  state. 

In  conclusion,  I wish  to  emphasize  that  I do  not 
want  to  be  hyperenthusiastic  as  to  the  merits  of  bac- 
teriophage therapy.  There  are  many  factors  that  will 
have  to  be  worked  out  before  the  method  gives  con- 
stant results.  There  are  many  infections  that  do  not 
respond  to  such  measures.  There  is  much  to  be  done 
to  establish  the  mechanism  of  the  action  of  the  bac- 
teriophage in  the  animal  body.  One  precaution  must 
be  insisted  upon:  the  bacteriophage  used  must  be 
highly  potent  to  secure  any  results  whatsoever.  A 
great  manv  of  the  failures  reported  in  the  literature 
were  undoubtedly  due  to  the  use  of  a weak  phage. 
The  outstanding  impression  that  I wish  to  leave  with 
you  is  that  in  the  case  of  staphylococcus  infections, 
both  local  and  systemic,  the  bacteriophage  has  proved 
to  be  of  inestimable  value.  In  many  other  infections 
the  results  have  been  so  encouraging  that  it  is  well 
worth  the  effort  to  secure  the  remarkable  benefit 
possible,  even  in  a limited  number  of  cases.  Certain- 
ly it  seems  that  we  should  continue  to  experiment, 
with  the  hope  of  improving  these  results  and  with 
the  hope  of  making  generally  available  an  agent  that 
holds  so  much  promise  in  the  treatment  of  conditions 
that  otherwise  have  been  resistant  to  the  older  meth- 
ods of  treatment. 

DISCUSSION 

DR  C.  F.  MILLIGAN  (C’ayton,  N.M.)  : This  is 
a new  subject  to  me,  about  which  I know  very  lit- 
tle; but  I should  like  to  ask  if  this  is  a specific 
preparation  or  if  you  have  to  isolate  your  germ  and 
get  up  a kind  of  vaccine  before  doing  anything  with 
it. 

DR.  R.  0.  BROWN  (Santa  Fe,  N.  M.)  : Because 
I have  had  an  opportunity  of  looking  over  Dr.  Dut- 
ton’s paper,  I regret  very  much  that  he  did  not  have 
time  to  read  it  in  full.  It  is  very  interesting  and  a 
very  timely  paper.  There  is'  doubt  as  to  the  merit 
and  properties  of  bacteriophage  in  the  minds  of 


many  doctors  The  main  deficiency  in  the  reports 
on  its  use  is  the  lack  of  control  cases.  In  this  paper 
Dr.  Dutton  has  reported  on  a disease  where  controls 
are  noL  needed,  because  of  the  almost  universal  fa- 
ta’ity  of  the  disease  itself.  A paper  such  as  this  is 
particularly  valuable,  because  the  discovery  of  the 
bacteriophage  does  not  seem  to  have  been  followed 
by  the  practical  results  expected,  there  having  been 
a great  deal  cf  disappointment  in  clinical  results, 
and  a good  many  puzzling  features  having  come  up 
in  the  laboratory  work.  From  a review  of  the  liter- 
ature, there  is  no  phage  giving  satisfactory  results 
in  dysentery.  Its  users  do  not  seem  to  be  able  to 
prove  that  it  has  been  of  much  benefit  and  have 
been  unable  to  show  the  influence  of  bacteriophage 
on  the  disease.  In  the  Hygienic,  Laboratory,  experi- 
ments with  animals  inoculated  with  bacteria  both 
before  the  bacteriophage  was  injected  and  after- 
wards, apparently  failed  to  show  any  definite  re- 
sults as  far  as  protection  against  the  disease  was 
concerned. 

Dr.  Dutton’s  results  speak  for  themselves  in  his 
report.  If  we  can  get  a result  in  half  of  our  cases 
of  typhoid,  we  should  be  very  well  pleased. 

DR.  DUTTON  (closing)  : I am  sorry  that  I do 
net  have  more  time  to  discuss  this  subject,  as  it  has 
been  the  major  part  of  my  work  for  a good  many 
years.  The  amount  of  tedious  technical  detail  that 
is  involved  in  a study  of  this  kind  is  tremendous. 
It  is  the  kind  of  bacteriological  work  that  can  not 
well  be  trusted  to  an  assistant. 

In  the  case  of  s aphylococc.us  infections,  we  have 
a notent  highly  polyvalent  bacteriophage  and  we 
find  it  advantageous  to  use  stock  preparations  that 
are  kept  on  hand.  As  a rule  the  use  of  autogenous 
phage  requires  too  much  time  for  its  preparation 
and  control  for  it  to  be  practicable  Occasionally  we 
have  seen  serious  and  even  tragic  results  from  the 
use  of  incompletely'  controlled  preparations  which 
carried  contaminating  virulent  organisms. 

As  to  the  details  of  preparations,  the  source  of  a 
phage  may  be  old  bacterial  cultures,  pus,  feces,  sew- 
age, and  so  forth.  Filtrates  are  made  of  these  and 
are  then  added  to  young  cultures  of  the  organism 
we  are  working  with.  These  are  incubated  at  vari- 
ous temperatures.  The  cultures  are  refiltered  after 
twenty-four  hours  and  the  process  is  repeated  until 
definite  evidence  of  lysis  is  obtained.  The  complete- 
ly lysed  filtrate  is  then  re-inoculated  with  the  or- 
ganism in  question,  lysis  is  obtained  the  second  time 
and  even  the  third  time.  This  product  is  then  fil- 
tered, incubated  for  two  weeks  to  control  sterility, 
and  is  ready  for  use.  In  general  it  is  necessary  to 
utilize  a bacteriophage  which  is  specifically  active 
against  the  organism  infecting  the  patient.  How- 
ever, in  a number  of  cases  of  typhoid  fever,  we  have 
secured  prompt  recovery  from  the  disease  by  the 
use  of  bacteriophage  which  did  not  lyse  the  organ- 
ism in  vitro.  As  a rule,  when  clinical  results  are  se- 
cured, they  occur  very  promptly,  and  patients  who 
resist  bacteriophage  treatment  after  two  or  three 
injections,  usually'  do  not  respond  at  all. 
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(Read  before  the  New  Mexico  Medical  Society,  at 
its  Fifty-First  Annual  Meeting-,  at  Roswell,  N.  M., 
May  18-20,  1933.) 

Much  has  been  added  to  our  knowledge  of  tuber- 
culosis in  infancy  and  childhood,  during  the  past  ten 
years.  In  fact,  some  of  us  remember  when  very  lit- 
tle attention  was  given  to  the  subject  for  the  reason 
that  it  was  thought  that  the  disease  tuberculosis  al- 
most never  affected  children.  Much  credit  for  the 
great  strides  which  hate  been  made  in  recent  years 
is  due  to  McPhedran  and  Opie  of  the  Phipps  Insti- 
tute of  Philadelphia,  Harrington  and  Myers  of  Ly- 
manhurst  School  in  Minneapolis,  Bronfin  of  the  Na- 
tional Jewish  Sanatorium  in  Denver,  and  others,  for 
the  splendid  research  work  which  they  have  carried 
out.  Credit  should  also  be  given  to  the  Metropoli- 
tan Life  Insurance  Company  for  the  liberal  finan- 
cial backing  which  it  has  provided  in  order  that 
much  of  this  research  work  could  be  made  possible. 

The  term  "childhood  tuberculosis”  was  adopted 
by  the  National  Tuberculosis  Association  to  mean  a 
first  infection  with  the  tubercle  bacillus.  This  in- 
fection, though  much  more  common  in  childhood, 
is  net  confined  to  that  age,  but  may  happen  at  any 
age  in  which  the  individual  is  first  exposed  to  an  in- 
fecting dose  of  tubercle  bacilli. 

During  the  past  decade,  especially,  many  studies  of 
the  incidence  of  tuberculosis  in  infancy  and  child- 
hood have  been  made.  In  192  5 a study  was  begun 
by  Dickey  and  Seitz  of  San  Francisco,  in  which  a 
series  of  3 5 00  children  had  the  tuberculin  test.  This 
v/as  an  unselected  group  which  registered  for  various 
complain  s in  the  children’s  clinic  at  Stanford  Uni- 
versity Medical  School.  The  intracutaneous  test,  ac- 
cording to  the  method  of  Mantoux,  was  used,  the 
dose  of  Koch’s  Old  Tuberculin  being  0.1  cc.  of  a 
1:1000  solution,  or  .1  of  a milligram  of  tuberculin. 
Of  the  3 5 00  children  of  ages  varying  from  one  to 
fourteen  years,  824,  or  23.5  per  cent,  gave  a positive 
reaction.  The  percentage  of  reactions  gradually  in- 
creased with  advancing  age  from  6 per  cent  at  the 
age  of  one  year,  to  43.9  per  cent  at  the  age  cf  14.  A 
study  of  2,118  Minneapolis  school  children,  by  Har- 
rington and  Myers,  resulted  in  a positive  Mantoux 
test  in  48.76  per  cent  of  males  and  45.89  per  cent  of 
females.  Rons  reports  the  results  of  a study  of  the 
children  in  a rural  section  in  Cattaraugus  County, 


New  York,  which  was  begun  in  December,  1929, 
and  completed  in  December,  1930.  The  tuberculin 
test  was  given  to  1,103  apparently  healthy  school 
children,  with  the  result  that  112,  or  10.6  per  cent, 
showed  a positive  reaction,  thus  indicating  that  the 
incidence  of  tuberculosis  is  less  in  the  average  rural 
district  than  in  cities.  In  all  of  these  series  very  few 
positive  reactions  were  had  in  children  under  five 
years  of  age,  and  the  incidence  gradually  increased  to 
the  age  of  fourteen. 

The  two  important  avenues  of  infection  in  child- 
hood are  the  respiratory  and  digestive  tracts.  The  in- 
halation of  the  specific  organism  as  a result  of  ex- 
posure to  an  open  case  of  tuberculosis,  is  undoubted- 
ly the  most  common  mode  of  infection;  the  inges- 
tion of  contaminated  food — such  as  milk  from  tu- 
berculous cows,  or  food  which  has  been  handled  by 
careless  tuberculous  individuals,  or  that  which  has 
been  infected  by  flies — being  second. 

As  a result  of  the  enormous  amount  of  research 
work  which  has  been  done  in  recent  years  by  Ghon, 
Opie,  and  many  others,  our  knowledge  of  the  path- 
ology of  childhood  tuberculosis  has  been  greatly  en- 
riched. Prior  to  this  extensive  research,  the  primary 
lesion  was  believed  to  be  in  the  lymphatic  system. 
Nov/  it  is  known  that  the  original  lesion  takes  place 
where  the  bacillus  finds  its  lodgment,  and  the  infec- 
tion is  then  taken  up  by  the  regional  lymph  nodes. 
If  the  bacillus  enters  the  system  by  way  of  the  ton- 
sil, the  primary  lesion  occurs  here,  and  the  infection 
later  appears  in  the  lymph  glands  of  the  neck  and 
mediastinum.  If,  instead,  the  organism  is  carried 
down  the  respiratory  tract  into  the  lung  paren- 
chyma. the  original  lesion  results  there,  and  a lesion 
appears  secondarily  in  the  tracheobronchial  lymph 
nodes.  If  infected  material  enters  by  way  of  the  in- 
testinal tract,  then  the  primary  lesion  is  usually  lo- 
cated in  the  wall  of  the  intestine  and  is  secondarily 
taken  up  by  the  mesenteric  and  other  glands  in  that 
region.  In  most  cases,  especially  where  the  infection 
is  not  massive,  the  primary  lesion  heals  and  then  cal- 
cification takes  place,  but  the  regional  lymph  glands 
retain  the  infective  organism  for  an  indefinite  time. 
When  this  cycle  is  comple  e,  we  have  the  condition 
to  which  the  term  "latent”  or  "concealed”  tubercu- 
losis is  applied.  The  'erm  should  not  be  taken  too 
literally  since  many  of  these  lesions  are  slowly  pro- 
gressive. In  fact,  there  is  no  sharp  line  between  la- 
tent and  manifest  or  clinical  tuberculosis,  and  some 
latent  lesions  arc  more  extensive  than  those  which 
produce  recognizable  symptoms. 

Lodmell  examined  1,412  children  at  the  Lyman- 
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hurst  School  in  Minneapolis  for  the  presence  of  pri- 
mary foci  of  tuberculosis.  In  the  entire  group,  232 
children  showed  roentgen-ray  evidence  of  such  foci 
in  the  lungs.  These  primary  foci,  commonly  known 
as  Ghon’s  tubercle,  were  most  commonly  found  in 
the  lower  lobes,  particularly  on  the  right  side.  A 
much  smaller  number  was  found  in  the  upper  lobes 
and  the  smallest  number  in  the  right  middle.  Inas- 
much as  45  per  cent  of  the  total  group  of  1,412  cas- 
es reacted  positively  to  the  tuberculin  test,  and  only 
23  2 presented  x-ray  evidence  of  primary  foci  in  the 
lung  parenchyma,  it  would  appear  that  many  pri- 
mary foci  develop  elsewhere. 

The  symptoms  in  the  childhood  type  of  tubercu- 
lous are  not  now  evaluated  very  highly  for  the  rea- 
son that  many  children  who  show  a positive  reaction 
to  tuberculin  and  roentgen-ray  evidence  of  infec- 
tion, do  not  exhibit  any  real  symptoms  of  the  dis- 
ease. On  the  other  hand,  many  will  present  such 
symptoms  as  lassitude,  lack  of  endurance,  loss  of 
weight,  increased  pulse  rate,  afternoon  temperature 
— u'ually  without  expectoration — and  pleurisy,  so 
that  we  cannot  entirely  disregard  a consideration  of 
symptomatology.  Chadwick  finds  a relatively  large 
percentage  of  tuberculosis  in  children  who  are  2 5 
per  cent  underweight,  but  suggests  that  weight  for 
height  and  age  is  not  a reliable  guide  in  search  for 
children  with  latent  tracheobronchial  gland  disease, 
and  states  further  that  many  of  their  outstanding 
cases  have  been  up  to  and  above  weight. 

In  the  diagnosis  of  tuberculosis  in  children,  we  at 
one  time  placed  considerable  dependence  upon  physi- 
cal signs,  symptoms,  and  laboratory  examinations. 
Now  we  know  that  physical  signs  are  of  very  little 
value.  The  cld  signs  of  d’Espine  and  Eustace  Smith 
are  of  practically  no  value.  Such  signs  as  changes 
in  whispered  voice  sounds  and  rales  persisting  after 
cough,  often  of  such  great  value  in  adults,  give  us 
almost  no  help  in  the  diagnosis  of  tuberculosis  in 
children.  Laboratory  examinations,  likewise,  give  us 
very  little  reliable  data,  for  the  reason  that  most 
children  with  the  childho'd  type  of  tuberculosis  do 
not  have  tubercle  bacilli  in  the  sputum.  In  a small 
percentage  of  cases  where  the  child  has  a definite 
cough,  but  does  not  expectorate,  bacilli  may  be 
found  in  the  washings  from  the  stomach. 

The  three  phases  of  the  examination  which  are  de- 
pendable and  which  give  us  tremendous  aid  are:  the 
his'orv,  the  tuberculin  test,  and  the  x-ray  examina- 
tion. 

The  history  of  exposure  to  tuberculosis  is  of  great 
importance,  for  we  believe  that,  if  a child  is  exposed 


over  a sufficiently  long  period  of  time,  he  will  be- 
come infected  with  tubercle  bacilli.  In  many  cases 
one  will  fail  to  get  a history  of  exposure,  when,  if 
a careful  search  among  the  child’s  associates  is  made, 
spreaders  cf  bacilli  will  be  revealed  which  have  not 
been  suspected.  One  must  take  into  consideration 
also  the  possibility  of  infection  through  dairy  herds. 
We  are  dealing  with  a communicable  disease;  there- 
fore, every  child  who  has  the  childhood  type  of  tu- 
berculosis has  had  direct  contact  with  a person  or 
animal  suffering  from  tuberculosis  or  acting  as  a 
carrier  of  tubercle  bacilli.  In  studying  the  relation 
ship  of  exposure  to  infection  in  2000  children  exam- 
ined at  Lymanhurst,  Magiera  divided  the  cases  into 
the  following  groups:  (1)  definite  history  of  ex- 
posure, (2)  ques  ionable  or  unsatisfactory  history  of 
exp:  sure,  and  ( 3 ) no  history  of  exposure.  Among 
these  cases  761  gave  histories  of  intimate  contact 
with  definitely  tuberculous  patients;  784  had  no 
knowledge  of  ever  having  come  in  contact  with  a 
tuberculous  patient;  and  45  5 gave  such  histories  that 
not  enough  evidence  could  be  gathered  to  warrant 
a definite  statement.  Of  those  who  had  been  defi- 
nitely exposed  to  tuberculosis,  43  5 presented  positive 
reactions  to  the  Pirquet  test;  of  those  with  no  his- 
tory of  exposure,  224  were  positive,  and  in  those 
with  questionable  history,  174  were  positive. 

The  tuberculin  test  is  of  tremendous  importance 
and  is  now  accepted  as  a most  reliable  procedure. 
Several  methods  of  applying  the  test  have  been  pro- 
posed and  used,  but  the  two  which  are  preferred  and 
used  almost  exclusively  are  the  Pirquet,  or  epidermal 
method,  and  the  Mantoux,  or  intracutaneous  meth- 
od, with  the  latter  considered  more  dependable  and 
therefore  now  being  more  generally  used.  Myers  of 
Minneapolis  concludes  that  "by  comparative  work 
of  more  than  twenty  years  of  the  tuberculin  test,  we 
are  able  to  crystallize  the  fact  that  the  intracu- 
taneous is  the  most  accurate  method  of  all.  There- 
fore, this  should  become  the  standard  tuberculin 
test,  so  that  for  all  future  work  the  results  of  tu- 
berculin testing  of  one  community  can  be  safely 
compared  with  these  of  another.” 

The  technic  of  the  Mantoux,  or  intracutaneous, 
method,  is  as  follows:  A site  on  the  upper  part  of  the 
anterior  surface  of  the  forearm  is  selected  and  the 
skin  is  made  clean  by  the  use  of  soap  and  water  or 
alcohol.  A No.  26  hvpodermic  needle  is  used,  and  a 
dose  of  1/10  cc.  of  a 1:1000  solution  of  tuberculin 
is  iniected  slowly  into  the  skin  fintracutaneously) . 
This  gives  a dose  of  1/10  of  a milligram.  No  dress- 
ing or  application  to  the  arm  is  necessary.  There  is 
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very  li.tle  pain  resulting  from  the  procedure,  and 
no  general  reaction  should  result.  In  forty-eight 
hours  if  the  reaction  is  positive  there  should  be  a 
sharply  defined  area  of  redness  of  the  skin  and  slight 
edema  extending  approximately  half  an  inch  around 
the  point  where  the  needle  entered  the  skin.  If  the 
reaction  does  not  appear  in  forty-eight  hours,  and 
thre  is  reason  to  suspect  that  the  child  is  infected,  a 
larger  dose  may  be  used,  even  as  much  as  one  milli- 
gram of  tuberculin.  The  test  is  void  of  any  unto- 
ward effects  and  is  most  reliable  from  a diagnostic 
standpoint.  In  the  past  Koch’s  old  tuberculin  has 
been  the  preparation  in  general  use.  Recently  the 
Committee  on  Medical  Research  of  the  National  Tu- 
berculosis Association  has  perfected  a human-tuber- 
cle-bacillus  protein  to  which  they  have  given  the 
name  MA  100.  It  is  used  in  a similar  manner  to 
Koch’s  old  tuberculin  and  possesses  some  advantages 
over  that  preparation.  A supply  of  it  and  literature 
concerning  it  may  be  obtained  from  the  National 
Tuberculosis  Association,  43  0 Seventh  Avenue,  New 
York. 

Krause  has  pointed  out  the  fact  that  the  tubercu- 
lin test  has  its  greatest  value  in  a negative  way.  In 
many  communities  the  number  of  children  reacting 
positively  will  be  small,  and  if  we  reduce  the  number 
of  opportunities  for  children  to  be  exposed  in  those 
communities  we  should  expect  the  number  of  infect- 
ed children  to  become  smaller,  until  finally  tubercu- 
losis infection  will  be  reduced  to  a minimum. 

It  is  a well-known  fact  that  occasional  persons 
with  frank  tuberculosis  will  react  negatively  to  the 
tuberculin  tes'.  This  is  true  both  in  children  and 
adults,  but  the  condition  is  so  rare  that  it  may  be 
almost  ignored. 

The  x-ray  is  undoubtedly  the  most  valuable  aid 
which  we  have  in  the  diagnosis  of  childhood  tuber- 
culosis. If  possible,  films  should  be  made  of  the 
chest  cf  every  child  who  shows  a positive  reaction 
to  tuberculin.  If  these  films  reveal  no  evidence  of 
disease,  Myers  advises  that  others  be  made  of  the 
cervical  and  mesenteric  lymph  nodes.  If  evidence  of 
disease  is  found  in  the  chest,  or  in  the  cervical  or 
abdominal  region,  in  the  presence  of  a positive  tu- 
berculin reaction,  one  is  reasonably  safe  in  making  a 
diagnosis  of  tuberculrsis,  but  if  the  x-ray  examina- 
tion is  negative,  one  cannot  say  that  tuberculosis 
does  not  exist,  for  there  may  be  a lesion  so  new  and 
so  slight  as  to  escape  detection  by  the  x-ray.  Again, 
there  are  lesions  in  the  chest  in  such  obscure  positions 
that  the  x-ray  would  not  reveal  them.  In  cases  where 
the  tubreculin  test  is  positive  and  the  x-ray  findings 


arc  negative,  it  is  advisable  to  make  other  films  at 
intervals  of  two  or  three  months  for  a year. 

"From  the  standpoint  of  the  appearance  of  lesions 
discovered  by  x-ray  examination,  childhood  pul- 
monary tuberculosis  of  first  infection  may  be  di- 
vided into  the  following  three  types:  (a)  resolving 
pneumonic-appearing  parenchymal  consolidations, 
which  represent  early  stages  of  the  disease,  (b)  in- 
trathoracic  lymph  node  calcifications  of  various  de- 
grees, which  represent  late  permanent  stages  of  the 
disease,  (c)  Ghon  tubercles  associated  with  hilum- 
node  calcifications,  which  represent  late  and  perma- 
nent stages  of  the  disease.  These  various  types  of  le- 
sions merely  represent  various  developmental  stages 
in  the  evolution  of  the  pathology  produced  by  a pri- 
mary tuberculous  infection,  between  which  many 
transitional  stages  may  be  noticed.  The  end  result  is 
always  the  same,  except  in  fatal  cases,  in  that  calci- 
fication of  hilum  nodes  appears,  or  that  Ghon  tu- 
bercles develc  p,  associated  with  calcification  of  the 
homolateral  hilum  nodes.” 

Childhood  tuberculosis,  even  in  the  latent  stages, 
is  a potential  menace  to  the  child.  Rathbun,  of  Cas- 
sadaga,  New  York,  after  making  x-ray  studies  of 
4,700  school  children,  makes  the  following  deduc- 
tions: "Among  our  high  and  junior  high  school  stu- 
dents, betwe-n  70  and  8 0 per  cent  of  those  found 
recently  with  pulmonary  tuberculosis  showed  posi- 
tive evidence  of  tracheobronchial  gland  disease, 
which  unques  ionably  had  been  present  since  child- 
hood. This  finding  is  of  great  significance  in  con- 
nection with  the  future  health  prospects  of  children 
with  tuberculosis  of  the  tracheobronchial  glands 
(comprising  in  our  c'  tin  y 3.3  per  cent  of  the  school 
population),  as  it  indicates  that  a careful  follow-up 
of  this  group  will  lead  to  the  discovery  of  approxi- 
mately 70  per  cent  of  all  cases  of  pulmonary  tuber- 
culosis developing  in  our  high  and  junior  high  schrol 
students.” 

When  the  disease  is  discovered  during  childhood — 
the  earlier  the  better — and  proper  precautionary 
measures  are  enforced,  later  development  of  the 
adult  type  will  se’dom  occur.  The  important  meas- 
ures in  the  treatment  of  the  tuberculous  child  are: 

1.  Removal  of  s'ttrces  of  infection  if  possible, 
preferably  by  hospitalizing  the  spreader.  Several  ob- 
servers have  reported  making  serial  x-ray  studies,  ex- 
tending over  a period  of  years,  of  children  who  are 
exposed  to  oy^n  cases  of  tuberculosis,  and  in  prac- 
tically all  of  these  there  is  evidence  of  frequent  new 
areas  of  infection.  If  this  infection  should  at  any 
time  be  a massive  one,  adult  tuberculosis  develops, 
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thus  adding  materially  to  the  seriousness  of  the  case. 
If  it  is  not  possible  to  remove  the  source  and  the 
child  cannot  be  taken  away  from  exposure,  the  best 
that  we  can  do  is  thoroughly  to  instruct  the  carrier 
as  to  disposal  of  sputum,  and  other  precautionary 
measures,  which  are  now  well  known. 

2.  Attention  to  diet,  restriction  of  exercise  to 
the  less  strenuous  forms,  an  open-air  regimen  and 
insistence  upon  sufficient  rest.  Where  it  is  possible, 
special  open-air  schools,  with  regular  rest  periods, 
should  be  provided  for  these  children.  In  most  cases 
it  is  not  necessary  to  enforce  bed  rest  or  even  to  re- 
move these  children  from  school  if  the  diagnosis  is 
made  early.  Where  the  disease  appears  to  be  progres- 
sive in  spite  of  the  measures  just  suggested,  or  the 
diagnosis  is  not  made  until  the  child  has  developed 
the  adult  type,  then  the  same  strict  routine  which 
is  carried  out  in  adults  should  be  enforced. 

3.  Regular  x-ray  examinations  should  be  made  at 
least  every  six  months  for  the  first  two  years,  and 
the  child  should  be  kept  under  observation  through- 
out the  adolescent  period. 

The  details  of  the  treatment  of  tuberculosis  are 
too  well  known  to  justify  its  further  discussion 
here. 

If  the  diagnosis  of  latent  or  childhood  tuberculosis 
is  made  early  in  the  life  of  the  child,  and  proper 
measures  are  carried  out  through  childhood,  youth, 
and  adolescence,  these  will  contribute  more  to  the 
reduction  of  the  mortality  from  tuberculosis  than 
anything  which  we  know  about. 

DISCUSSION 

DR.  C.  F.  MILLIGAN,  Clayton,  N.  M.  (opening): 
I attempt  to  discuss  Dr.  Homan’s  paper  with  a good 
deal  of  hesitancy,  as  I know  very  little  about  tuber- 
culosis. There  are  a few  practical  points  Dr.  Ho- 
man brought  out  that  should  be  stressed;  and  the 
paper  is  a timely  warning  to  those  of  us  in  the 
medical  profession  who  are  treating  children. 
We  have  a lot  of  tuberculosis  in  childhood, 
especially  among  our  Spanish-American  people, 
who  have  not  acquired  the  immunity  we  have. 
Their  living  conditions  are  bad  and  this  is  one 
reason  for  tuberculosis  sperading  throughout  the 
country.  I believe  the  medical  profession  is  sleep- 
ing on  its  rights.  What  is  the  use  of  studying 
these  conditions  unless  we  try  to  put  regulations 
into  effect  and  improve  them.  We  do  not  have 
x-ray  machines  out  in  the  country  and  it  is  pretty 
hard  to  pick  up  tuberculous  lesions  with  a stetho- 
scope, but  we  can  try  the  tuberculin  test,  which  will 
help  the  general  man  in  a good  many  ways.  We  pre- 
tend to  examine  teachers  to  see  if  they  have  in- 
fectious diseases,  but  let  these  children  go  on  and 
drink  out  of  the  same  common  drinking  cups; 
they  use  slates,  spit  on  them  and  pass  them  around, 


and  in  many  ways  have  every  opportunity  for  con- 
tamination. We  must  do  something  about  these 
things  and  do  it  early  if  we  are  going  to  shut  out 
tuberculosis  in  the  children  in  New  Mexico. 

DR.  R.  O.  BROWN,  (Santa  Fe,  N.  M.):It  seems 
to  me  in  parts  of  New  Mexico  where  we  do  not  have 
x-ray  machines  that  it  is  sometimes  also  very  dif- 
ficult to  get  a cutaneous  test  for  tuberculosis  when 
the  patients  have  to  come  a long  distance.  As  far 
as  I can  make  out  from  meetings  of  the  National 
Tuberculosis  Association  and  the  journals,  a large 
part  of  the  diagnosis  of  childhood  tuberculosis  de- 
pends on  the  x-ray.  which  is  not  available  to  many 
of  us  here,  and  will  not  be  until  we  have  a little 
more  state  medicine,  or  something  of  that  sort, 
and  run  the  rural  poor  children  in  where  they  can 
get  an  x-ray  examination.  We  have  a lot  of  cases 
of  tuberculosis  among  our  native  population  and  it 
is  more  or  less  rapidly  spreading,  but  I do  not  see 
how  a great  many  districts  in  this  state  are  going 
to  get  x-ray  machines  to  the  children  or  a large 
share  of  the  children  to  the  apparatus. 

DR.  W.  C.  BUCHLY,  (Roswell,  N.  M.) : I was 
very  much  interested  in  Dr.  Homan’s  paper  and 
especially  in  what  he  said  in  regard  to  tuberculin. 
I have  been  a little  afraid  to  use  tuberculin  for 
diagnosis.  We  all  know  there  is  still  a lot  of  talk 
in  the  literature  about  the  danger  in  its  use.  I have 
used  it  therapeutically  with  success  and  would  like 
to  use  it  as  a diagnostic  measure.  About  two  years 
ago  I had  a child  with  pain  in  the  abdomen,  colicky 
pains  at  times,  and  a little  fever.  I had  my  sus- 
picion of  some  infection  as  there  had  been  tuber- 
culosis in  the  family.  They  then  took  the  child  to 
the  mountains  and  kept  him  there  for  a while. 
Then  the  father  carried  him  to  a clinic,  where  a 
diagnosis  of  typhoid . fever  was  made.  He  then 
came  back  to  me,  but  I could  not  make  a positive 
diagnosis.  I inferred  it  was  tuberculosis  and  sent 
him  down  to  El  Paso.  I should  like  to  ask  Dr. 
Homan  if  he  has  ever  had  any  trouble  in  using 
tuberculin  diagnostically.  In  some  cases  like  this 
of  mine  it  would  be  a mighty  good  thing  to  use 
if  safe. 

DR.  J.  MOTT  RAWLINGS,  (El  Paso,  Texas): 
This  is  a subject  in  which  I have  been  very  much 
interested  for  a long  time.  In  Boston  we  saw  a lot 
of  pathology,  particularly  as  regards  tuberculosis  in 
children.  From  examination  of  a great  many  cases 
in  children,  the  incidence  is  far  higher  than  we 
think.  Dr.  Opie  has  done  autopsies  on  some  1200 
children,  and  found  at  five  years  of  age,  11  per 
cent;  at  11  years  of  age,  45  per  cent;  at  14,  65 
per  cent;  and  at  18,  95  per  cent,  with  tuberculosis, 
all  types.  In  clinical  tests  of  school  children  by  the 
Mantoux  method  there  was  latent  tuberculosis  in 
about  2 per  cent  of  all  school  children  at  large;  5 
per  cent  with  manifest  tuberculosis,  or  tuberculosis 
that  could  be  proved  by  the  Mantoux  tests  and 
x-ray.  The  x-ray  alone  is  not  infallible.  Dr.  Sam 
Crowe  of  Johns  Hopkins  has  carefully  sectioned 
tonsils  removed  from  chi.dren  and  has  shown  that 
tuberculosis  of  the  tonsils  is  of  fairly  frequent 
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appearance.  That  is  a source  we  must  not  forget 
especially  when  there  are  large  cervical  lymph  nodes. 
I have  been  doing  autopsies  on  children  since  1924 
and  have  seen  a large  number  of  children  who 
have  died  of  meningitis,  in  which  the  lymph  nodes 
involved  were  very  slight,  with  small  caseous 
nodes  hidden  behind.  Then  there  were  a number 
who  had  tuberculosis  of  the  brain  stem  and  died 
from  tuberculous  meningitis.  There  were  a few 
cases  in  which  the  mesenteric  involvement  was 
predominant  and  the  thoracic  involvement  was 
very  slight. 

In  Minneapolis  the  men  have  done  some  wonder- 
ful work.  They  have  been  studying  childhood  tu- 
berculosis in  every  possible  phase.  They  believe 
that  without  question  a very  large  precentage  of 
adult  tuberculosis  starts  in  childhood  and  breaks  out 
later  at  the  period  of  life  when  the  stress  and  strain 
of  living  becomes  heavier,  and  is  not  due  to  con- 
tact, but  because  their  childhood  tuberculosis  was 
not  cured.  It  starts  out  early  and  progressively 
increases  on  up  to  adult  life.  We  should  keep  in 
mind  the  vast  importance  of  this  condition. 

DR.  HOMAN  < closing):  I very  much  appreciate 
the  free  discussion  of  my  paper.  Dr.  Brown  sug- 
gested a very  important  point  to  men  in  general 
practice  in  the  country,  not  accessible  to  x-rays. 
Such  a large  percentage  of  people  have  open  cases 
of  tuberculosis  in  the  family  that  every  man  in 
general  practice  should  determine  whether  there 
is  or  has  been  an  open  case  in  the  family  where 
he  has  practice. 

In  such  cases,  when  a child  seems  to  be  sick, 
precautionary  measures  should  be  used  in  the  care 
of  the  children,  and  specific  instructions  should  be 
given  to  the  family  as  to  their  future  mode  of  liv- 
ing and  school  work  These  children  are  very  pre- 
cocious in  schools;  they  lead  their  classes.  You  will 
frequently  find  that  the  hunchbacks  lead  their 
classes.  It  is  not  because  they  cannot  play,  but 
because  the  stimulation  of  the  poison  of  tubercu- 
losis works  on  the  brain  so  that  they  are  several 
years  ahead  of  others  of  their  age.  Do  not  let  the 
teachers  put  those  children  ahead  of  their  class 
because  they  are  especially  bright.  Control  school- 
work  and  control  play  in  families  where  there  is  an 
open  case  in  the  family  of  a neighbor  or  any  place 
where  the  child  may  come  in  contact. 

As  to  the  tuberculin  test,  nobody  has  found  any 
ill  effects  from  properly  regulated  dosage.  We  use 
one-tenth  of  a milligram.  Used  in  the  skin  it  does 
not  give  any  general  reaction,  consequently  it  is 
hardly  possible  to  get  any  bad  results.  Some  peo- 
ple have  to  be  educated  to  using  this  test,  just  as 
with  the  Schick  test. 

In  regard  to  lesions  in  the  lungs,  where  you  fail 
to  find  anything  in  x-rays  of  the  chest  of  chil- 
dren who  respond  positively  to  the  tuberculin  test, 
make  an  x-ray  of  the  glands  of  the  mesenteric 
region  and  of  the  neck,  as  infection  in  these  may 
account  for  the  reactions. 


REPORT  OF  CASE  OF  FOREIGN 
BODY  IN  THE  BLADDER 

A.  W.  MULTHAUF,  M.  D„ 

El  Paso,  Texas 

(Read  before  the  El  Paso  County  Medical  So- 
ciety, El  Paso,  Texas,  September  25,  1933). 

This  case  is  not  presented  on  account  of  its  un- 
usual aspect,  but  rather,  to  emphasize  a practical 
point  that  was  picked  up  as  a matter  of  necessity 
and  qui'.e  by  accident.  The  case  report  follows: 

A middle-aged  woman,  apparently  in  good  health, 
called  her  family  physician  and  informed  him  that 
she  had  introduced  a thermometer  into  her  urethra 
and  had  lost  it.  She  informed  her  doctor  that  she 
had  been  told  that  it  was  possible  to  get  a more 
accurate  temperature  reading  by  the  introduction 
of  the  thermometer  into  the  urethra.  This  she 
gave  as  her  excuse  for  what  she  had  done. 

Upon  vaginal  examination,  the  doctor  could  feel 
the  thermometer  in  the  urethra,  the  end  being 
about  an  inch  from  the  external  urethral  meatus. 
With  one  finger  in  the  vagina  to  steady  the  ther- 
mometer and  prevent  its  slipping  further  into  the 
bladder,  he  introduced  a clamp  and  was  able  to 
grasp  the  end  of  the  thermometer  with  it.  The 
patient,  not  being  very  cooperative,  made  a sudden 
move,  with  the  result  that  the  thermometer  slip- 
ped entirely  into  the  bladder. 

Upon  introduction  of  the  cystoscope,  the  foreign 
body  was  noted  lying  crosswise  in  the  bladder.  The 
bladder  itself  was  in  spasm,  with  the  result  that 
both  ends  were  impinged  in  the  bladder  mucosa. 
The  usual  instruments  used  for  the  extraction  of 
foreign  bodies  in  the  bladder  were  used,  but  the 
metal  would  not  hold  on  glass  body.  On  account 
of  the  ends  being  impinged  by  the  bladder  spasm 
into  the  bladder  mucosa,  it  was  impossible  to  loop 
the  body  to  deliver  it  in  the  same  axis  as  the  cys- 
toscope. We,  fortunately,  had  some  beeswax  with 
us,  which  was  softened  by  heat  and  then  liberally 
smeared  over  the  jaws  on  the  rongeur.  The  rongeur 
was  again  introduced  ,the  foreign  body  grasped  and 
delivered  in  the  same  axis  as  the  scope  without 
slipping  from  the  jaws,  and  extracted. 

I present  this  case,  not  because  of  the  fact  that 
foreign  bodies  in  the  bladder  are  considered  rare, 
but  rather  to  bring  out  a point  that  might  be  em- 
ployed by  almost  anyone,  when  faced  with  a sim- 
ilar condition. 
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PUBLIC  HEALTH  NOTES 

J.  ROSSLYN  EARP,  Dr.  P.  H. 
Director  New  Mexico  State  Bureau  of 
Public  Health. 


THE  AMERICAN  PUBLIC  HEALTH  ASSOCIATION 

"It  has  been  a pleasure  to  be  among  you.  I think 
that  was  the  word  that  Daniel  said  when  he  left  the 
lions’  den.”  Thus  Dr.  Fishbein  concluded  the  dis- 
cussion of  his  paper  on  Responsibility  for  the  Health 
Program  before  the  nation’s  health  officers  assem- 
bled in  their  sixty-second  convention.  And  he  was 
warmly  applauded.  The  cheers  were  for  his  forth- 
rightness and  dialectic  skill  as  much  as  for  his  inim- 
itable wit.  Much  that  he  had  to  say  ran  athwart  of 
popular  sentiment  in  that  meeting,  but  even  his 
worst  enemies  there  could  not  fail  to  pay  tribute  to 
his  courage  and  ability  in  debate. 

Looking  back  cn  the  discussion,  one  takes  com- 
fort in  one  basic  principle  which  was  warmly  em- 
braced by  partisans  on  each  side;  to  wit,  that  in  or- 
ganizing public  health  it  is  the  interest  not  of  the 
public  health  profession,  not  of  the  private  profes- 
sion of  medicine,  but  the  interest  of  the  public,  that 
is  paramount.  On  both  sides  I think  we  are  a little 
inclined  to  suspect  that  the  other  side  pays  only  lip 
homage  to  this  principle.  Let  us  try  to  believe  that 
the  great  majority  of  physicians  in  both  camps  are 
sincere  in  their  adherence  to  this  principle.  It  will 
clear  the  atmosphere  of  a good  many  sulphurous 
fumes. 

When  that  is  granted,  there  is  still  a real  differ- 
ence of  opinion  as  to  where  the  public’s  best  interest 
may  lie.  And  the  solution  offered  by  several  speak- 
ers, that  we  invite  the  public  to  sit  in  on  our  debates 
and  decide  for  themselves,  strikes  me  as  being  some- 
what a counsel  of  despair. 

The  public  health  men  say:  We  want  the  private 
practitioner  to  immunize  the  children,  but  he  will 
not,  or  at  least  he  does  not,  do  it.  The  doctors,  in 
the  mouth  of  Dr.  Fishbein,  reply:  As  long  as  the 
public  can  get  inoculation  free  at  your  clinics,  of 
course  they  will  not  pay  a fee  for  the  same  service 
in  our  offices.  There  is  truth  in  both  contentions, 
though  neither  constitutes  the  whole  truth. 

For  my  part,  while  I am  open  to  conviction,  I 
cannct  at  present  conceive  of  any  organization  of 
private  medicine  which  could  have  achieved  the  re- 
sults reported  by  Dr.  Bundesen  from  the  Chicago 
department  of  health.  There,  by  the  concentration 
of  his  public  health  organization  on  the  diphtheria 
campaign,  he  has  achieved  the  immunization  against 


diphtheria  of  90  per  cent  of  the  population  at  eight- 
een months  of  age,  and  diphtheria  has  apparently 
been  wiped  out.  This  is  a notable  achievement  and 
a valuable  demonstration.  It  may  not  be  the  most 
economical  or  the  most  admirable  method  that  can 
be  devised,  but  it  has  the  hall  mark  of  accomplish- 
ment. 

Next  month  I shall  have  more  to  say  of  this  con- 
ference. Let  me  add  one  piece  of  stop  press  news: 
Dr.  Park  has  found  that  immunization  against  ty- 
phoid fever  may  be  accomplished  by  the  intradermal 
injection  of  one-tenth  of  the  usual  subcutaneous 
dose.  The  results  in  protection  are  as  good  and  the 
reactions  are  never  more  than  minimal. 

TREATY  WITH  SPAIN 

The  Spanish  consul  at  Galveston,  Texas,  has  asked 
me  to  draw  attention  to  the  following  provision  of 
a treaty  between  the  United  States  and  Spain: 

In  case  of  the  death  of  a citizen  of  one  of  the 
Parties  in  the  territory  of  the  other,  the  competent 
local  authorities  muse  give  notice  of  tne  iact  to  the 
Consul  or  Consular  Agent  of  the  nation  to  which 
the  deceased  belonged,  to  the  end  that  immediate  in- 
formation may  be  given  to  the  interested  Parties. 

CHRISTMAS  SEALS,  193  3 

New  Mexico  readers  are  hereby  requested  to  make 
a special  effort  to  promote  the  sale  of  tuberculosis 
Christmas  seals  in  their  respective  communities  this 
year.  A health  survey  of  New  Mexico,  sponsored  by 
the  New  Mexico  Tuberculosis  Association,  endorsed 
by  the  State  Medical  Society,  and  supported  by  three 
national  associations,  will  depend  to  a great  extent 
for  its  financial  backing  upon  the  success  of  the  seal 
sale.  It  is  hoped  to  begin  the  survey  early  in  1934. 
Progress  will  be  reported  in  this  column  from  time 
to  time. 


GASTRIC  ANACIDITY,  Its  Relations  to  Disease 
by  Arthur  L .Bloomfield,  M.D.,  Professor  of  Medi- 
cine, Stanford  University,  San  Francisco,  Califor- 
nia, and  W.  Scott  Polland,  M.D.,  Instructor  in  Med- 
icine, Stanford  University,  San  Francisco,  Califor- 
nia; New  York;  The  MacMillan  Company;  $2.50; 
1933. 

This  is  a monograph  of  188  pages — 12  chapters. 
The  following  is  a terse  statement  of  their  thesis  as 
read  by  the  reviewer. 

Gastric  anacidity  is  a functional  state,  temporary 
or  permanent,  and  means  a total  inability  of  a stom- 
ach to  secrete  acid.  The  authors  use  the  term  only 
to  include  those  cases  which  show  no  acid  after  a 
standard  histamine  stimulus.  With  true  anacidity 
there  is  also  a lack  of  ferments;  hence  anacidity  al- 
ways implies  lack  of  pepsin.  Gastritis,  it  seems,  ex- 
ists wherever  anacidity  prevails.  It  is  not  proven 
that  anacidity  bears  a definite  etiologic  relation- 
ship to  any  disease,  although  with  pernicious  anemia 
and  cancer  anacidity  prevails  so  commonly  that  it 
would  seem  that  causal  relationship  might  almost 
be  accepted. 

The  authors  recommend  substitution  treatment  by 
the  use  of  dilute  hydrochloric  acid  if  digestive  symp- 
toms, especially  diarrhea  are  present.  0.  H.  B 
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WHO  IS  WHO  ON  THE  PROGRAM 


INTRODUCING 

ORVILLE  HARRY  BROWN,  A.B.,  Ph.D.,  M.D., 
F.A.C.S.,  of  Phoenix,  who  will  present  the  first  pa- 
per, in  the  Symposium  on  Allergy,  using  the  subject 
of  ' Food  Allergy.”  Formerly  Assistant  Professor  of 
Medicine  in  St.  Louis  University  School  of  Medi- 
cine; author  of  a standard  book  on  “Asthma”;  in- 
ternist in  the  Phoenix  Clinic. 

This  paper  will  be  discussed  by  DR.  G.  WERLET, 
Internist,  of  El  Paso,  best  known  for  his  researches 
in  the  pathology  of  cardiac  disease. 

MAJOR  HAROLD  E.  RAYCROFT,  of  the  Wil- 
liam Beaumont  General  Hospital,  will  address  the 
Clinical  Luncheon  on  Thursday,  Dec.  7,  on  “Impres- 
sions of  China.”  This  address  will  be  one  of  the 
high  lights  of  the  meeting,  and  no  one  should  miss 
it. 


RLOYCE  BRITTAIN,  M.  D„  of  El  Paso,  a prom- 
inent eye.  ear,  nose  and  throat  specialist,  will  open 
the  discussion  of  Dr.  Gat  erdam’s  paper. 

MARTIN  B.  TINKER,  M.D.,  F.A.C.S.,  one  of  the 
leading  surgeons  of  New  York,  is  coming  by  invi- 
tation to  give  an  address  on  Tuberculosis  and  Mal- 
ignancy of  the  Thyroid  Gland.  His  talk  will  be  il- 
lustrated by  lantern  slides  and  is  the  only  invita- 
tion paper  of  the  meeting. 

J.  E.  SHERMAN,  M.  D.,  of  El  Paso,  who  recent- 
ly came  from  Cincinnati,  to  be  on  the  staff  of  St. 
Joseph’s  Sanatorium,  will  give  a paper  on  “Allergy 
in  Tuberculosis.”  This  is  one  of  the  most  important 
fields  of  allergic  investigation. 

The  second  dav’s  symposium  on  tuberculosis  will 
be  introduced  by  ORVILLE  EGBERT,  M.  D.,  of  El 
Paso,  who  is'  the  Physician  in  Chief  of  St.  Joseph’s 
Sanatorium. 


R.  A.  WILSON,  M.  D.,  of  Tucson,  who  is  associ- 
ated with  the  Thomas-Davis  Clinic,  and  who  treats 
the  allergic  diseases  for  that  group,  will  present  a 
paper  on  Hay  Fever,  bringing  to  the  Association 
the  latest  ideas  and  researches  in  this  important 
field. 


F M SMITH  M.  D.,  of  Raton,  N.  M.,  will  pre- 
sent a paper  on  “Hay  Fever  and  Asthma  as  Seen 
bv  the  General  Practitioner.”  This  should  be  an  in- 
teresting subject,  as  the  general  practitioner  usual- 
ly sees  the  patients  first  and  must  usually  treat  the 
majority  of  them. 

The  discussion  of  the  two  papers  on  Hay  Fever 

will  be  opened  by  DR.  GEORGE  TURNS  , 
rector  of  the  Turner  Laboratories  of  El  1 aso. 


CHARLES  S.  KIBLER,  M.D.,  S B„  F.A.C.P.,  who 
handles  the  general  medical  work  of  the  Tucson 
Clinic  will  present  a paper  on  “Methods  of  Allergic 
Study.”  Dr.  Kibler  is  well  and  favorably  known  tor 
his  work  in  internal  medicine. 


The  paper  will  be  discussed  by  DR.  L.  0.  DUT- 
TON, pathologist  for  the  Cathcart,  Mason  & Dut- 
ten  Clinic  of  El  Paso.  Dr.  Dutton  is  best  known  for 
his  work  on  bacteriophage,  having  won  national 
recognition  for  this  before  coming  to  El  Paso. 


JOHN  W.  FLINN,  A.M.,  M.D.,  C.M.,  F.A.C.P.,  of 
Prescott,  is  Medical  Director  of  Pamsetgaaf  Sana- 
torium and  of  national  refutation  as  a worker  in 
cnest  diseases.  Associated  with  nim  are  his  two 
sons;  ROBT.  S.  FLINN,  M.D.,  F A.C.P.,  practices 
in  Presco  t and  Pnoenix,  and  ZEBUD  M.  FgINN, 
M.D.,  formerly  of  Albuquerque,  is  now  .ocated  at 
tne  Sanatorium  in  Prescott. 

They  will  joint. y present  two  papers;  one  on 
Brcncho-moniiiasis,  giving  the  resuits  of  seveial 
3 ears  research  and  clinical  observation;  the  other 
on  He.iotnerapy  in  Tuberculosis  of  Bones  and 
Join  :,  giving  ihe  results  of  their  own  work  and  of 
observations  of  Rol.ier’s  work  in  Switzerland. 

W.  WARNER  WATKINS,  M.  D.,  F.  A.  C.  P., 
F.  A.  C R.,  of  Phoenix,  Radiologic  Director  of  Path- 
ological Laboratory,  will  give  a paper  on  “Chronic 
inflammation  in  the  Lung,  with  Special  Reference 
to  Si.icosis.  ’ This  condition  is  of  increasing  import- 
ance, and  every  physician  should  be  thoroughly  ac- 
quainted with  its  pathology  and  industrial  signifi- 
cance. 

DR.  W.  W.  GAY,  of  El  Paso,  who  is  Chief  Sur- 
geon for  the  American  Refining  and  Smelting  Com- 
pany, will  open  the  discussion  on  Broncho-Monilia- 
.,is  and  Silicosis. 


HOWELL  RANDOLPH,  A.B.,  A.M.,  M.  D.,  A.  A. 
C.  P.,  Phoenix;  Asscciate  Director  of  St.  Luke’s 
Home  for  Tuberculosis,  specializing  in  diseases  of 
the  heart  and  lungs,  will  present  a paper  on  “Insect 
Dust  as  a Cause  of  Hay  Fever  and  Asthma.” 

DAVID  M.  DAVIS,  M.  D.,  Phoenix,  formerly  as- 
sociated with  Dr.  Hugh  H.  Young,  Professor  of 
Urology  of  Johns  Hopkins  University,  and  co-author 
with  him  of  Young’s  Practice  of  Urology,  will  pre- 
sent a paper  on  “Allergy  in  Relation  to  the  Urogeni- 
tal Tract.  Dr.  Davis  is  a member  of  the  American 
Urological  Association,  and  appears  frequently  on 
their  programs. 

His  paper  will  be  discussed  by  DR  A.  W.  MULT- 
IIAUF,  of  El  Paso,  one  of  the  prominent  urologists 
of  the  southwest. 

E.  A.  GATTERDAM,  M.  D.,  of  Phoenix,  will  give 
the  latest  ideas  on  “Allergy  in  Relation  to  the  Nose 
and  Throat.”  Dr.  Gatterdam  was  formerly  on  the 
medical  staff  of  the  Veterans  Hospital  at  Whip- 
>de  Ariz.,  and  formerly  was  Associate  Director  oi 
St.  Luke’s  Home  in  Phoenix.  His  work  in  chest  dis 
eases,  asthma  and  other  allergic  conditions  is  well 
known  throughout  Arizona. 


•J.  ROSSLYN  EARP,  Dr.  P.  H.,  Director  of  th? 
Bureau  of  Public  Health  of  New  Mexico,  Santa  Fe, 
N.  M.,  has  been  invited  to  address  the  Clinical 
Luncheon  meeting  on  Friday.  He  will  talk  on 
“Childhood  Tuberculosis  as  a Public  Health  Prob- 
lem.” Dr.  Earp’s  work  in  New  Mexico  has  been  at- 
tracting favorable  attention  the  country  over,  and 
his  appearance  before  this  Association  will  be 
looked  forward  to  with  great  anticipation. 

CHARLES  F.  BARLEY,  M.  D.,  of  Tucson,  pedi- 
atrician for  the  Tucson  Clinic,  will  present  the  first 
paper  in  the  afternoon  session,  on  Friday,  on 
“Childhood  Tuberculosis;  Etiology  and  Diagnosis.” 
Dr.  Barley  is  a new  member  of  the  Association,  but 
he  is  well  known  in  Arizona  for  his  high  class  work 
in  his  specialty. 

MELDRUM  K.  WYLDER,  B.S.,  M.D.,  F.A.C.P., 
of  Albuquerque,  past  president  of  this  Association 
and  of  the  New  Mexico  Society,  is  well  and  favor- 
ably known  to  all  who  are  acquainted  with  the  pro- 
fession in  the  southwest.  His  annual  jaunt  to  the 
College  of  Physicians  and  report  of  their  program 
has  become  an  institution  in  medical  literature. 
Pediatrics  is  his  specialty  and  he  will  write  on 
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“Prophylaxis  and  Treatment  of  Childhood  Tuber- 
culosis.” 

-J.  T.  McCAMANT,  M.  D.,  Health  Officer  for  the 
City  and  County  of  El  Paso,  will  open  the  discus- 
sion on  the  Public  Health  phases  of  childhood  tuber- 
culosis. 

J.  MOTT  RAWLINGS,  M.  D.,  pediatrician  of  El 
Paso,  will  open  the  discussion  on  etiology  and  diag- 
nosis. 

HARRY  LEIGH,  M.  D.,  pediatrician  of  El  Paso, 
will  open  discussion  on  prophylaxis  and  treatment. 

FRANK  GOODWIN,  M.D.,  of  El  Paso,  an  ortho- 
pedist of  ncte,  will  discuss  the  paper  of  the  Drs. 
Flinn  on  Bone  and  Joint  Tuberculosis. 

E.  W.  PHILLIPS,  M.D.,  F.A.C.P.,  Phoenix,  Ariz., 
Medical  Director  of  St.  Luke’s  Home  for  Tuberculo- 
sis (Phoenix)  and  St.  Luke’s  in  the  Mountains 
(Prescott),  will  give  a paper  entitled  “Does  Tonsil- 
lectomy Light  Up  Tuberculosis?”  Dr..  Phillips’ 
work  in  tuberculosis'  and  allergy  is  known  the  coun- 
try over. 

DR.  FRANK  SCHUSTER,  M.D.,  of  El  Paso, 
prominent  eye,  ear,  nose  and  throat  specialist,  will 
open  the  discussion  of  this  paper. 

W.  G.  SCHULTZ,  M.D.,  of  Tucson,  well  known 
urologist,  wi’l  present  a paper  on  “Problems  in 
Urogenital  Tuberculosis.”  If  time  can  be  found  he 
will  also  show7  a moving  picture  made  by  himself 
cf  prostatectomy.  Dr.  Schultz  has  done  some  out- 
standing work  in  his  specialty  and  is  as  well  known 
outside  of  Arizona  as  in  his  home  state. 

DR.  KELVIN  D.  LYNCH,  of  El  Paso,  in  the 
front  rank  of  urologists  of  the  country,  will  open 
the  discussion  of  this  paper. 

CHAS.  W MILLS,  A.B.,  M.D.,  F.A.C.P.,  Associ- 
ate Medical  Di  net  r of  '-he  Deseit  Sanatorium  at 
Tucson,  Ariz.,  will  present  a paper  on  “Treatment 
of  Cavities.”  Die  Mills  is  a man  of  experience  in 
clinical  medicine  and  in  research,  and  can  give  the 
results  of  treatment  from  years  of  observation. 

DR.  R.  B.  HOMAN,  Director  of  the  Homan  Sana- 
torium, El  Paso,  will  open  the  discussion  of  this  pa- 
per. 

VICTOR  RANDOLPH,  A.B.,  M.D.,  F.A.C.S.,  of 
Phoenix,  Ariz  , will  write  on  “Pneumothorax  and 
Pneumolysis.”  Dr.  Randolph  is  a specialist  in  chest 
surgery,  confining  his  work  to  this  line,  has  taken 
post  graduate  work  in  Europe,  and  will  bring  a 
demonstration  of  great  value  and  interest. 

•J.  -J.  BEATTY,  M.D.,  Tucson,  Clinical  Director  of 
the  Veterans  Administration  Hospital,  will  bring 
another  paper  givins-  the  results  of  his  observations 
on  tuberculosis  with  the  large  number  of  cases 
treated  in  this  hospital.  The  title  will  be  “How  Ex- 
perience Has  Changed  my  Opinions  in  Regard  to 
Co’lapse  Therapy  in  the  Treatment  of  Pulmonary 
Tuberculosis.” 

DR.  FELIX  P.  MILI  ER.  M D..  of  El  Pam  well 
knourn  for  his  wrork  in  chest  surgery,  one  time  pres- 
ident of  the  Texas  Stat^  Medical  Association,  will 
open  the  discussion  on  these  two  papers. 

JOHN  HUFFMANN.  M D , Tucson.  Ariz.,  who 
has  given  specia’  study  to  diseases  of  the  endocvin° 
glands,  will  open  the  symposium  on  thyroid  disease 
wdth  a paper  on  “Physiology  and  Pathology  of  tV; 
Thyroid.”  Dr.  Huffman  is  a new  member  of  the 


Association,  making  his  initial  appearance  with  a 
very  important  topic. 

DR.  WILLIS  W.  WAITE,  of  El  Paso,  Director  of 
Waite’s  Laboratories,  one  time  president  of  the  As- 
sociation, and  chairman  of  the  Program  Commit- 
tee, wi’l  open  the  discussion  on  this  paper. 

S.  C.  DAVIS,  M.  D.,  F.  A.  C.  P.,  of  Tucson,  Chief 
of  the  Medical  Staff  of  the  Thomas-Davis  Clinic, 
Medical  Director  of  the  Southern  Pacific  Hospital 
at  Tucson,  will  bring  a paper  on  “Hypothyroidism.” 
Dr.  Davis  always  brings  a paper  of  great  merit, 
carefully  prepared  and  well  presented. 

DR.  E.  WT.  RHEINHEIMER,  of  El  Paso,  has 
been  selected  by  the  Program  Committee,  to  open 
the  discussion  on  this  important  subject.  Dr.  Rhem- 
heimer  is  a clinician  of  much  experience. 

HAL  W.  RICE,  M.  D.,  of  Morenci,  Ariz.,  Chief 
Surgeon  for  the  Phelps  Dodge  Corporation  in  Mo- 
renci and  Clifton,  will  write  on  “Indications  for 
Surgical  Treatment  of  the  Thyroid.”  Dr.  Rice  is  a 
surgeon  of  good  judgment,  and  always  brings  a 
well  prepared  paper. 

J.  L.  MURPHY,  M D„  of  El  Paso,  of  the  Brown, 
Brown  and  Murphy  Clinic,  will  wrrite  on  “V  hat  to 
Expect  from  Surgical  Treatment.”  With  the  ma- 
terial which  he  will  have  available,  an  excellent 
presentation  of  the  end  results  of  surgical  treatment 
of  the  thyroid  can  be  expected. 

DR.  PAUL  GALLAGHER,  of  El  Paso,  one  time 
president  cf  the  El  Paso  County  Medical  Society, 
and  always  a prominent  figure  in  the  Southwestern 
meetings,  w7ill  open  the  discussion  on  surgical  treat- 
ment of  thyroid  disease. 

JOHN  W.  CATHCART,  M.D.,  F.A.C.R.,  well 
known  radiologist,  senior  partner  in  the  Cathcart, 
Mason  and  Dutton  Clinic,  will  present  the  case  for 
radiologic  treatment  of  hyperthyroidism,  under  the 
title  “X-ray  and  Radium  Treatment  of  Exophthal- 
mic Goitre.” 

DR.  W.  W’ARNER  WATKINS,  of  Phoenix,  Radi- 
ologic Director  of  the  Pathological  Laboratory,  will 
open  the  discussion  of  this  topic. 

J.  B.  LITTLEFIELD,  M.D.,  F.A.C.S.,  of  Tucson, 
Ariz.,  is  best  known  as  an  urologist,  one  time  as- 
sociated with  the  Thomas-Davis  Clinic,  now7  in  pn- 
vate  practice  in  Tucson.  His  paper  will  be  on  Reac- 
tions in  Blood  Transfusions.”  The  increasing  use 
of  blood  transfusion  makes  this  a very  important 
and  timely  subject. 

G.  WERLEY,  M.D.,  of  El  Paso,  a familiar  fig- 
ure in  our  meetings  for  the  past  decade,  is  well 
known  for  his  original  work  in  heart  disease.  It  is 
no  disparagement  to  any  one  to  say  that  Dr.  Wer- 
ley  is  the  outstanding  cardiologist  of  the  South- 
west, and  wre  might  take  in  considerable  more  terri- 
tory and  still  be  free  from  exaggeration  His  re- 
marks on  “The  Heart  in  Thyroid  Disease”  will  be 
awaited  wdth  eager  anticipation. 
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J.  R Van  Atta  - Albuquerque,  N.  M. 

General  Program  Committee 

Willis  W.  Waite,  Chairman  - - El  Paso,  Texas 

El  Paso  County  Medical  Society  Committees. 
Scientific  Exhibits:  Willis  W.  Waite  (Chairman), 
J.  W.  Cathcart  and  George  Turner. 

Clinics:  Jamies'  Gorman  (Chairman ) , Chester 

Awe.  E.  W.  Rheinheimer,  Paul  Gallagher,  J.  H. 
Gambrell,  H.  E.  Stevenson,  F.  P.  Miller,  F.  0.  Bar- 
rett, F.  P.  Schuster,  K.  D.  Lynch. 

Reception:  T.  J.  MeCamant  (Chairman),  Harry 
Leigh  and  A.  W.  Multhauf. 

Entertainment:  Bloyce  Brittain  (Chairman),  E. 
W.  Rheinheimer  and  Chester  Awe. 


Transportation  and  Hotels:  F.  P.  Miller  (Chair- 
man), H.  E.  Stevenson  and  H.  H.  Varner. 

Publicity:  Mott  Rawlings  (Chairman),  John  Mur- 
phy and  John  Morrison. 

Golf:  Ralph  Homan  (Chairman),  W.  L.  Brown 
and  W.  E.  Vandevere. 

Registration:  Leslie  M.  Smith,  Chairman. 

Women’s  Auxiliary:  Mrs.  M.  P.  Schuster,  Chair- 
woman 

PROGRAM 

NINETEENTH  ANNUAL  MEETING 

EL  PASO,  DECEMBER  7,  8 and  9,  1933 
Headquarters — Hotel  Hussman. 

(El  Paso  Club) 

THURSDAY,  DECEMBER  7 
10  a.  m. 

Call  to  Order  by  President  F.  D.  Vickers. 
Announcements. 

Committee  Reports. 

Induction  of  the  President-Elect,  Dr.  W.  A.  Gekler, 
Albuquerque,  N.  M. 

SYMPOSIUM  ON  ALLERGY. 

Paper:  Food  Allergy,  by 

Orville  H.  Brown,  M.  D.,  Phoenix,  A;iz. 
Discussion  to  be  opened  by 
Dr.  G.  Werley,  El  Paso. 

12  Neon  Clinical  Luncheon. 

Address  by 

Major  Harold  E.  Raycroft,  William  Beaumont 
General  Hospital — “Impressions  of  China.” 

1 :30  p.  m. 

Paper:  Hay  Fever,  by 

R.  A.  Wilson,  M.  D.,  Tucson,  Ariz. 

Paper:  Hay  Fever  and  Asthma  as  Seen  by  a Gen- 
eral Practitioner,  by 
F.  F.  Smith,  M.  D„  Raton,  N.  M. 

Discussion  of  above  two  papers  to  be  opened  by 
Dr.  Geo.  Turner,  El  Paso. 

Paper:  Methods  of  Allergic  Study,  by 
C S.  Kibler,  M.  D.,  Tucson,  Ariz. 

Discussion,  with  demonstration  of  cases,  by 
Dr  L.  O.  Dutton,  El  Paso. 

Paper:  Insect  Dust\dpt  a Cause  of  Hay  Fever  and > 
Asthma,  by 

Howell  Randolph,  M.  D.,  Phoenix.  Ariz. 
Discussion. 
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Paper:  Allergy  in  Relation  to  the  Urogenital  Tract , 
David  M.  Davis,  M.  D.,  Phoenix,  Ariz. 
Discussion  to  be  opened  by 
Dr.  A.  W.  Multhauf,  El  Paso. 

Paper:  Allergy  in  Relation  to  Lesions  of  the  Nose 
and  Throat,  by 

E.  A.  Gatterdam,  M.  D.,  Phoenix,  Ariz. 
Discussion  to  be  opened  by 
Dr.  Bloyce  Brittain,  El  Paso. 

Paper:  Allergy  in  Tuberculosis,  by 

J.  E.  Sherman,  M.  D.,  St.  Joseph’s  Sanatorium, 
El  Paso. 

Discussion. 

Paper : “Reactions  in  Blood  Transfusions,”  by 
J.  B.  Littlefield,  M.  D.,  Tucson,  Ariz. 

8:00  p.  m.,  SHARP. 

Clinic  at  Wm.  Beaumont  Hospital. 

Every  one  is  invited  to  attend  this.  This  Clinical 
demonstration  has  been  given  at  every  meeting  of 
fhe  Association  held  in  El  Paso  since  the  hospital 
was  founded,  and  has  become  known  as  the  out- 
standing feature  of  the  program. 

FRIDAY,  DECEMBER  8. 

10  a.  m. 

SYMPOSIUM  ON  TUBERCULOSIS 
Introduction  of  Symposium,  by 

Orville  Egbert,  M.  D.,  Superintendent  of  St. 
Joseph’s  Sanatorium,  El  Paso. 

Paper:  Broncho-Moniliasis,  by 

John  W.  F inn,  M.  D , Rott  S.  Flinn,  M.  D.,  and 
Zebud  M.  Flinn,  M.  D.,  Prescott,  Ariz. 

Paper:  Chronic  Inflammation  in  the  Lungs,  with 
Special  Reference  to  Silicosis,  by 
W.  Warner  Watkins,  M.  D.,  Phoenix,  Ariz. 

Di  cussicn  of  above  two  papers  to  be  opened  by 
Dr.  W.  W.  Gay,  El  Paso. 

12  Noon.  Clinical  Luncheon. 

Address  by 

J.  Ros'slyn  Earp,  Dr.  P.  H.,  Director  of  Bureau 
cf  Public  Health  of  New  Mexico,  Santa,  Fe, 
N.  M. 

“ Childhood  Tuberculosis  a |s  a Public  Health  Prob- 
lem.” 

Paper:  Chi.dhood  Tuberculosis;  Etiology  and.  Diag- 
nosis, by 

Chas.  F.  Barley,  M.  D.,  Tucson,  Ariz. 

Paper:  Childhood,  Tuberculosis ; Prophylaxis  and 
T reatment,  by 

M.  K.  Wylder,  M.  D.,  Albuquerque,  N.  M. 
Discussicn  of  Childhood  Tuberculosis  will  be 
cpened  by 

Drs.  J.  T.  McCamant,  El  Paso,  on  Public  Health; 
J Mott  Rawlings  of  El  Paso  on  E iology  and  Di- 
agnosis; and  Harry  Leigh  of  El  Paro  on  Prophy- 
’axis  and  Treatment. 

Paper:  Heliotherapy  in  the  TrecYmen.t  of  Tubercu- 
losis of  Bones  and  Joints,  by 
John  W.  Flinn,  M.  D.,  Robt.  S.  F’inn,  M.  D., 
and  Zebud  M.  Flinn,  M.  D.,  Prescott,  Ariz. 
Discussion  will  be  opened  by  Dr.  Frank  Goodwin, 
cf  El  Paso,  with  presentation  of  cases  treated 
surgically. 

Paper:  Does  Tonsillectomy  Light  up  Tuberculosis? 
E.  W.  Phillips,  M.  D , Phoenix,  Ariz. 

Discussion  to  be  opened  by  Dr.  Frank  Schuster, 
El  Paso. 

Pape-*-:  Problems  in  Genito-Urinary  Tuberculosis, 
W.  G.  Schultz,  M.  D.,  Tucson,  Ariz. 

Discussion  to  be  opened  by  Dr.  K.  D.  Lynch,  El 
Paso. 


Paper:  Treatment  of  Cavities,  by 

Chas.  W.  Mills,  M.  D.,  Tucson,  Ariz. 
Discussion  to  be  opened  by  R.  B.  Homan,  El 
Paso. 

Paper : Pneumothorax  and  Pneumolysis,  by 
Victor  Randolph,  M.  D.,  Phoenix,  Ariz. 

Paper:  How  Experience  has  Changed  My  Opinions 
in  Regard  to  Collapse  Therapy  in  tike  Treat- i 
ment  of  Pulmonary  Tuberculosis,  by 
J.  J.  Beatty,  M.  D.,  Tucson,  Ariz. 

Discussion  on  Surgical  Treatment  will  be  opened 
by  Dr.  Felix  P.  Miller,  of  El  Paso,  with  demon- 
stration of  cases. 

8:00  p.  m.  Annual  Dinner. 

President’s  Address,  by 

Dr.  W.  A.  Gekler,  Albuquerque,  N.  M. 

SATURDAY,  DECEMBER  9 
10  a.  m. 

SYMPOSIUM  ON  THYROID  DISEASE 
(Papers  on  the  Tuberculosis  Symposium  not  pre- 
sented on  Friday  will  be  given  at  this  time.) 

Paper:  Physiology  and  Pathology  of  the  Thyroid,  by 
John  Huffman,  M.  D.,  Tucson,  Ariz. 

Discussion  will  be  opened  by  Dr.  Willis  W.  Waite, 
El  Paso. 

Paper:  Hypothyroidism,  by 

S.  C.  Davis,  M.  D.,  Tucson,  Ariz. 

Discussion  to  be  opened  by  Dr.  E.  W.  Rheinheim- 
er,  El  Paso. 

Paper:  Indications  for  Surgical  Treatment,  by 
Hal  W.  Rice,  M.  D.,  Morenci,  Ai'iz. 

Paper:  What  to  Expect  from  Surgical  Treatment, 
J.  L Murphy,  El  Paso. 

Discussion  of  these  two  papers  will  be  opened  by 
Dr.  Paul  Gallagher,  El  Paso. 

Paper:  X-ray  and  Radium  Treatment  of  Exophthal- 
mic Goitre , by 
John  W.  Cathcart,  El  Paso. 

Discussion  will  be  opened  by  Dr.  W.  Warner  Wat- 
kins, Phcenix,  Ariz. 

Paper:  “The  Heart  in  Thyroid  Disease,”  by 
Guy  Werley,  M.  D.,  El  Paso. 

Address:  Tuberculosis  and  Malignancy  of  the  Thy- 
roid, by 

Martin  B.  Tinker,  M.D.,  F.A.C.S.,  Ithaca,  N.  Y. 
(By  invitation.) 

General  Discussion  on  Medical  Treatment,  Com- 
plications, and  Laboratory  Aids  in  Diagnosis,  as 
well  as  the  papers  presented. 


HISTORICAL 

Organization  meeting  in  El  Paso,  in  1913,  with 
Dr.  S.  D.  Swope,  of  Deming,  N.  M.,  presiding. 

First  Annual  Meeting,  in  El  Paso,  in. 1914;  Dr. 
R.  L.  Ramey,  of  El  Paso,  President. 

Sec  nd  Annual  Meeting,  in  El  Paso,  in  1915;  Dr. 
John  E Bacon,  of  Miami,  Ariz.,  President. 

Third  Annual  Meeting,  in  Albuquerque,  N.  M.,  in 
1916  Dr.  A G.  Short’e,  Albuquerque,  President; 
D-.  J.  R.  Van  Atta,  Albuquerque,  Secretary. 

Fourth  Annual  Meeting  in  Phoenix,  Ariz.,  in 
1917:  Dr.  Joel  I.  Butler,  Tucson,  President;  Dr.  J. 
R.  Van  A’ta,  A^uquerque,  N.  M.,  Secretary-Treas- 
urer. 

INo  meeting  in  1918.) 

Fi  th  Annual  Meeting  in  1919,  in  El  Paso;  Dr. 
P.  G.  Cornish.  Sr  , President  (in  Service)  ; Dr.  W. 
Warner  Watkins.  First  Vice  President,  presiding; 
Dr.  J.  R.  Van  Atta,  Albuquerque,  Secretary-Treas- 
urer. 

Sixth  Annual  Meeting,  Dec.  2-4,  1920,  in  El 
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Paso;  Dr.  W.  Warner  Watkins,  Phoenix,  President; 
Dr.  J.  R.  Van  Atta,  Albuquerqque,  Secretary-Treas- 
urer. 

Seventh  Annual  Meeting,  Dec.  1-3,  1921,  in  Phoe- 
nix; Dr.  Jrmes  Vance,  El  Paso,  President;  Dr.  J. 
R Van  Atta,  Albuquerque,  Secretary-Treasurer. 

Eighth  Annual  Meetnig,  Dec.  7-9,  1922,  in  El 
Paso;  Dr.  M.  K.  Wylder,  Albuquerque,  President; 
Dr.  Harry  R.  Carson,  Phoenix,  Secretary-Treas- 
urer. 

Ninth  Annual  Meeting,  Dec.  11-13,  1923,  in  El 
Paso;  Dr.  R.  D.  Kennedy,  Glebe,  President;  Dr. 
Harry  R.  Carson,  Phoenix,  Secretary-Treasurer. 

Ten  h Annual  Meeting,  Nov.  6-8,  1924,  in  Phoe- 
nix; Dr.  J.  R.  Van  Atta,  Albuquerque,  President; 
Dr  W.  Warner  Watkins,  Phoenix,  Secvetary-Treas- 
urer. 

ELventh  Annual  Meeting,  Nov.  5-7,  1925,  in  E! 
Paso;  Dr.  H.  H.  Stai'k,  El  Paso,  President;  Dr.  W. 
W.  Watkins,  Phoenix,  Secretary-Treasurer.  (Dr. 
Willard  Smith,  First  Vice-President,  presided, 
owing  to  Dr.  Stark’s  serious  illness.) 

Twelfth  Annual  Meeting,  Nov.  11-13,  1926,  in 
Tucson;  Dr.  Willard  Smith,  Phoenix,  President; 
Dr.  W.  W.  Watkins,  Phoenix,  Secretary-Treasurer. 

Thirteenth  Annual  Meeting,  Nov  2-5,  1927,  in  E! 
Paso;  Dr.  Willis  W.  Waite,  President;  Dr.  W.  W. 
Watkins,  Phoenix,  Secretary-Treasurer. 

Foutteenth  Annual  Meeting,  Nov.  8-10,  1928,  in 
Albuquerque;  Dr.  Hugh  Crouse,  El  Paso,  President; 
Dr.  W.  W.  Watkins,  Secretary-Treasurer.  (On  ac- 
count of  the  serious  illness  of  Dr.  Crouse,  Dr.  P. 
G.  Cornish,  Jr.,  First  Vice  President,  presided.) 

Fifteenth  Annual  Meeting,  Nov.  7-9,  1929,  in 
Phoenix;  Dr.  P.  G.  Cornish,  Jr.,  Albuquerque,  Pres- 
ident; Di\  W.  W.  Watkins,  Phoenix,  Secretary- 
Treasurer. 

Sixteenth  Annual  Meeting,  Nov.  6-8,  1930,  in  El 
Paso;  Dr.  E.  Payne  Palmer,  Phoenix,  President: 
Dr.  W.  W.  Watkins,  Phoenix,  Secretary-Treasurer. 

Seventeenth  Annual  Meeting,  Dec.  3-5.  1931,  in 
Phoenix;  Dr.  W.  R Jamieson,  El  Paso,  President; 
Dr.  W.  W.  Watkikns,  Phoenix,  Secretary-Treasurer. 

Eighteenth  Annual  Meeting,  Dec.  8-10,  1932,  at 
Albuquerque;  Dr.  W.  R.  Jamieson,  El  Paso,  Presi- 
dent (sec  nd  term  on  account  of  change  in  constitu- 
tion) ; Dr.  W.  W.  Watkins,  Secretary-Treasurer 
(Dr.  W.  A.  Gekler,  First  Vice  President,  presided, 
on  account  of  Dr.  Jamieson’s  enforced  absence  ) 

Nineteenth  Annual  Meeting,  to  be  held  in  El  Paso, 
Dec.  7-9,  1933.  Dr.  F.  D.  Vickers,  of  Deming,  N.  M., 
will  preside  Dr.  W.  A Gekler,  President-Elect,  of 
Albuquerque,  will  be  inducted  iWo  the  office  ol 
President.  Dr.  W.  W.  Watkins,  Phoenix,  Secretary- 
Treasurer. 


JAMES  H.  JOHNSON 
(Las  Cruces,  N.  M.) 

Dr.  Jame;  H.  Johnson,  of  Las  Cruces,  N.  M.,  a 
practitioner  for  thirty  years  in  that  state,  died  on 
Sept.  28  th,  of  peritonitis.  Dr.  Johnson  w'as  licensed 
:n  New  Mexico  in  1901,  was  a member  of  the  coun- 
ty and  state  medical  societies.  He  was  75  years  of 
age. 


WILLIAM  T.  JOYNER 
(Roswell,  N.  M.) 

Another  pioneer  physician  of  New'  Mexico  passed 
from  the  ear.hlv  scene  of  action  on  October  12th, 
w'hcn  Dr.  William  T.  Jo)  'ner,  of  Rosw'ell,  succumbed 
to  pneumonia.  Always  prominent  in  medical  organ- 
ization w'ork  and  zealous  for  the  advancement  of 
his  profession,  he  will  be  sadly  missed  from  the  med- 
ical ranks  of  his  state.  Dr.  Joyner  was  born  in  Little 
Rock,  Ark.,  in  18  67,  being  seventy-six  years  of  age 
at  the  time  of  his  death.  He  graduated  from  the 
University  of  Arkansas  Medical  School  in  18  89,  and 
spent  a year  in  post  graduate  work  at  Bellevue  Hos- 
pital, New'  York.  He  w'as  County  Physician  for 
Pula  ki  County,  Arkansas,  in  1891,  and  came  to 
New'  Mexico  in  1892,  locating  in  Roswell,  where  he 
practiced  continuously  for  forty  years.  He  was  the 
first  president  of  the  Chaves  County  Medical  Soci- 
ety, former  president  of  the  New  Mexico  Medical 
Society,  a fellow  of  the  Amercian  Medical  Associa- 
tion and  for  many  years  a member  of  the  New  Mex- 
ico Board  of  Medical  Examiners. 


CHRISTIAN  H.  RISSER 
(Payson,  Ariz.) 

The  death  of  Dr.  C.  H.  Risser,  for  tw'enty  years 
the  only  phvsician  in  Payson,  Ariz.,  sees  the  passing 
of  another  pioneer  medical  practitioner  in  that  state. 
Dr.  Risser  w'as  born  in  1879,  graduated  from  St. 
Louis  University  School  of  Medicine  in  1909,  com- 
ing to  Arizona  the  following  year.  He  was  located 
in  Tempe,  Ariz.,  for  a year  or  two,  and  then  settled 
in  Payson,  an  isolated  community  in  the  cattle 
country,  w'here  he  practiced  since.  He  came  to  Tem- 
pe to  visit  relatives  and  was  taken  w'ith  a virulent 
tvpc  of  pneumonia,  living  only  a few  days.  Death 
occurred  on  Nov.  4th. 


HARLIN  A.  HARRIS 
(Guadalajara,  Mexico) 

One  of  the  eminent  medical  men  of  Mexico  was 
lost  in  the  death  of  Dr.  R.  A.  Harris,  Chief  Surgeon 
of  the  Southern  Pacific  of  Mexico  Railroad,  which 
occurred  on  July  7th.  The  cause  of  death  was  angina 
pectoris.  Dr.  Harris  was  comparatively  young,  be- 
ing 5 2 years  of  age.  He  graduated  from  Syracuse 
(N.Y.)  University  College  of  Medicine  in  1903, 
and  has  been  located  in  Mexico  for  many  years.  He 
succeeded  Dr.  E.  C.  Houle,  a few'  years  ago,  in  the 
office  which  he  was  holding  at  the  time  of  death. 
He  w'as  located  at  Guadalajara,  Jalisco,  Mexico. 


NOVEMBER,  1933 
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THE  EL  PASO  COUNTY  MEDICAL 
SOCIETY 

October  9,  1933 

(Reported  by  Dr.  Leslie  M.  Smith,  Secretary) 


1.  Acute  Nephritis:  Harry  Leigh,  M.  D.,  El  Paso, 
Texas. 

2.  Presentation  of  a Diagnostic  Case:  Geo. 

Turner,  M.  D.,  El  Paso,  Texas. 

3.  Lung  Abscess:  S.  D.  Swope,  M.  D.,  Ei  Psao, 

Texas. 


The  El  Paso  County  Medical  Society  met  Mon- 
day, October  9,  1933,  at  8 p.  m.  at  Hotel  Hussman. 

Dr.  Harry  Leigh  presented  the  case  history  of  a 
fatal  case  of  acute  hemorrhagic  nephritis  in  a 
child.  Dr.  George  Turner  presented  the  autopsy 
findings  with  photomicrographs.  The  case  was  fur- 
ther discussed  by  Dr.  N.  H.  Keller. 

Dr.  George  Turner  reported  a case  of  serous  ac- 
cumulation in  pleural  cavity.  After  withdrawal  of 
the  fluid,  there  was  no  definite  evidence  of  ma- 
lignancy, but  lymph  gland  removed  from  the  chest 
wa.l  showed  adeno-carcinoma.  Dr.  W.  W.  Waite 
discussed  the  case. 

Dr.  S.  D.  Swope  presented  a case  of  lung  abscess 
following  a mouth  operation.  There  was  a mass  in 
the  right  chest  which  gradually  enlarged.  There 
was  at  first  a suspicion  of  carcinoma,  but  the  mass 
finally  broke  down  and  drained  through  the  bron- 
chus. Drs.  R.  B.  Homan,  J.  W.  Laws,  W.  E.  Van- 
devere,  J.  L.  Green,  F.  P.  Schuster,  W.  W.  Waite, 
George  Turner,  and  Major  Franklin,  U.  S.  A.,  dis- 
cussed Dr.  Swope’s  case. 

Dr.  W.  E.  McLain  was  admitted  to  membership 
in  the  society.  The  secretary  read  a letter  from 
Dr.  Holman  Taylor  relative  to  the  recent  confer- 
ence on  Medical  Care  of  the  Indigent.  Dr.  J.  W. 
Laws  stated  that  there  is  a possibility  of  establish- 
ing a camp  in  El  Paso  for  drifters.  Dr.  Paul  Gal- 
lagher again  tendered  his  resignation  as  chairman 
of  the  committee  in  charge  of  medical  examina- 
tion of  R.  F.  C.  workers,  and  recommended  Dr. 
Chas.  Rennick’s  appointment  to  the  chairmanship. 
It  was  moved  and  seconded  that  Dr.  Gallagher  re- 
main on  the  committee.  This  motion  was  passed. 

Dr.  W.  R.  Jamieson,  chairman  of  the  entertain- 
ment committee  for  the  coming  meeting  of  the 
Medical  and  Surgical  Association  of  the  Southwest, 
brought  up  the  question  of  financing  the  enter- 
tainment. A motion  by  Dr.  W.  E.  Vandevere  to 
charge  a registration  fee  of  two  dollars  for  those 
attending  the  meeting  was  seconded  and  carried.  It 
was  included  in  the  motion  that  the  balance  of  the 
expense  should  be  paid  out  of  the  treasury  of  the 
county  medical  society.  Dr.  George  Turner  was  ap- 
pointed as  chairman  of  the  financial  committee  for 
the  Southwestern  meeting. 

There  being  no  further  business  the  society  ad- 
journed at  10  p.  m. 


THE  EL  PASO  COUNTY  MEDICAL 
SOCIETY 

October  23,  1933 


(Reported  by  Dr.  C.  F.  Rennick,  Acting  Secre- 
tary.) 


Preliminary  report:  Original  Bone-Brace  Opera- 
tion to  Prevent  Toe-Drop;  F.  C.  Goodwin,  M.D.,  El 
Paso. 

Use  of  Addisin  in  the  Treatment  of  Pernicious 
Anemia:  J.  E.  Sherman,  M.D.,  El  Paso. 


The  El  Paso  County  Medical  Society  met  Mon- 
day, October  23,  1933,  at  8 p.  m.,  at  Hotel  Huss- 
man. Dr  J.  J.  Gorman  presiding. 

Dr.  Mitchell  presented  a County  Hospital  case 
with  typical  symptoms  of  chronic  gastric  ulcer,  in- 
cluding blood  in  the  stomach  contents  and  the  stool. 
There  was  x-ray  and  laboratory  evidence  of  chronic 
duodenal  obstruction.  Due  to  the  positive  Kahn  test 
there  was  some  question  of  syphilitic  gastritis,  but 
the  diagnosis  of  peptic  ulcer  was  finally  decided  on. 
The  usual  medical  treatment  of  alkalies  and  stom- 
ach washes  was  being  administered.  Drs.  Garrett, 
Sherman,  and  Gorman  discussed  the  case. 

Dr.  Mitchell  presented  another  case  of  cancer  of 
the  head  of  the  pancreas,  the  patient  dying  after  12 
days  in  the  hospital.  Diagnosis  confirmed  by 
autopsy.  Discussed  by  Dr.  Waite. 

Dr.  Goodwin  presented  a paper  entitled,  “Original 
Bone-Brace  Operation  to  Prevent  Toe-Drop.”  About 
twenty-five  slides  were  shown,  demonstrating  an 
operation  to  prevent  the  toe  from  interfering  dur- 
ing locomotion.  The  posterior  sui'face  of  the  tibia 
was  removed  and  “green-sticked”  downward,  so  that 
the  end  of  the  graft  terminated  in  the  interval  be- 
tween the  heel  cord  and  the  os  calcis'.  A groove  was 
made  in  the  posterior  bulge  in  the  lower  end  of  the 
tibia,  to  permit  the  distal  end  of  the  graft  to  reach 
the  point  where  it  was  desired.  Slides  showing 
x-ray  of  the  patients  operated  on  were  shown,  as 
well  as  photographs  taken  of  the  foot  showing  pre- 
vention of  toe  drop  by  this  new'  operation. 

In  discussing  this  paper  Dr.  Miller  mentioned 
some  of  the  poor  results  from  the  Campbell  opera- 
tion and  said  he  looks  forward  with  pleasure  to  the 
results  of  Dr.  Goodwin’s  new  operation.  The  paper 
was  further  discussed  by  Drs.  McCamant,  Awe, 
Waite,  and  Major  Kelly. 

Dr.  J.  E.  Sherman  presented  a paper  entitled 
“Use  of  Addisin  in  the  Treatment  of  Pernicious  An- 
emia.” Dr.  Sherman  stated  that  pernicious  anemia 
is  a hormone  deficiency  disease.  This  hormone  is 
contained  in  the  normal  gastric  juice.  Addisin  is 
prepared  by  the  concentration  of  the  gastric  juice 
of  hogs.  Cases  were  shown  in  which  there  were  re- 
markable results  from  even  one  injection  of  this 
preparation.  The  paper  was  enthusiastically  dis- 
cussed by  Drs.  Waite,  Rawlings,  Werley,  Lee,  Good- 
win, Awe,  and  Morrison. 

Dr.  McCamant  stated  that  the  incidence  and 
death  rate  from  diphtheria  are  entirely  too  high  in 
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this  city.  He  called  on  the  doctors  for  cooperation 
in  the  immunization  of  all  children,  stating  that  if 
he  did  not  receive  this  cooperation  the  Health  De- 
partment would  proceed  at  once  to  immunize  all 
children.  Dr.  Laws  made  a motion,  seconded  by  Dr. 
Mott  Rawlings,  that  a committee  be  appointed  to 
cooperate  with  Dr.  McCamant  on  the  problem  of  im- 
munization against  diphtheria.  Motion  carried. 

The  Secretary  read  a letter  from  J.  Paul  Hender- 
son of  the  County  Welfare  Board,  asking  for  coop- 
eration of  this  Society  in  the  work  that  he  is  under- 
taking and  for  helpful  suggesitons  that  this  Society 
may  have  to  offer  in  the  line  of  work  projects  that 
would  benefit  the  community  and  furnish  employ- 
ment. The  Secretary  read  another  letter  from  The 
State  Department  of  Health,  Bureau  of  Vital  Sta- 
tistics, asking  the  Society  for  more  cooperation  in 
the  reporting  cf  births.  Las  year  there  were  four 
known  births  that  were  not  reported  in  El  Paso 
County. 

There  being  no  further  business,  the  Society  ad- 
journed at  10:15  p.  m. 


ARIZONA  AUXILIARY  NEWS 


By  MRS.  J.  C.  WILSON 

Press  and  Publicity  Chairman,  Woman’s  Auxiliary 
to  Arizona  State  Medical  Association. 


First,  the  State  Organizer  and  Membership 
Chairman,  Mrs.  Anna  F.  Meason,  gives  you  this 
message: 

“The  Woman’s  Auxiliary  to  the  Arizona  State 
Medical  Association  is  making  strenuous  efforts  to 
enlist  the  support  of  every  mother,  wife  and  daugh- 
ter of  the  doctors  of  medicine  in  Arizona  into  a co- 
operative and  social  organization.  The  work  al- 
ready done  is  worthy  of  your  earnest  consideration. 
If  eligible  we  solicit  your  affiliation.  The  state  of- 
ficers are  available  at  all  times  to  assist  in  local 
organization  The  purposes,  aims  and  plans  of  the 
Auxiliary  are  available  to  those  who  feel  the  urge 
to  support  and  cooperate  in  the  worthy  and  pleas- 
ing endeavor  of  making  life  worth  while  in  the 
great  fraternity  of  organized  medicine.” 

Second,  we  hear  from  the  State  Chairman  of 
Hygeia,  Mrs.  George  Truman,  as  follows : 

“We  are  conducting  a campaign  to  get  new  sub- 
scriptions to  Hygeia,  or  renew  old  ones  through  the 
Auxiliary.  As  you  know,  this  magazine  is  published 
by  the  American  Medical  Association.  One  year 
subscription  is  $2.50,  two  year  subscription  is  S4.00 
and  a three  year  subscription  is  $5.00.  As  the  Aux- 
iliary’s commission  is  fifty  per  cent  on  each  order, 
we  would  be  very  pleased  to  have  an  order  from 
you.” 

The  combined  State  and  Counties  meeting  which 
was  held  in  Phoenix  on  October  20,  1933,  was  very 
constructive  and  enlightening  to  the  large  attend- 
ance. Mrs.  J.  R.  Morrissy,  of  Pierre,  S.  D.,  told  of 
the  organization  of  a Medical  Auxiliary  in  Austria; 
Mrs.  C.  E.  Patterson,  gave  a report  of  the  National 
Convention  and  an  address  was  given  by  our  Presi- 


dent, Mrs.  Swackhamer,  who  is  doing  such  splendid 
work  to  develop  our  state  organization. 

Material,  including  films,  for  public  health  pro- 
gram can  be  obtained  from  Arizona  State  Health 
Department,  Phoenix. 

Following  is  a list  of  officers  and  chairmen  of 
the  State  Auxiliary: 

President,  Mrs.  C.  R.  Swackhamer,  Superior. 
President  elect,  Mrs.  J.  M.  Greer,  Phoenix. 
Recoiding  Secretary,  Mrs.  C.  C.  Craig,  Phoenix. 
Treasurer,  Mrs.  W.  A.  Schwartz,  Phoenix. 
Corresponding  Secretary,  Mrs.  O.  W.  Thoeny, 
Phoenix. 

Chairmen : 

Press  and  Publicity,  Mrs.  J.  C.  Wilson,  Willcox. 
Public  Relations,  Mrs.  C.  V.  Barley,  Tucson. 
Hygeia,  Mrs.  George  Truman,  Mesa. 
Organization  and  Membership,  rMs.  J.  M.  Mea- 
son, Chandler. 

Legislation,  Mrs.  Harlan  Page  Mills,  Phoenix. 
Speakers’  Bureau  and  Program,  Mrs.  J.  M 
Greer,  Phoenix. 

County  Presidents: 

Pima  County,  Mrs.  Ed  Hayden,  Tucson. 
Maricopa  County,  Mrs.  Chas.  W.  Suit,  Phoenix. 
Directors: 

Mrs.  Fred  G.  Holmes,  Phoenix. 

Mrs.  S.  H.  Watson,  Tucson. 

Mrs.  J.  C.  Wilson,  Willcox. 

Advisory  Council  of  Arizona  Medical  Association: 
Dr.  N.  C.  Bledsoe,  Tucson. 

Dr.  Fred  G.  Holmes,  Phoenix. 

Dr  Clarence  Gunter,  Globe. 

Dr.  C.  E.  Yount,  Prescott. 

Dr.  C.  A.  Thomas,  Tucson. 

Dr.  D.  F.  Harbridge,  Phoenix. 

Dr.  Victor  Randolph,  Phoenix. 

Dr.  G.  F.  Manning,  Flagstaff. 


BOOK  REVIEWS 

THE  HISTORY  OF  EPIDEMIOLOGY  OF  SY- 
PHILIS: The  Gehrmann  Lectures,  University  of 

Illinois,  1933.  by  Wm.  Allen  Pusey,  A.  M.,  M.  D., 
LL.D.,  Professor  of  Dermatology  Emeritus,  Universi- 
ty of  Illinois;  somestime  President  of  the  American 
Dermatological  Association  and  of  The  American 
Medical  Association;  Springfield,  Illinois;  Balti- 
more. Maryland;  Charles  C.  Thomas  Co.;  1933. 

As  I have  read  medical  history,  it  has  been  gen- 
erally supposed  that  syphilis  may  have  been  intro- 
duced from  the  “new”  world  to  the  “old”  by  the 
men  who  accompanied  Columbus  upon  his  mem- 
orable discovery.  Pusey  brings  forth  abundant 
proof  of  this  assumption. 

The  new  disease  at  the  end  of  the  fifteenth  cen- 
tury spread  with  wild  fire  rapidity  and  great  de- 
vastation over  Europe.  In  1494  Charles  VIII  of 
France  over-ran  Italy.  Disease  allied  with  Italy 
sent  the  soldier  in  undisciplined  retreat  back  home 
and  to  all  parts  of  Europe.  The  disease,  allied 
with  Italy  to  defeat  Charles  VTII  and  which  his 
soldiers  disseminated  over  Europe,  thirty-five  years 
later  became  known  as  syphilis.  Contemporary 
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history  has  no  dispute  over  this  part  of  the  story 
of  syphilis.  The  disease  appeared  in  France,  Ger- 
many, and  Switzerland  early  in  1495,  in  Holland 
and  Greece  in  1496,  in  Hungary  and  Russia  in 
1499,  in  India  in  1498,  in  China  by  1505  and  in 
Japan  by  1569. 

While  medieval  and  ancient  literatures  describ- 
ed various  genital  diseases,  they  have  no  description 
of  a disease  which  fits  syphilis.  Then,  tooi  there 
is  the  dramatic — tragic  spread  as  detailed  above; 
also  there  was  a severity  which  could  only  mean 
newness.  Examination  of  pre-Columbian  litera- 
ture fails  definitely  to  reveal  a description  of  sy- 
philis under  any  name,  whereas  there  are  numer- 
ous references  which  cannot  be  questioned  in  the 
years  following  1492;  and  Pusey  produces  records 
which  seem  incontrovertible  that  syphilis  was 
brought  by  Columbus’  crew  on  their  return  from 
their  first  voyage  to  Haiti  in  1493.  Dias  de  Isla, 
practising  in  Barcelona  in  1493,  left  a record 
which  says,  “It  has  pleased  divine  justice  to  give 
and  send  down  upon  us  unknown  afflictions,  never 
seen  nor  recognized  nor  found  in  medical  books.” 
The  description  can  refer  only  to  syphilis.  Further 
he  writes:  ‘ And  when  they  went  to  give  them  an 
account  of  their  voyage  and  of  what  they  had  dis- 
covered, immediately  the  city  began  to  be  infected 
and  the  aforsesaid  disease  spread,  as  was  seen 
later  on  through  long  experience.” 

An  examination  of  pre-Columbian  interments  in 
Europe  fails  to  find  evidence  in  human  bones  of 
pathological  changes  characteristic  of  syphilitic 
changes,  whereas  the  bones  discovered  in  the  new 
world  not  infrequently  disclose  such  evidence. 

Pusey  has  found  frequent  references  in  the  six- 
teenth century  to  syphilis.  Among  the  prominent 
writers  he  has  found  Paracelsus,  Falloppio,  Jean 
Fernel.  Ambroise  Pare,  Valsalva,  Lancisi,  Jean 
Astruc,  Boerhaave,  Morgagni,  Sanchez,  Benjamin 
Bell,  Ricord,  RoLett,  Clerc,  Rudolph  Virchow  Alfred 
Fournier,  Sir  Jonathan  Hutchison,  Metchnikoff, 
Fritz,  Schaudinn,  Hoffman,  Bordet,  Wasserman, 
Noguchi,  Edwin  Klebs,  P.  Uhlenhuth,  and  Ehrlich, 
a photograph  of  each  of  whom  adorns  a page.  This 
is  the  contents  of  the  first  two  lectures.  The  third 
lecture  is  upon  the  epidemiology  of  syphilis.  The 
book  is  highly  interesting.  O.  H.  B. 

OPERATIVE  SURGERY,  by  Warren  Stone  Bick- 
ham,  M.D.  and  Phar.  M.  (Tulane),  M.  D.  (Colum- 
bia), F.A.C.S.;  Former  Surgeon  in  charge  of  Gen- 
eral Surgery,  Manhattan  State  Hospital,  New  York; 
Former  Instructor  in  Operative  Surgery,  College  of 
Physicians  and  Surgeons  (Columbia  University), 
in  the  New  York  Post-graduate  Medical  School  and 
Hospital,  and  in  the  New  York  Polyclinic  Medical 
School  and  Hospital;  Former  Visiting  Surgeon  to 
Charity  Hospital,  New  Orleans;  Junior  Surgeon  to 
Touro  Hospital,  New  Orleans;  Fellow  of  the  New 
York  Academy  of  Medicine;  and  Calvin  Mason 
Smyth,  Jr.,  B.  S.,  M.  D.,  F.A.C.S.,  Assistant  Profes- 
sor of  Surgery,  Graduate  School  of  Medicine,  Uni- 
versity of  Pennsylvania;  Surgeon-in-chief  Metho- 
dist Episcopal  Hospital;  Visiting  Surgeon,  Abing- 
ton  Memorial  Hospital.  Volume  VII,  containing  765 
illustrations;  Philadelphia  and  London;  W.  B. 
Saunders  Company;  1933;  $10.00. 
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This  volume  is  for  the  purpose  of  bringing-  up  to 
date  tneir  system  on  operative  surgery;  me  autnors 
compiled  six  voiumes  eight  years  ago. 

There  are  36  chapters  with  an  index  for  this  vol- 
ume and  an  index  for  all  seven  volumes,  ihe  total 
number  of  pages  is  849  with  165  illustrations. 

The  surgery  of  the  colon  and  the  chest  had  each 
had  consiueraDle  new  developments,  more  than  oth- 
er fields. 

The  first  four  chapters  are  of  interest  to  prac- 
tically ail  medical  men.  The  first  chapter  deals 
with  “General  Considerations  Bearing  upon  the 
burgeon  and  upon  Operative  Surgery.'  Tne  next 
deals  with:  “General  Considerations  Relating  to  the 
Patienc.  Physiologic  Bearings  in  Operative  Sur- 
gery.’ The  third  chapter  is  entitled:  “General  Pro- 
cedures Employed  in  Operative  Surgery."  ihe 
fourth  is  “Surgical  Measures  Applied  Through 
High-frequency  Currents,  the  Galvano-cautery, 
X-ray,  Radium  and  Through  Chemical  Action.” 

On  page  two  there  is  a sentence  which  every 
physician  and  surgeon  should  read,  re-read  and 
ponder  over,  towit:  “Does  anyone  doubt  that  prac- 
tically every  active  surgeon  has  not  sacrificed  lives 
which  might  have  been  saved,  with  wider  knowl- 
edge, with  better  judgment,  with  greater  skill?  And 
these  lives  were  all  their  owners  had  to  pay  for 
tnose  errors.”  gjf 

On  page  three  is  another  statement  that  might 
well  be  read  by  all  practitioners  of  medicine,  name- 
ly: “It  takes  a right  brave  man  to  tell  a patient  he 
doesn’t  know  what’s  the  matter  with  him,  and  a 
braver  man  still,  to  tell  him  he  doesn’t  know  what’s 
best  to  do  for  him,  and  the  bravest  of  all,  to  tell 
him  at  the  end  of  the  service,  that  he  has  done  him 
mere  harm  than  good.”  Such  actualities  are  not 
infrequent  and  should  be  met  by  frankness. 


Surgical  fees  are  discussed.  The  burden  of  the 
statement  is  that  the  surgeon  should  momentarily, 
in  imagination  change  places  with  the  patient  and 
then  wuth  both  viewpoints  fix  the  fee. 

Another  quotation:  “Splitting  of  fees  makes  of 
life’s  highest  calling  one  of  life’s  lowliest  fallings.” 

Here  is  a philosophy  as  well  as  a surgery. 

Certainly  those  who  have  the  first  set  of  volumes 
will  wish  the  last.  All  surgeons  should  have  access 
to  the  complete  set.  It  is  encyclopedic  in  the  field 
of  surgical  technic.  0.  H.  B. 

ASTHMA.  HAY  FEVER  AND  RELATED  DIS- 
ORDERS. A Guide  for  Patients  by  Samuel  M. 
Feinberg,  M.  D.,  F.A.C.P.,  Assistant  Professor  of 
Medicine  and  Attending  Physician  in  Asthma  and 
Hay  Fever  Clinic,  Northwestern  University  Medical 
School;  Attending  Physician  Cook  County  Hos- 
pital; Chicago;  Illustrated;  Lea  and  Febiger;  Phila- 
de  phia;  1933;  $1.50. 

The  author  has  attempted  a commendable,  need- 
ed, and  certainly  a highly  difficult  task.  Just  how 
well  he  has  succeeded  I doubt  if  a physician  can 
say.  I submitted  the  book  to  an  asthmatic  of  more 
than  average  intelligence.  Her  comments  would  in- 
dicate that  the  book  falls  short  of  doing  what  she 
thinks  it  should  do.  My  own  belief,  nevertheless, 
is  that  the  book  is  a noble  effort. 

There  is  no  gainsaying  that  patients  with  chronic 
disease,  especially  those  with  complex  conditions 
that  require  endless  amounts  of  study,  should  have 
as  much  understanding  as  possible  of  their  mala- 
dies in  order  to  work  intelligently  and  cooperatively 
with  their  physicians. 

The  allergic  individual  who  knows  the  contents 
of  this  book  and  who  has  a phyisician  who  knows 
the  subject  should  have  a better  chance  of  re- 
covery than  if  he  had  not  the  information. 

— O.H.B. 
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ANNUAL  REPRINT  OF  THE  REPORTS  OF 
THE  COUNCIL  ON  PHARMACY  AND  CHEM- 
ISTRY OF  THE  AMERICAN  MEDICAL  ASSO- 
CIATION FOR  1932  C otn.  Pric  \ §1.00.  Pp.  104. 
Chicago:  American  Medical  Association. 

The  Council  on  Pharmacy  and  Chemistry  still  tar- 
ries on  its  work  of  informing  the  medical  profession 
concerning  the  new  medicinal  products  brought  out 
by  the  various  manuf ac.urers  of  pharmac.euticais. 
This  volume  contains  the  reports  on  products  con- 
sidered and  rejected  by  the  Council  during  the  past 
year.  Among  the  reports  of  special  interest  are: 
Amertan,  an  unoriginal  mixture  of  tannic  acid  and 
merthiolate  in  a water  soluble  jelly,  marketed  un- 
der a proprietary,  uninforming  name;  Antiopin,  a 
mixture  of  indefinite  composition  offered  under  a 
nondescriptive,  therapeutically  suggestive  name  and 
marketed  in  a way  that  may  foster  the  drug  habit; 
Eubetin,  another  insulin  substitute  for  oral  admin- 
istration marketed  under  a proprietary  uninform- 
ing name  with  unwarranted  claims;  Ferro-Copral, 
a mixture  of  saccharinated  ferric  oxide,  manganese 
ci  rate  and  copper  proteinate  proposed  for  use  in  the 
treatment  of  pernicious  anemia  and  marketed  under 
a proprietary  name  with  unwarranted  therapeutic 
claims;  Hepatex  P.A.F.,  a liver  preparation  pro- 
posed for  intravenous  use  and  marketed  under  a 
proprietary  and  insufficiently  descriptive  name  with 
no  satisfactory  evidence  of  the  safety  of  its  recom- 
mended intravenous1  use;  Bi-So-Dol,  an  unscientific 
“alkalinizing”  mixture  offered  under  an  uninform- 
ing proprietary  name  with  exaggerated  and  unwar- 
ranted claims  of  therapeutic  usefulness;  Gan-Aiden, 
consisting  mainly  of  the  well  known  ethyl  amino- 
benzoate  (benzocaine) , a preparation  of  undeclared 
composition  marketed  under  a noninforming,  propri- 
etary name;  Myodin,  Subidin,  and  Sanguiodin,  un- 
scientific preparations  of  iodine  marketed  with  un- 
warranted claims  and  indefinite,  incorrect  state- 
ments of  composition,  under  proprietary  uninform- 
ing names  and  Tonikum-Roehe  (Now  Elixis  Arsy- 
len  Compositum-Roche) , a “shot-gun”  proprietary 
“tcnic  ’ marketed  with  misleading  therapeutic 
claims. 

NEW  AND  UNOFFICIAL  REMEDIES,  1933, 
containing  descriptions  of  articles  which  stand  ac- 
cepted by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association  on  Jan.  1,  1933. 
Cloth.  Price,  Postpaid,  $1.50.  Pp.  498;  lvi.  Chicago: 
American  Medical  Ass~ciation. 

The  annual  editions  of  this  volume  contain  all 
that  the  busy  physician  needs  to  know  concerning 
the  newer  preparations  which  he  is  daily  impor- 
tuned bv  the  detai'  men  of  the  pharmaceutical 
manufacturers'  to  use.  The  remedies  listed  and  de- 
scribed here  have  been  examined  and  found  accept- 
able by  the  Council  on  Pharmacy  and  Chemistry, 
’.tV  deliberate  bodv  charged  by  the  AjpHcan  Medi 
cal  Association  with  the  performance  of  this  service 
for  the  practitioner,  who  has  not  the  time  or  means 
to  make  the  determinations  for  himself.  Among  the 
new  preparations  admitted  during  the  past  year 
are:  Trichlorethylene-Calco,  an  inhalation  anes- 

thetic pronosed  especially  for  use  in  trigeminal  neu- 
ralgia; Nostal,  an  additional  barbituric  acid  com- 
pound; Decholin  and  Decholin  Sodium,  bile  salt 
preparations  for  use  in  furctuH  insufficiency  of  fhe 
liver,  the  sodium  salt  being  suitable  for  intravenous 
us’e  when  necessary;  BiliposM.  Bismo-CNmol.  and 
Iodobismitol,  bismuth  compounds  for  use  in  obtain- 
ing the  svstemic  effects  of  bismuth,  especially  in 
svphilis:  Triphal,  a gold  salt  nr^no^ed  fo  - use  in 
fhe  treatment  of  lupus  erythematosus;  a number  of 
improved  liver  preparations  in  tV  treatment 

of  pernicious  anemia;  two  ha’iNit  'Wen  oi1  m-ena^n- 
tions  of  high  vitamin  A and  vitamin  D content:  and 
Pentnucleotide,  the  sodium  salts'  of  th«  p«mtnse  nu- 
cleotides derived  from  the  ribonucleic  acid  of  yeast, 
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proposed  for  use  in  infectious  conditions  accompan- 
ied by  a leukopenia  or  neutropenia. 

The  book  contains  general  articles,  descriptive  of 
the  classification  under  which  the  various  drugs  are 
listed.  According  to  the  preface,  more  or  less  thor- 
ough-going revisions  have  been  made  of  the  articles : 
Arsenic  Compounds;  Dyes,  Iodin  Compounds;  Liver 
and  Stomach  Preparations;  Radium  and  Radium 
Salts'  and  Silver  Preparations. 

SURGICAL  PATHOLOGY.  By  Wm.  Boyd,  M.D., 
M.R.C.P.  Ed.,  F.R.C.P.  Lond.,  Dipl.  Psych  , F R C.L. 
Professor  of  Pathology,  University  of  Manitoba, 
Pathologist  to  the  Winnipeg  General  Hospital,  Win- 
nipeg, Canada. 

Third  edition,  thoroughly  revised,  866  pages,  with 
477  illustrations  and  13  colored  plates.  W.  B.  Saun- 
ders Company,  Philadelphia  and  London,  1933. 
Cloth,  $10.00  net. 

This  volume  is  a new  edition  of  an  excellent  text 
upon  an  important  subject.  Much  new  material  has 
been  added;,  but  by  condensing  other  sections  the 
book  remains  the  sizo  of  previous  editions.  Many 
sections  have  been  rewri  ten  and  brought  thorough- 
ly up-to-date  and  present  the  newest  ideas  cn  sub- 
jects, such  as  the  etiology  of  tumors,  action  of  ra- 
dium on  tumors,  carcinoma  of  the  mouth  and  phar- 
ynx, acu  e i te.t.’nal  cbs  r cticn,  and  many  others. 
Of  the  entirely  new  material  appearing  in  this  vol- 
ume may  be  mentioned  the  sections  on  the  metabol- 
ism of  tumors,  autolytic  peritonitis,  high  tempera- 


ture deaths  fo.lowing  cholecystectomy,  nonobstruc- 
tive hydronephrosis,  and  Cushing’s  syndrome.  The 
chapter  on  ‘ The  surgeon  and  the  laboratory”  is  of 
considerable  prac  ical  interest  to  both  the  surgeon 
and  the  clinical  pathologist  and  offers  suggestions 
which  should  aid  in  coordinating  the  work  in  the 
specialties.  fj.  P.  M. 

7 HE  TIDES  OF  LIFE:  T1  e En  ocrine  Glands  in 
Bodily  Adjustment,  by  R.  G.  Hoskins,  Ph.  D.,  M.D.; 
Director  of  Research,  Memorial  Foundation  for 
Neuro-Endoc.rine  Research,  Research  Associate  in 
physiology,  Harvard  Medical  School;  W.  W.  Norton 
& Company,  Inc.,  Publishers,  New  York. 

It  is  a joy  to  read  a book  on  endocrinology  in 
which  the  author  recognizes  the  difference  between 
tact  and  theory.  There  has  been  an  enormous 
amount  written  on  he  subject  which  is  pure  theory. 
Valuable  as  theories  are  the  reader  of  a book  should 
be  able  to  know  whether  a statement  belong  in  the 
category  of  fact  or  of  theory.  Hcskins  puts  it  beau- 
tifully on  page  227  by  saying:  “It  is  axiomatic  in 
science  that  fact,  and  deductions  from  facts  must 
be  kept  in  rigidly  separate  compartments.” 

The  book  contains  351  pages  divided  into  15  chap- 
ters. The  subject  matter  of  the  chapters  are  as  any 
physician  would  surmise.  The  author  shows  clearly 
his  familiarity  with  the  literature.  He  has  failed 
to  do  the  ordinary  by  including  a complete  bibli- 
ography of  the  works  from  which  he  has  drawn  his 
data.  This  would  seem  to  detract  from  the  refer- 
ence value  of  the  book.  The  author’s  use  of  the 
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English  language  is  extremely  admirable  and  ex- 
pressive and  in  many  places  truly  beautiful. 

There  is  relatively  little  to  criticise  about  the 
book.  The  reviewer  found  no  misspelled  words  and 
no  grammatical  nor  typographical  errors.  The 
author  has  the  habit  of  using  “the  former’  and 
“the  latter”  and  “this”  and  “that”  to  refer  to  pre- 
vious statements,  which  makes  it  frequently  neces- 
sary for  the  reader  to  go  back  and  read  a previous 
paragraph  to  understand  the  one  he  may  wish  to 
read.  In  the  bottom  line  of  page  212  the  comma  and 
the  word  “too”  are  superfluous  if  not  a bit  mislead- 
:ng.  It  is  pe  haps  small  to  mention  such  minor  crit- 
icisms of  such  a magnificent  work. 

The  publishers  art  is  excellently  portrayed. 

O.  H.  B. 


ESTROGENIC  SUBSTANCES:  THEELLIN.  — 
The  Council  on  Pharmacy  and  Chemistry  reports 
that  the  introduction  into  therapeutics  of  com- 
mercial preparations  with  active  estrogenic  prop- 
erties marked  what  appeared  to  be  a new  phase  in 
the  treatment  of  female  sexual  disorders.  These 
new  preparations,  unlike  those  with  which  the 
market  had  been  replete  for  many  years,  produced 
striking  and  concordant  effects  when  injected  into 
animals.  Their  clinical  use  spread  widely  and 
rapidly,  and  observations  accumulated  in  profusion. 
But  the  early  enthusiasm  began  to  wane  as  it  be- 
came evident  that  the  therapeutic  usefulness  of  the 
estrogenic  preparations  had  been  greatly  overesti- 
mated; the  effects  of  injections  in  human  beings 
were  in  the  great  majority  of  cases  neither  striking 
nor  concordant;  and  in  those  cases,  too  few,  un- 
fortunate y,  in  which  an  effort  was  made  to  con- 
trol the  observations  carefully,  the  results  appeared 
to  be  even  less  notable.  Despite  their  extensive 
emnloyrrent,  the  indications  for  the  clinical  use  of 
Theelin  and  related  products  are  at  the  present 
time  only  imperfectly  understood.  With  a view  to 
establishing,  if  possible,  the  indications  for  and 
limitations  of  endocrine  therapy  of  this  type,  a 
comprehensive  review  on  this  subject  was  prepared 
and  adopted  by  the  Council  for  publication.  Thee- 
lin and  related  preparations  have  been  used  in 
practically  all  the  special  ills  the  human  female 
“is  heir  to;”  even  the  male  has  not  escaped.  The 
results  in  general  have  been  quite  disappointing, 
dspite  the  abundance  of  case  reports  available, 
numbering  by  now  several  thousand.  The  place  of 
Theelin  and  related  products  in  gynecologic  therapy 
remains  for  the  future  to  decide.  Great  caution  is 
necessary  in  th  use  of  these  preparations  and  great- 
er caution  in  making  deductions  from  it.  The  in- 
discriminate use  is  likely  to  do  more  harm  than 
"ood.  not  only  because  of  the  effect  of  the  pre- 
parations themselves  but  also  because  general 
therapeutic  measures  intended  to  aid  the  organism 
in  restoring  its  own  equTibrium  are  likely  to  be 
neglected . The  Council  believes  that  the  future  of 
endocrine  therapy  in  the  sexual  sphere  appears 
quite  promising;  but  so  far  enthusiasm  in  this  case 


has  in  large  part  seriously  interfered  with  clinical 
judgment;  the  clinical  use  has  kept  far  ahead  of 
the  laboratory  data;  controlled  observations  have 
been  few  indeed.  It  is  time  to  call  attention  to  the 
fact  that  most  of  the  basic  facts  should  first  be 
worked  out  in  the  laboratory  before  they  are  tried 
in  the  clinic.  (Jour.  A.M.A.,  April  29,  1933,  p.  1331). 

THE  FEMALE  SEX  HORMONES.  Until  re- 
cent y.  therapy  employing  so-called  female  sex 
hormones  was  limited  largely  to  the  use  of  desic- 
cated ovarian  products  and  various  extracts  with- 
out demonstrated  value.  Today  the  physician  has 
available  preparations  of  demonstrable  potency  in 
animals  and  of  possible  usefulness  in  human  be- 
ings. Two,  isolated  in  crystalline  form,  have  been 
given  the  non-proprietary  designations  theelin  and 
theelol.  The  Council  on  Pharmacy  and  Chemistry 
has  pub  ished  a comprehensive  analysis  of  the 
status  of  female  sex  endocrine  therapy,  particularly 
with  estrogenic  preparations.  In  few  branches  of 
physiologic  research  has  experimental  work  pro- 
gressed as  rapidly  as  in  this  field,  but  clinical  ob- 
servations have  not  kept  pace.  Unfortunately, 
many  of  the  products  were  submitted  to  uncontroll- 
ed clinical  observations;  inevitably  this  reacted  to 
the  discredit  of  endocrine  therapy  in  ovarian  and 
related  disorders.  Research  with  estrogenic  sub- 
stances, as  the  report  of  the  Council  on  Phar- 
macy and  Chemistry  brings  out.  has  been  hamper- 
ed by  the  confusion  resuming  from  inability  to 
compare  the  potencies  of  preparations  used  in  dif- 
ferent laboratories.  Recently,  however,  the  Health 
Organization  of  the  League  of  Nations  has  under- 
taken to  establish  an  international  standard  for 
such  products.  It  will,  of  course,  take  time  for  the 
work  of  the  League’s  committee  to  reach  consum- 
mation; but  the  action  is  a commendable  step  in 
the  direction  of  greater  comparative  accuracy. 
(Jour.  A.M.A.,  April  29,  1933,  p.  1342). 


BORDEN’S  EVAPORATED  MILK 


Borden’s  Evaporated  Milk,  which  is  now  enjoy- 
ing such  a great  vogue  in  infant  feeding,  is  man- 
ufactured only  from  pure,  full  cream  milk  from 
healthy,  inspected  cattle  in  the  richest  dairy  regions 
of  America. 

“This  product,”  says  a scientific  pamphlet,  which 
is  accepted  by  the  Committee  on  Foods  of  the 
American  Medical  Association,  “precisely  fulfills  the 
exacting  requirements  of  safety,  digestibility  and 
assimilability,  uniformity,  stability,  and  nutrient 
quality  demanded  by  the  physician  for  the  infant 
feeding  formula.” 

That  this  is  so  has  been  demonstrated  by  many 
clinical  tests  on  large  groups  of  babies,  as  well  as 
by  the  experience  of  physicians  with  innumerable 
individual  cases.  Of  particular  interest  is  a recent 
study  by  Jeans  and  Stearns  (Am.  Jour.  Dis.  Childr. 
46:69,  July,  1933)  showing  that  the  retention  of 
nitrogen,  calcium,  and  phosphorus  by  infants  on 
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evaporated  mLk  are  approximately  the  same  as 
those  of  infants  fed  on  undiluted  acidified  fresh 
milk. 

Evaporated  milk,  says  Tobey  in  his  new  book, 
"Milk,  The  Indispensable  Food”  (Olsen.  1933),  is 
the  most  digestible  form  of  milk;  this  author  also 
points  out  that  the  important  vitamins  A.  D,  E, 
and  G are  not  appreciably  affected  when  milk  is 
evaporated,  although  there  may  be  a slight  loss  of 
vitamin  B and  destruction  of  vitamin  C.  Since 
these  vitamins  are  easily  replaced  in  the  diet  by 
the  supplementary  foods  routinely  give  to  all 
babies,  such  as  orange  juice,  this  slight  loss  is  of 
no  practical  significance  and  is  more  than  com- 
pensated for  by  the  many  other  advantages  of  a 
product  such  as  Borden’s  Evaporated  Milk. 


WHICH  COD  FISH  SHOULD  BE  USED  FOR 
MEDIC'NAL  COD  LIVER  OIL? 

“Zilva  and  Drummond1  were  the  first  to  draw  at- 
t;  ntion  to  the  high  vitamin  value  of  oil  prepared  in 
Newfoundlf nd,  an  observation  that  has  been  re- 
peatedly confirmed.” 

“The  figures  for  the  estimations  of  vitamin  A 
.‘how  that  ....  the  Norwegian  oils  are  the  lowest, 
foLowed  in  increasing  order  by  the  Scottish,  Ice- 
landic and  Newfoundland  oils.” 

“The  vi  amin  D tests  also  reveal  the  relatively 


high  value  of  Newfoundland  oil.”  “The  noi-thern 
fish  grow  more  slowly  than  those  frequenting  the 
southern  shores”  (e.  g.,  Newfoundland — due  prob- 
ably to  the  warmer  temperature  of  the  Gulf 
Stream) — from  “The  Relative  Values  of  Cod  Liver 
Oils  from  Various  Sources”  by  J.  C.  Drummond  and 
T.  P.  Hilditch. 

Mead’s  Newfoundland  Cod  Liver  Oil  and  Mead’s 
10  D Cod  Liver  Oil  withViosterol  are  made  from 
Newfoundland  codfish  exclusively. 

1 J.  Soc.  Chem.  Ind.,  1923,  42,  185,205. 
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Is  This  Journal  Worth  While? 


Four  organizations  support  this  journal  and  at  their  annual  meetings, 
usually  may  be  heard  some  expression  of  approval  of  this  journal.  This  is 
pleasant,  but  YOU  can  do  something  more  valuable  for  us  than  words.  We 
derive  the  revenue  which  makes  this  journal  possible  mainly  from  the  ad- 
vertisements. The  firms  which  advertise  herein  expect  support  from  the 
members  of  the  organizations  owning  the  journal.  That  is  reasonable,  and 
a proper  sense  of  honor  will  cause  us  to  reciprocate,  whenever  possible.  Not 
all  firms  worth  patronizing  advertise  in  this  journal,  BUT  THOSE  WHO 
DO  SUPPORT  US  ARE  WORTHY  OF  OUR  SUPPORT.  More  advertising 
is  rejected  than  is  accepted,  and  you  may  rest  assured  that  whatever  is  ad- 
vertised herein  is  honestly  presented  and  the  statements  made  may  be  ac- 
cepted as  true. 


Tatromze  Our  Advertisers ! 


One  of  a series  of  advertisements  prepared  and  published  by  PARKE,  DAVIS  & CO.  in  behalf  of  the  medical  pro- 
fession. This  “See  Your  Doctor”  campaign  is  running  in  the  Saturday  Cvcning Post  and  other  leading  magazines. 


\VERY  young  woman 
who  embarks  upon  the 
great  adventure  of 
/G'  Motherhood  is  over- 
whelmed with  advice  from  those 
who  love  her  moSt. 


The  advice  may  be  on  some 
apparently  trivial  matter — cloth- 
ing, feeding,  what  to  do  for  an 
upset  Stomach,  or  the  way  to  nip 
a cold  in  the  bud. 


Yet  many  a brand-new  mother 
has  learned  that  often  the  reward 
for  following  such  advice  is  re- 
gret. She  has  said,  not  in  bitter- 
ness, but  in  sadness,  " I wish  I had 
never  been  told  to  do  that.”  She 


has  learned,  too  late,  that  many 
of  the  beliefs  of  a generation  ago 
have  been  cast  into  disrepute  by 
the  findings  of  recent  years. 

For  these  paSt  few  decades  have 
been  a Golden  Age  of  Medicine. 
Much  has  been  learned  . . . much 
has  been  disproved.  And,  as  a 
result  of  developments  and  dis- 
coveries that  have  taken  place 
since  you  yourself  graduated  from 
childhood,  the  baby  of  today  has 
a better  chance  of  arriving  into 
the  world  safely  ...  of  success- 
fully weathering  the  treacherous 
Storms  of  infanthood  . . . and  of 
enjoying  a healthy,  vigorous 
childhood. 


A better  chance,  that  is,  if  med- 
ical science  is  given  the  oppor- 
tunity of  exerting  its  influence 
on  the  child  and  on  the  mother 
...  It  is  difficult  not  to  take  ad- 
vice from  those  who  love  us  moSt. 
But  when  so  fragile  and  precious 
a thing  as  a baby’s  health  is  at 
Stake,  there  is  one  person,  and 
one  person  only,  whose  advice 
you  can  safely  follow. 

That  person  is  your  doftor. 

PARKE,  DAVIS  & CO. 

DETROIT,  MICHIGAN 

The  World's  Largest  Makers 
of  Pharmaceutical  and  Biological 


igarettes 


hesterfield 

the  cigarette  that's  MILDER 

the  cigarette  that  tastes  better 


Turkish  tobacco  is  to  cigarettes 
what  seasoning  is  to  food 


Its  small  leaves  have  a spicy 
aromatic  flavor  unlike  any 
other  tobacco  in  the  world 


/'T“vHE  best  kinds  of  Turkish 
tobacco  come  from  Xanthi 
and  Cavalla,  Smyrna,  and  Samsoun 
—famous  tobacco  markets  of  the 
Near  East. 

It’s  pretty  costly  to  buy— the 
Import  duty  alone  on  Turkish  to- 
bacco is  35  cents  a pound.  But 
your  cigarette  wouldn’t  taste  the 
same  without  it. 

Chesterfield  is  not  the  only  ciga- 
rette to  use  Turkish  tobacco.  But 
as  a result  of  using  just  the  right 
amount  of  the  finer  grades  of  Turk- 
ish and  combining  them  with  good 
home-grown  cigarette  tobaccos  — 
each  in  the  right  proportion— 

Chesterfields  have  a flavor 
and  aroma  that  is  not  like 
other  cigarettes.  They’re 
milder  and  taste  better. 


© 1933,  Liggett  & Myers  Tobacco  Co. 
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ACCEPTED 


economical  for  vitamin  A- 

Mead’s  Halibut 
Liver  Oil 


(without 
viosteroi ) 

32,000  U.S.P.  Vitamin  A Units  and  200  Steenbock 
Yitamin  D Units  per  gram.  10  cc.  and  50  cc. 
bottles.* 


economical  for  vitamin  D; 

Mead’s  Viosteroi 
in  Oil  2 SOD  “I"0 

3,333  Steenbock  Vitamin  D Units  per  gram. 

5 cc.  and  50  cc.  in  bottles. 


economical  for  vitamins  A and  D: 

Mead’s  Viosteroi  in  Halibut  Liver  Oil  250  D 

(WITH  OTHER  FtSH  LIVER  OILS' 

32,000  U.S.P.  Vitamin  A Units  and  3,333  Steenbock  Vitamin  D Units  per  gram.  5 cc.  and  50  cc.  bottles. 

'-brown  bottles  in  light-proof  cartons  to 

protect  against  deteriorating  action  of  IVIEAD  JOHNSON  & COMPANY 
light;  supplied  with  combination  dropper-  Evansville,  Itld.,  U.  S.  A. 

stopper. 

Please  enclose  professional  card  requesting  samples  of  Mead  Johnson  products  tc/cooperate  in  preventing  their  reaching 
unauthorized  persons. 
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THE  UPPER  OBSTRUCTIVE 
UROPATHY  AND  THE 
PROBLEMS  IT 
PRESENTS 


A.  W.  MULTHAUF,  B.A.,  M.D. 
El  Paso,  Texas 


(Read  before  the  New  Mexico  Medical  Society,  at 
its  Fifty-First  Annual  Meeting-,  at  Roswell,  N.  M., 
May  18-20,  1933.) 


The  role  that  the  kidney  plays  in  the  differ- 
ential diagnosis  of  disease  of  the  abdomen  has 
long  been  recognized  by  surgeons.  The  cases 
that  I have  collected  for  presentation  have 
been  gathered  from  my  files,  and  all  have  been 
within  the  last  five  years.  These  cases  have 
had  from  one  to  four  operations  for  abdom- 
inal pain,  for  which  the  kidney  was  respon- 
sible. Investigators  have  definitely  shown  us 
that  the  kidneys  frequently  produce  a retro- 
peritoneal reflex  that  is  entirely  referred  to 
the  abdomen.  We  must  bear  this  in  mind  when 
we  have  a vague  symptom  complex  that  is  en- 
tire^' abdominal,  or  else  the  occasional  case 
will  slip  by  us  unnoticed. 

With  the  advent  of  intravenous  pyelog- 
raphy, the  investigation  of  the  upper  urinary 
tract  is  in  the  hands  of  everyone.  The  ques- 
tion of  interpretation  of  the  intravenous  pyel- 
ograms  is  another  factor,  and  one  which  re- 
quires considerable  study  and  experience.  But 
it  can  here  be  definitely  stated  that  where  the 
pathology  is  very  evident  on  the  x-ray,  it  will 
help  to  clear  up  this  point  before  the  abdomen 
is  attacked. 

For  the  sake  of  clarity  and  brevity  I have 
classified  these  kidney  conditions  into  four 
groups: 

1.  Intrarenal  pathology.  • 

2.  Pathology  at  the  ureteropelvic  juncture. 


3.  Ureteral  pathology. 

4.  Extrarenal  pathology. 

The  above  classification  comprises  the  con- 
ditions that  are  the  most  frequent  sources  of 
error  in  diagnosis  of  abdominal  disease. 

I.  In  the  first  group,  or  intrarenal  path- 
ology, we  include  renal  stones,  tumors,  dupli- 
cations, renal  tuberculosis,  polycystic  kidney, 
solitary  cysts,  and  horseshoe  kidney. 

Kidney  stones  can  develop  without  produc- 
ing localized  pain.  The  symptoms  they  pro- 
duce are  vague  and  often  referable  to  the  ab- 
domen. 

When  stones  produce  an  acute  obstruction 
at  the  outlet  of  the  kidney,  as  a result  of  a 
ball-valvelike  action  at  this  point,  the  pain 
produced  is  frequently  very  acute,  and  when 
unaccompanied  by  renal  infection  it  can  very 
easily  be  mistaken  for  gallbladder  or  appen- 
diceal disease.  The  above  symptoms  comprise 
a group  of  cases  in  which  emergency  opera- 
tions are  usually  done.  In  these  cases  a care- 
fully obtained  specimen  of  urine  will  frequent- 
ly give  the  necessary  clue  by  the  appearance 
of  microscopic  blood  in  the  specimen.  (Figure 
1.) 


FIG.  I.  CALCULUS  IMPACTED  AT  URETERO- 
PELVIC JUNCTION. 


400 


SOUTHWESTERN  MEDICINE 


Tumors  of  the  kidney  are  frequently  over- 
looked, and  this  usually  occurs  at  the  time 
when  cures  could  be  effected  by  radical  sur- 
gery. The  large  mass  that  can  easily  be  pal- 
pated externally  will  immediately  provoke  the 
need  of  ruling  out  the  kidney.  We  are  pur- 
posely omitting  this  group  of  large  tumors 
from  our  series  of  slides,  and  are  confining  the 
study  to  the  small  tumor  which  can  not  be 
palpated,  and  a diagnosis  of  which  is  made  af- 
ter interpretation  of  the  pyelogram.  (Figure 
2.) 


FIG.  II.  TUMOR  OF  LOWER  POLE  OF  LEFT 
KIDNEY.  NOTE  FILLING  DEFECT. 

In  duplications  of  the  upper  urinary  tract, 
the  symptoms  produced  are  usually  due  to 
poor  drainage,  and  this  most  frequently  occurs 
in  the  more  embryonic  of  the  duplications, 
which  shows  as  the  uppermost  pyelogram.  In 
recent  years  conservative  surgery  has  been  in- 
stituted in  these  cases,  either  in  the  form  of 
hemi-nephrectomy  or  uretero-ureterostomy. 
(Figure  3.) 


FIG.  III.  PARTIAL  DUPLICATION  OF  LEFT 
KIDNEY  WITH  CALCULUS  IN  THE  UPPER 
PELVIS. 


In  renal  tuberculosis  probably  the  first 
symptom  noticed  is  bleeding.  When  an  exten- 
sion of  the  tuberculous  involvement  occurs  in 
the  ureter,  with  fibrosis  resulting,  then  the 
condition  results  in  the  obstructive  type  of  dis- 
ease. Many  of  these  cases  show  no  marked 
bladder  irritability  and,  as  a result,  the  kidney 
is  overlooked  in  fhe  course  of  the  investiga- 
tion. 


FIG.  IV.  ANOMALOUS  RENAL  VESSEL  PRO- 
DUCING HYDRONEPHROSIS  OF  RIGHT  KID- 
NEY. 

Polycystic  kidneys  and  solitary  cysts  of  the 
kidney  are  extremely  difficult  to  find  unless 
the  cystic  condition  is  very  far  advanced  and 
can  be  noted  on  palpation.  Early  pyelograms 
here  will  again  make  the  diagnosis  and  the 
surgery  will  again,  if  possible,  be  conservative. 

The  relatively  rare  horseshoe  kidney  will 
occasionally  give  epigastric  symptoms  ex- 
tremely difficult  to  interpret. 

II.  Pathology  occurring  at  the  uretero- 
pelvic  junction.  The  most  frequent  cause  of 
this  condition  is  the  result  of  an  anomalous 
renal  vessel.  At  operation  the  vessel  may  still 
be  supplying  blood  to  a part  of  the  kidney,  or 
its  remnants  in  the  form  of  a strand  of  fibrous 
tissue  will  be  observed.  The  vessel  or  strand 
of  fibrous  tissue  causes  an  acute  angulation  at 
the  ureteropelvic  junction,  which  ultimately 
causes  a hydronephrosis.  The  surgical  treat- 
ment of  this  condition  can  best  be  decided  up- 
on at  the  time  of  operation  and  after  the  organ 
is  exposed.  Very  often  just  freeing  the  fibrous 
tissue  or  resectiod  of  the  vessel  will  promote 
good  drainage.  Where  a second,  third,  or 
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fourth  degree  hydronephrosis  exists,  trans- 
plantation of  the  ureter  to  the  dependent  por- 
tion of  the  kidney  pelvis,  resection  of  the  kid- 
ney pelvis  and  plastics,  in  the  form  of  the 
Henicke-Mikulitz  or  the  Foley-Schweetzer, 
can  be  done.  (Figure  4.) 

Stricture  at  the  ureteropelvic  junction  is 
usually  due  to  a fibrosis,  as  a result  of  an  acute 
urinary  infection,  which  has  subsided. 

In  the  above  group  of  cases  the  symptoms 
observed  are  all  due  to  obstruction  and  are,  in 
85  per  cent  of  the  cases,  referred  to  the  abdo- 
men. 

III.  Ureteral  pathology.  Ureteral  pathol- 
ogy in  the  form  of  a fibrosis  occasionally  oc- 
curs as  a result  of  an  acute  kidney  infection. 
The  usual  area  for  the  occurrence  of  the  re- 
ferred pain  is  about  one  inch  above  and  to 
either  side  of  the  umbilicus.  The  treatment  is 
diagnosis  with  the  bulb  catheter,  then  dilata- 
tion with  bougies. 

Ptosis  of  the  kidney  produces  ureteral  path- 
ology, due  to  acute  angulation  of  the  ureter  at 
the  point  of  its  attachment  to  the  parietal 
peritoneum.  This  is,  of  course,  produced  by  a 
descent  of  the  kidney.  Treatment  is  either 
conservative,  with  the  aid  of  a corset  and  pads, 
which,  in  our  experience,  has  been  very  unsat- 
isfactory, or  by  nephropexy,  which,  when 
properly  done,  gives  excellent  results.  There 
are  several  procedures  for  doing  this.  We  have 
been  doing  the  Foley  nephropexy,  probably 
on  account  of  our  past  association  with  him. 
The  kidney  fossa  must  be  thoroughly  cleaned 
of  fat  and  extremely  important  is  the  freeing 
of  the  ureter  as  far  as  possible  into  the  pelvis. 

Ureteral  stone,  either  impacted  or  with  a 
ball-valvelike  action,  produces  an  abdominal 
pain  which  is  frequently  mistaken  for  appendi- 
citis or  pelvic  disease. 

Stricture  at  the  mural  portion  of  the  ureter 
may  be  either  congenital  or  due  to  infection 
producing  a hydronephrosis  and  hydro-ure- 
terosis.  The  treatment  is  wide  meatotomy  and 
dilatation. 

IV.  Extrarenal  pathology.  Diverticula  en- 
croaching upon  the  ureter,  which  in  turn  pro- 
duces obstruction  to  urinary  outflow,  are  oc- 
casionally seen.  The  treatment  is  a radical  one, 
but  wherever  possible,  the  catheters  should  be 
introduced  into  the  ureter  to  avoid  injuring 
this  structure  during  this  opefation.  (Figure 
5.) 


FIG.  V.  DIVERTICULA  OF  BLADDER  EN- 
CROACHING UPON  THE  RIGHT  URETERAL 
ORIFICE. 

Carcinoma  of  the  uterus,  with  involvement 
of  the  retroperitoneal  glands,  occasionally  in- 
volves the  ureters,  producing  acute  obstruc- 
tion. (Figure  6.) 


■ 


FIG.  VI.  CARCINOMA  OF  UTERUS,  INVOLV- 
ING THE  URETERS. 

Prolapse  of  the  uterus  can  produce  an  acute 
angulation  of  the  ureter  at  the  point  of  its  en- 
try into  the  bladder,  with  resulting  hydrone- 
phrosis and  hydro-ureterosis.  (Figure  7.) 

CONCLUSION 

This  paper  is  not  presented  to  bring  out  any 
faults  on  the  part  of  my  colleagues,  but  to  em- 
phasize the  iact  that  in  the  vague  abdominal 
complaint,  an  investigation  from  a urological 
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FIG.  VII.  PROLAPSE  UTERI,  RESULTING 
IN  BILATERAL  HYDRONEPHROSIS. 

standpoint  should  be  made,  so  that  these  pa- 
tients will  not  be  subjected  to  unnecessary 
surgery. 

In  the  hands  of  general  surgeons,  the  use  of 
intravenous  pyelography  is  suggested  as  an  aid 
in  ruling  out  the  kidney  before  exploration  of 
the  abdomen. 

DISCUSSION 

DR.  E.  K.  WESTHAFER,  New  Castle.  Ind.  (open- 
ing) : Dr.  Multhauf  has  very  ably  covered  his  field, 
that  of  the  upper  urinary  tract.  There  is  one  point  I 
should  like  to  stress.  Dr.  Multhauf  commented  on 
the  lack  of  complete  physical  diagnosis  in  abdom- 
inal conditions.  We  have  all  seen  cases  of  so-called 
appendicitis  go  on  the  table  and  afterward  prove  to 
be  a genito-urinary  condition.  There  is  no  excuse 
for  this.  Since  the  advent  of  the  cystoscope  I do 
not  believe  there  is  any  pathological  or  medical  con- 
dition of  the  genito-urinary  tract  that  cannot  be 
diagnosed.  With  this  and  the  x-ray,  we  have  at  our 
finger-tips  and  in  front  of  our  eyes  everything  we 
need  and  there  should  be  very  little  excuse  for  mis- 
takes in  diagnosing  conditions. 

Nine-tenths  of  the  patients  coming  for  cysto- 
scopic  examinations  are  frightened  beforehand,  be- 
cause the  doctor  has  already  scared  them.  Every- 
one has  seen  patients  go  to  sleep  on  the  table  dur- 
ing cystoscopy.  In  handling  a cystoscope  there  is 
no  condition  in  which  you  cannot  get  some  operation 
of  your  ureteral  catheter  and  if  you  do  not,  your 
diagnosis  is  established — and  it  is  plain  there  is  an 
obstruction.  The  thing  to  do  is  to  work  out  this  ob- 
struction. It  is  not  everybody  who  can  read  a chest, 
neither  is'  there  one  out  of  fifteen  physicians  who 
can  read  a kidney  pelvis.  There  are  no  two  pelvises 
that  look  alike  under  the  x-ray,  and  it  takes  much 
experience  to  determine  the  difference.  In  my  lim- 
ited experience  I have  seen  cases  that  were  correct- 


ly diagnosed  by  other  means  but  where  x-ray  find- 
ings were  absolutely  wrong. 

DR.  R.  L.  BRADLEY  (Roswell,  N.  M.)  : This  is  a 
very  important  subject  and  one  to  which  I have  giv- 
en a great  deal  of  thought.  I appreciate  Dr.  Mult- 
hauf’s  paper  very  much,  but  a genito-urinary  man 
is  rather  a luxury.  They  are  too  far  apart.  We 
have  so  many  cases,  not  so  many  now  as  formerly, 
that  are  operated  upon  under  a diagnosis  of  appen- 
dicitis, that  are  possibly  kidney  cases.  I felt  we 
ought  to  have  somebody  around  here  that  could  do 
cystoscopic  work,  so  took  a course  in  New  York,  but 
my  cases  were  so  scattering  that  I could  not  keep  up 
the  technic,  so  let  it  drop.  I afterwards  gave  the 
apparatus  to  one  of  our  younger  doctors  who  felt 
kindly  to  it,  but  in  a lilttle  while  drifted  away, 
so  now  we  send  our  genito-urinary  patients  away. 
We  used  to  send  them  to  Dallas,  and  then  some  to 
El  Paso.  Of  course  that  is  all  right  for  people  who 
are  able  to  make  the  trip,  but  it  is  bad  for  those 
who  are  not,  and  it  leaves  us  up  in  the  air.  The 
matter  of  cystoscoping  a patient  is  not  easy,  espe- 
cially where  one  is  doing  this  work  only  occasional- 
ly. This  is  a field  that  has  been  neglected. 

DR.  MULTHAUF  (closing)  : I appreciate  the  dis- 
cussion very  much.  Relative  to  the  remarks  made 
by  Dr.  Westhafer,  I will  admit  that  intravenous 
pyelography  in  my  hands  has  not  been  quite  satis- 
factory. The  calyces  and  pelvises  on  the  x-rays  are 
not  very  clear,  as  a general  rule,  and  if  you  have  a 
kidney  in  which  the  function  is  nearly  destroyed,  of 
course  you  will  not  get  any  shadow  at  all.  But  even 
that  has  diagnostic  significance,  because,  if  you  do 
not  get  a shadow,  then  you  become  cognizant  of  the 
fact  that  there  is  some  type  of  pathology  present, 
and  this  will  center  the  diagnosis  on  the  kidney. 

In  regard  to  instrumentation,  I wish  to  say  that 
it  is  one  subject  in  which  I am  very  much  interest- 
ed. I think  the  trouble  is  that  some  of  us  may  not 
be  as  gentle  on  manipulation  as  we  might  be,  or  we 
may  not  wait  until  anesthesia  has  become  effective. 
We  use  a 2 per  cent  butyn  solution  in  the  urethral 
canal  and  leave  it  there  for  5 minutes  and  wait  5 
minutes  before  the  cystoscope  is  passed.  The  cysto- 
scope is  passed  slowly.  This,  I think,  is  extremely 
important. 

As  to  Dr.  Bradley’s  remarks,  I think  that,  for  the 
community  that  does  not  have  access  to  any  cysto- 
scope, the  intravenous  pyelogram  will  help  the  doc- 
tor to  a tremendous  degree.  At  least  it  will  center 
the  attention  on  the  kidney.  If  the  kidney  is  not  re- 
sponsible, it  will  rule  it  out  in  the  differential  diag- 
nosis. 
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OPEN  REDUCTION  OF  COM- 
PLICATED FRACTURES  OF 
LONG  BONES. 

F.  C.  GOODWIN,  M.  D. 

El  Paso,  Texas. 

(Read  before  the  New  Mexico  Medical  Society,  at 
its  Fifty-First  Annual  Meeting,  at  Roswell,  N.  M., 
May  18-20,  1933.) 

When  the  open  reduction  method  was  first 
described,  it  was  received  with  much  enthusi- 
asm. However,  this  popular  procedure  has 
fallen  into  disuse  because  of  the  complications 
which  arose  after  the  operation  had  been  com- 
pleted. The  most  frequent  complication  was 
infection,  which  resulted  in  deformity  and  de- 
layed union.  Frequently  infection  was  attrib- 
uted to  the  presence  of  plates,  screws,  Par- 
ham bands,  or  other  immobilizing  materials 
used  in  the  wound.  The  operator  seldom  ac- 
cused himself  of  having  produced  the  infec- 
tion. Infection  results  from  inexperience  on 
the  part  of  the  operator,  or  from  inadequate 
equipment.  Experience  is  necessary  for  open 
reduction  work  and  the  operator  who  requires 
more  than  one  hour  to  plate  a femur  had  best 
resort  to  more  conservative  means  of  treating 
fractures.  In  every  instance,  if  a careful  tech- 
nic is  carried  out  during  the  operation,  no  in- 
fection will  result.  The  foreign  bodies  placed 
in  the  wound  are  most  emphatically  not  caus- 
ing the  infection. 

A careful  technic  will  prevent  the  most  com- 
mon complication  arising  after  open  reduction. 
Our  technic  consists  of  twenty-four  hours  of 
preparation.  The  leg  is  shaved,  after  which 
the  entire  surgical  field  is  cleansed  with  soap 
and  water,  ether,  iodine,  and  alcohol.  The 
member  is  wrapped  in  sterile  linens.  The  fol- 
lowing morning  the  patient  is  given  either  a 
general  anesthetic  or  a spinal,  depending  on 
the  condition  of  the  patient.  He  is  put  on  a 
fracture  table  and  the  extremity  is  fixed  firm- 
ly to  the  traction  apparatus  of  the  table,  so 
that  there  will  be  no  slipping  after  the  sterile 
linens  are  placed.  Again  the  surgical  field  is 
prepared  with  ether,  iodine,  and  alcohol.  The 
patient  is  now  draped  with  much  care. 

All  those  present  in  the  operating  room  must 
wear  masks  covering  the  nose  as  well  as  the 
mouth.  The  Lane  technic  is  not  carried  out 


completely,  because  we  feel  that,  if  our  glove 
is  contaminated,  the  instrument  will  be,  as 
well.  However,  we  do  feel  that  this  technic 
keeps  constantly  in  mind  that  care  must  be 
taken  at  all  times  not  to  contaminate  the  surgi- 
cal procedure. 

An  incision  is  made  which  thoroughly  ex- 
poses the  fragments.  An  incision  will  make  an 
operation  easy  or  difficult.  The  approach  to 
the  middle  third  of  the  femur,  for  instance,  is 
made  through  the  anterolateral  surface  of  the 
thigh,  as  described  by  Dr.  J.  E.  Thompson  of 
Galveston.  In  this  particular  operation  an  in- 
cision is  made  about  eight  inches  long.  The 
wound  is  immediately  cauterized  with  iodine 
and  the  knife  is  discarded.  “Wall-offs”  are 
now  applied,  so  that  neither  the  hands  nor  in- 
struments touch  the  skin.  The  fibers  of  the 
vastus  lateralis  muscle  are  separated  with  a 
cotton  glove  on  the  hand,  or  with  the  fingers 
covered  with  a sponge.  After  the  fragments 
present  themselves,  the  periosteum  is  not  re- 
moved from  them  and  tissues  are  traumatized 
as  little  as  possible.  A Lowman  bone-holding 
forceps  is  applied  to  each  fragment  and  tight- 
ened. These  instruments  serve  as  handles.  Af- 
ter the  fragments  have  been  approximated,  if 
the  fracture  is  a transverse  one,  the  instru- 
ments are  loosened  slowly  and  carefully  and  a 
six-screw  plate  is  placed  in  position.  The  in- 
strument is  again  tightened  to  hold  the  plate 
firmly  in  place.  Holes  are  now  drilled,  the 
screw  being  applied  after  each  hole  is  made. 
The  middle  screw  in  each  fragment  should  be 
a screw  which  penetrates  the  entire  diameter 
of  the  bone  as  recommended  by  William 
O’Neill  Sherman.  After  the  plate  has  been 
fixed  firmly,  no  chemical  sterilization  is  ad- 
visable unless  the  fracture  is  a compound 
one,  in  which  instance  iodine  is  frequently 
used.  Iodine  perhaps  will  not  prevent  an  in- 
fection: however,  because  of  our  experience 
we  feel  that  the  virulence  of  the  organism  is 
lowered  to  a point  at  which  the  infection  is 
more  easily  cleared  up.  If  iodine  is  used,  a 
drain  is  placed  in  the  wound.  The  muscle  is 
not  sutured:  however,  the  fascia  lata  is  approx- 
imated with  chromic  one.  The  skin  is  closed 
v/ith  dermol  with  an  occasional  silkworm  su- 
ture. After  this,  a bi-lateral  hip  spica  is  ap- 
plied, which  will  be  described  later. 

Debridement  in  compound  fractures  is  indi- 
cated in  every  instance.  There  are  two  differ- 
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ent  types  of  compound  fracture.  One,  for  in- 
stance where  the  bone  penetrates  and  leaves 
a very  small  wound.  Second,  the  type  which 
comes  through  clothing  and  mutilates  tissues. 
In  the  small-type  wound,  a slight  debridement 
is  advisable,  as  well  as  cauterization  with  io- 
dine. The  incision  is  left  open.  Complete  ex- 
posure of  the  fragments  in  this  type  of  com- 
pound fracture  is  not  carried  out,  because  of 
the  possibilities  of  infection;  however,  the  frag- 
ments may  or  may  not  be  internally  fixed,  de- 
pending on  the  bone  and  the  type  of  fracture 
present.  In  the  second,  or  extensively  com- 
pounded fracture,  we  do  attempt  to  carry  out 
an  extensive  debridement  and  the  wound  is 
cauterized  with  iodine.  Internal  fixation  may 
or  may  not  be  indicated,  depending  on  the 
bone  and  the  type  of  fracture  present.  It  is 
difficult  to  determine  when  to  close  the  wound 
and  when  not  to  close  the  wound.  If  the  wound 
is  left  patent  in  every  instance,  infection  is  less 
apt  to  develop.  We  are  accustomed  to  placing 
a large  mass  of  iodofoi’m  gauze  in  each  extrem- 
ity of  the  incision,  leaving  a space  between 
these  sponges  so  that  the  bone  is  visible,  per- 
mitting drainage  if  it  develops.  If  the  infection 
is  virulent,  the  Carrel-Dakin  irrigation  is  in- 
stituted. The  most  important  point  to  be  kept 
constantly  in  mind  is  complete  drainage. 

In  treating  compound  fractures,  we  do  not 
hesitate  to  fix  the  fragments  internally.  If  ex- 
ternal immobilization  is  indicated,  internal  fix- 
ation should  also  be  advisable.  The  type  of  in- 
ternal fixation  used  should  depend  on  the  type 
of  fracture.  In  a transverse  fracture,  plates  are 
used.  In  oblique  and  spiral  fractures,  bands 
and  transfixation  screws  give  good  results.  If 
a badly  infected  fracture  presents  itself,  the 
Smith  clamp  is  useful  and  perhaps  more  indi- 
cated than  any  other  type  of  internal  fixation 
which  necessitates  the  dialling  of  holes  in  the 
bone. 

These  same  internal-fixation  materials  are 
used  whether  the  fracture  is  compounded  or 
simp^.  External  fixation  consists,  in  nearly 
every  instance,  of  plaster-of-Paris  casts.  For  a 
fracture  of  the  femur,  a hip  spica  is  applied 
from  the  ninple  line  down  to,  but  not  includ- 
;ng.  the  foot  on  the  affected  side.  A brace  is 
incorporated  between  the  thighs  to  prevent 
the  cas+  from  collapsing  in  the  region  of  the 
groin.  Reinforcement  of  the  plaster  is  applied 
over  both  thighs,  across  the  abdomen  and  but- 


tocks. If  the  wound  is  compounded,  irrigation 
is  instituted.  Iron  braces  are  incorporated  in 
the  plaster  to  prevent  the  collapse  of  the  cast 
after  it  has  become  wet. 

In  treating  fractures  of  the  tibia,  the  plaster- 
of-Paris  cast  should,  in  every  instance,  extend 
from  the  groin  down  to  and  including  the  foot. 
If  compounded,  iron  braces  should  be  used. 

In  treating  fractures  of  the  humerus,  a 
shoulder  spica  should  be  used  with  the  arm 
abducted  in  the  neutral  position.  We  feel  that 
it  is  difficult  to  apply  any  immobilizing  ma- 
terial or  brace  which  serves  its  purpose  better 
and  with  more  comfort  to  the  patient  than 
does  this  particular  type  of  cast.  In  long  spiral 
and  oblique  fractures  of  the  humerus,  where  a 
Parham  band  is  used,  extensive  immobiliza- 
tion is  not  indicated. 

In  treating  fractures  of  the  forearm,  the  im- 
mobilization should  extend  from  the  axilla 
down  to  and  including  the  palm,  with  the  arm 
f’exed  to  80  degrees. 

In  treating  transverse  fractures  of  the  femur 
which  are  not  adjacent  to  the  articulations  and 
when  there  is  an  indication  for  open  reduction, 
we  do  not  hesitate  to  open  and  apply  a six- 
screw  plate.  If  these  fractures  are  oblique  or 
spiral,  it  is  difficult  to  find  anything  which 
serves  its  purpose  better  than  do  Parham 
bands.  Parham  bands  are  frequently  con- 
demned, and  perhaps  unjustly  so,  as  you  will 
see  from  the  results  obtained  by  their  use,  in 
the  slides  which  are  to  follow.  These  bands 
should  be  removed,  as  in  many  instances  there 
is  a marked  osteoporosis  after  their  application. 
In  treating  compound  fractures  of  the  femur, 
a complete  debridement  is  done  and  the  frag- 
ments are  internally  fixed.  If  a debridement  is 
ind:cated,  it  should  be  done  completely.  This 
procedure  exposes  the  fragments,  and  the  sur- 
geon who  hesitates  to  fix  them  firmly  is  invit- 
ing mal-union  or  non-union;  most  emphatically 
he  is  increasing  hospitalization  and  conval- 
escence. These  foreign  materials  should  be  re- 
moved within  six  to  eight  weeks’  time.  Plates 
are  used  for  transverse  fractures,  Parham 
bands  and  screws  for  oblique  and  spiral.  If 
fragments  are  loose,  they  should  not  be  remov- 
ed, if  they  are  attached  to  the  periosteum. 
These  fragments  frequently  serve  as  centers  of 
osteogenesis. 

Most  fractures  of  the  tibia  can  be  reduced 
and  approximation  maintained  without  in- 
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ternal  fixation;  however,  in  spiral  and  oblique 
fractures  of  the  tibia,  particularly  in  the  lower 
two-thirds,  we  open  and  apply  a Parham  band. 
In  compound  fractures  the  same  treatment  is 
carried  out.  Because  of  the  frequency  of  non- 
union in  the  lower  two-thirds  of  the  tibia, 
plates  are  never  recommended. 

Fractures  of  the  humerus  are  more  easily 
approximated  than  fractures  of  the  lower  ex- 
tremity and,  consequently,  open  reduction  is 
less  frequently  indicated.  However,  if  satis- 
factory results  are  not  obtained  early,  the  frag- 
ments are  approximated  surgically.  Four- 
hole  plates  are  most  rfequently  used  for  trans- 
verse fractures,  Parham  bands  for  spiral  and 
oblique. 

In  treating  fractures  of  the  forearm,  open  re- 
duction is  most  frequently  indicated  in  frac- 
ture of  both  bones.  If  compounded,  a complete 
debridement  is  indicated.  Internal  fixation 
may  or  may  not  be  advisable. 

DISCUSSION 

DR.  EARL  D.  McBRIDE,  Oklahoma  City,  Okla. 
(opening)  : I think  the  orthopedic  surgeons  gener- 
ally feel  that  open  surgery  of  fractures  is  essential 
in  a great  many  cases.  However,  I believe  the  gen- 
eral feeling  is  that  open  surgery  in  the  hands  of 
men  in  general  practice  is  not  advisable.  Those  of 
you  who  were  on  the  fracture  service  during  the 
War,  remember  that  the  results  of  plating  com- 
pound fractures  were  so  seriously  disappointing 
that  orders  had  to  be  given  not  to  plate  any  com- 
pound fractures. 

Personally  I do  not  feel  that  any  foreign  body 
should  be  placed  on  bone  fragments  in  a compound 
fracture,  unless  it  is  an  extreme  measure.  The 
Kirsehner  wire  traction,  in  most  instances,  can  be 
conveniently  applied  with  safety  and  can  be  de- 
pended upon  to  secure  excellent  alignment.  I think, 
therefore,  that,  especially  in  compound  fractures,  it 
is  preferable  to  any  other  method  in  use  at  the  pres- 
ent time. 

Dr.  Sherman  in  Pittsburgh  uses  steel  plates  per- 
haps more  than  any  other  surgeon.  He  is  handling 
the  injuries  for  the  U.  S.  Steel  Company  and  se- 
cures very  excellent  results. 

Those  who  know  how  to  use  the  perfect  technic 
as  described  by  Sir  Arbuthnot  Lane  in  his  original 
article,  can  successfully  use  plating,  but  unfortu- 
nately this  technic  is  not  always  used,  and  osteo- 
myelitis resulting  from  the  compound  fracture  is 
often  disastrous  to  the  result. 

I think  it  is  dangerous  to  advocate  open  surgery 
of  fractures  in  general  practice.  Personally  I do  a 
great  deal  of  open  surgery  in  fractures  and  like  the 
metal  plate  better  than  any  other  internal  fixation. 

I think  Dr.  Goodwin  is  to  be  commended  for  his 
excellent  work;  but  I wish  to  sound  this  note  of 


warning,  that  open  surgery  should  never  be  under- 
taken except  when  the  surgeon  is  prepared  with  ad- 
equate equipment  and  perfect  operating-room  tech- 
nic. 

DR.  C.  A.  MILLER  (Las  Cruces,  N.  M.)  : I sent 
the  girl  with  the  gunshot  wound  of  the  arm  to  Dr. 
Goodwin  expecting  amputation.  She  was  shot  while 
on  the  inside  of  a screen  door  and  many  of  the 
pieces  were  carried  into  the  arm.  She  did  not  reach 
Dr.  Goodwin  until  about  ten  days  afterward.  The 
arm  was  kept  in  position  for  two  or  three  months. 
She  now  has  remarkable  use  of  the  arm  and  I am 
sure  Dr.  Goodwin  deserves  great  credit  for  his  re- 
sults in  the  case. 

DR.  J.  MOTT  RAWLINGS  (El  Paso,  Texas)  : 
Simply  as  a visitor  from  El  Paso,  I want  to  give 
Dr.  Goodwin  real  praise  for  the  work  he  has  done 
there.  I have  seen  some  of  his  cases'  and  think  he 
ought  to  tell  us  more  of  the  technic  which  enables 
him  to  obtain  such  excellent  results. 

DR.  S.  D.  SWOPE  (El  Paso,  Texas)  : I am  not 
an  orthopedist  or  bone  surgeon,  but  Dr.  Goodwin 
has  been  doing  such  wonderful  work  in  El  Paso  that 
I feel  I should  say  something  in  commendation  of 
both  his  work  and  the  presentation  of  his  paper. 
He  has  a wonderful  opportunity  in  El  Paso  to  dis- 
play his  ability.  The  City-County  Hospital  cares  for 
about  25  per  cent  of  the  population  and  the  matter 
of  fractures  has  been  under  his  supervision.  When 
staff  reports  come  in,  it  is'  generally  Dr.  Goodwin 
who  has  about  four  times  as  many  operations  as 
anybody  else  on  the  staff.  I have  fooled  around  a 
little  with  bones  and  it  has  always  been  my  opin- 
ion, and  still  is,  that  any  fracture  that  can  be  prop- 
erly approximated  by  the  application  of  fascia  ought 
to  be  fixed  in  some  manner.  I was  very  glad  to 
hear  Dr.  McBride  speak  of  the  use  of  wire.  I think 
that,  where  wire  can  be  used  to  advantage,  it  is  a 
simpler  and  better  plan.  As  to  the  matter  of  plat- 
ing, I think  there  are  two  things  which  should  be 
considered.  The  man  who  underakes  to  do  plating 
with  the  Lane  plating  screws  should  have  a perfect 
technic.  Second,  he  ought  to  convince  himself,  pre- 
vious to  applying  these  applications,  that  other  and 
more  simple  methods  will  not  produce  as  good  a re- 
sult. When  bones'  can  be  approximated,  they  usual- 
ly heal  promptly.  When  they  cannot  be  approximat- 
ed, we  have  the  danger  of  deformity.  No  one  has 
mentioned  the  application  of  kangaroo  tendon.  It 
will  be  found  very  satisfactory. 

DR.  JOHN  T.  MOORE  (Houston,  Texas)  : I had 
the  pleasure  of  visiting  the  clinic  of  Sir  Arbuthnot 
Lane  and  seeing  his  wonderful  work,  some  years 
ago,  and  in  the  same  year  visited  the  clinic  of  Sir 
Robert  Jones,  who  vras,  I suppose,  one  of  the  great- 
est orthopedic  surgeons  of  the  world.  In  these  men 
I saw  two  types.  Sir  Robert  Jones  said  there  is'  lit- 
tle excuse  for  ever  opening  a fracture  to  get  the 
fragments  in  place.  He  was  trained  by  his  uncle,  a 
bone-setter,  and  author  of  the  Thomas’  splint.  He 
set  all  of  his  fractures  practically  without  doing  an 
open  operation. 

I once  saw  Dr.  Arbuthnot  Lane  operate  in  J.  B. 
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Murphy’s  clinic.  He  had  a large  group  of  cases  and 
a fine  audience.  The  internes  and  assistants  were 
sitting  around  and  others  were  bringing  in  cases  for 
operation.  Dr.  Murphy  had  taken  two  or  three 
cracks  at  Sir  Arbuthnot  Lane,  who  was  sitting  in 
the  pit.  When  he  got  through,  Sir  Arbuthnot  Lane, 
who  was  to  do  an  operation,  came  on  the  scene  and 
said,  “How  do  you  expect  to  have  anything  else, 
with  such  a technic?  The  plates  are  bound  to  come 
out  the  way  you  work  here.”  All  the  surgeons  pres- 
ent clapped  their  hands.  I learned  a few  things  in 
my  early  career  about  surgery,  but  I saw  them  ex- 
emplified to  a “T”  in  Lane’s  clinic.  I believe  I have 
never  seen  a better  technic  in  an  operating  room. 
Trained  assistants  wox-ked  in  and  out  with  preci- 
sion, tooth  retractors  were  used  throughout — but 
why  tooth  retractors?  Because  tooth  retractors  do 
the  least  damage  of  any  retractor  you  can  use.  I 
cannot  go  through  the  technic,  but  presume  Dr. 
Goodwin  follows  it.  Halsted  showed  the  use  of  fine 
silk.  He  said  that  one  of  the  reasons  he  used  fine 
silk  was  because  one  could  not  tie  it  too  tight  with- 
out breaking  it.  Then  we  owe  him  the  credit  of 
these  very  fine  forceps.  Whenever  you  crush  tissue 
by  clamps,  or  damage  it,  you  subject  it  to  infection. 
So  Halsted  avoided  damage  to  tissue  as  much  as 
possible.  He  was  a very  wonderful  surgeon. 

I am  glad  Dr.  McBride  said  he  did  not  always 
practice  what  he  preached.  A lot  of  us  do  much 
talking  to  the  audience.  We  talk  for  the  crowd,  as 
it  were— and  frequently  say  the  wrong  thing.  You 
can  put  in  steel  plates  if  sterile,  or  metal  plates  of 
any  kind,  without  danger  of  infection.  It  can  be 
done — and  if  we  have  infection  in  a clean  case,  it 
is  our  own  fault. 

DR.  F.  C.  GOODWIN  (closing)  : If  you  do  not 
have  trained  personnel  and  adequate  equipment,  you 
should  not  do  open  reductions.  That  was*  probably 
the  reason  the  army  issued  orders  to  the  field  of- 
ficers not  to  do  open  reductions.  The  no-touch  tech- 
nic, I think,  is  not  necessary,  for  the  simple  fact 
that  if  your  hands  are  contaminated,  your  instru- 
ments are,  so  why  subject  the  patient  to  two  or  more 
hours  operating,  when  it  can  be  done  in  thirty  to 
thirty-six  minutes.  I enjoyed  very  much  hearing  Dr. 
Moore’s  comments.  If  we  expose  the  patient  for  a 
long,  long  time,  that  is  one  sure  way  to  get  an  in- 
fection while  doing  bone  surgery.  It  is  sometimes 
very  difficult  to  approximate  fragments  and  of 
course  there  is  grave  danger  of  infection  if  a man 
operates  four  and  one-half  hours  in  reducing  frac- 
tures by  the  open  method.  I had  a case,  a man  fifty- 
eight  years  old,  with  compound  comminuted  frac- 
ture which  we  fixed  with  Lane  plate.  The  plate  has 
been  in  three  months  and  he  has  not  had  one  hypo- 
dermic since  we  operated.  He  could  have  gone  home 
fifteen  days  after  operation,  if  he  had  cared  to  do 
so.  If  you  have  the  equipment  and  are  familiar  with 
it,  by  all  means  plate  compound  fractures  of  the  fe- 
mur. 

As  to  plaster,  every  man  should  be  able  to  handle 
plaster  and  handle  it  properly.  As  to  wire — when- 
ever I subject  a patient  to  something  radical,  I want 


to  get  results.  Kangaroo  tendon:  I have  used  it  in 
the  past  with  some  satisfaction,  but  kangaroo  ten- 
don will  swell,  thicken,  and  loosen,  so  why  not  put 
something  on  you  know  will  hold  the  fragments — 
why  hesitate  about  the  use  of  a sterile  plate?  Then, 
too,  we  must  have  trained  assistants.  There  is  noth- 
ing more  helpful  than  to  have  an  assistant  who  is 
well  trained  and  who  is  able  to  anticipate  the  op- 
erator’s needs. 


THE  CHOICE  OF  TREATMENT 
OF  FIBROIDS  OF  THE 
UTERUS 


JOHN  T.  MOORE,  A.M.,  M.D. 
Houston,  Texas. 


(Read  before  the  New  Mexico  Medical  Society, 
at  its  Fifty-first  Annual  Meeting,  at  Roswell,  N.  M„ 
May  18-20,  1933.) 


Fibroid  tumors  of  the  uterus  are  probably 
the  commonest  form  of  tumor  found  in  the  fe- 
male pelvis.  The  term  “fibroid”  is  rather  loose- 
ly used  in  connection  with  these  tumors; 
though  its  wide-spread  acceptance  and  com- 
mon usage  have  given  it  a rather  definite 
meaning  in  the  designation  of  the  muscle- 
tissue  tumors  of  the  uterus. 

CLASSIFICATION 

Two  types  of  myomata  have  come  to  be  rec- 
ognized, namely,  fibromyomata  and  adenomyo- 
mata. 

These  tumors  vary  greatly  in  size;  they  may 
be  not  more  than  a few  millimeters  in  diame- 
ter, and  then  again  one  finds  a tumor  com- 
pletely filling  the  pelvic  cavity.  Such  tumors 
grow  by  new  formation  of  tissue  from  within 
and  their  line  of  growth  apparently  follows  the 
line  of  least  resistance;  thus  a tumor  may  be 
imbedded  in  the  uterine  wall,  in  which  in- 
stance, from  position,  it  is  designated  as  an 
intramural  myoma.  As  growth  proceeds  it  may 
invade  the  uterine  cavity,  coming  to  lie  direct- 
ly beneath  the  mucosa,  in  which  event  it  has 
been  termed  a submucous  myoma;  again,  it 
may  extend  toward  the  surface  of  the  uterus, 
lying  beneath  the  peritoneum,  from  whence  it 
derives  the  name  subserous.  The  subserous  or 
peritoneal  may  be  found  connected  to  the 
uterus  by  a very  narrow  stalk,  the  pedunculat- 
ed myoma.  Those  growing  into  the  uterine 
cavity,  originally  submucous  fibroid,  may  be 
pedunculated  and  even  extruded  through  the 
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external  os  and  still  attached  by  the  pedicle. 
When  the  tumors  extend  into  and  between  the 
broad  ligaments,  they  are  frequently  designat- 
ed as  intraligamentous. 

One  of  the  most  interesting  phenomena  in 
connection  with  these  tumors  is  the  forma- 
tion of  vascular  adhesions  between  the  tumor 
and  neighboring  organs;  occasionally  the  sub- 
serous  myoma  becomes  entirely  dependent  for 
its  blood  supply  upon  the  adjacent  organ,  and 
at  times  it  may  be  entirely  separated  from  the 
uterus,  and  is  then  known  as  a parasitic  my- 
oma. 

Many  of  our  operators  cast  aside  these  tu- 
mors without  any  effort  to  determine  their 
type.  Each  tumor  should  be  carefully  section- 
ed upon  its  removal  and  examined  to  see  ex- 
actly with  what  you  are  dealing. 

HISTOLOGY 

A short  reference  is  to  be  made  to  histology 
of  fibroids,  since  one  can  hardly  discuss  treat- 
ment without  referring  somewhat  to  their 
minute  structure.  Grossly,  these  tumors  are 
found  to  be  dense  hard  masses.  Due  to  their 
poor  vascularity,  they  appear  whitish  in  color, 
sharply  demarcated  from  the  reddish  gray  of 
the  vascular  uterine  musculature. 

Microscopically,  they  are  composed  of 
smooth  muscle  fibers  arranged  in  parallel  rows 
which  are  interwoven  in  every  direction  and 
imbedded  in  an  abundant  connective-tissue 
stroma  bearing  the  blood  vessels.  The  latter 
are  much  more  numerous  and  distinct  toward 
the  periphery  of  the  tumor.  As  these  tumors 
increase  in  size,  they  obtain  the  greater  part  of 
their  blood  supply  from  the  periphery.  It  is 
therefore  not  unusual  to  find  calcification  or 
necrosis  taking  place  in  these  tumors.  Great 
cavities  filled  with  brownish  necrotic  tissue 
and  fluid  are  often  found. 

What  has  just  been  said  refers  to  the  fi- 
bromyoma.  The  adenomyoma  has  always  been 
of  interest  largely  because  of  the  discussions 
that  have  been  carried  on  relative  to  its  origin. 
These  usually  occur  at  the  angle  of  the  uterus 
where  the  tube  enters,  and  occasionally  in  the 
tube  itself  or  the  round  ligament.  These  are 
peculiar  in  that  they  contain  epithelial-lined 
glandular  structures,  thus  giving  us  the  term 
adenomyoma.  Von  Recklinghausen  attributed 
them  to  misplaced  rudiments  of  the  Wolffian 
body.  Meyer,  Lockstaedt,  and  others  believed 


such  tumors  might  arise  from  the  inclusion  of 
uterine  glands  in  the  muscle  mass.  More  re- 
cently Cullen  has  been  able  to  demonstrate 
that  it  was  possible  to  trace  the  continuity  of 
the  uterine  mucosa  with  the  glands  of  the  tu- 
mor. This  seems  definitely  to  settle  their  or- 
igin. Aside  from  the  presence  of  adenomatous 
tissue,  the  histological  picture  is  much  the 
same.  This  type  is  said  by  Cullen  to  occur  in 
about  6 per  cent  of  all  fibroids  of  the  uterus. 

Fibroids  are  found  to  occur  in  about  20  per 
cent  of  all  women,  no  race  being  immune.  In 
the  negro  woman  they  occur  even  more  fre- 
quently. As  to  age,  the  tumor  seems  to  be  in- 
fluenced in  its  growth  by  the  menstrual,  or 
child-bearing,  function;  hence,  myomata  are 
more  often  found  between  the  ages  of  twenty- 
five  and  forty,  though  they  may  occur  at  any 
age.  As  referred  to  above,  women  with  negro 
blood  seem  in  some  manner  to  be  predisposed 
to  myomata,  so  that  it  is  taught  that  race,  as  a 
predisposing  factor,  must  be  considered.  Those 
of  us  who  have  practised  in  this  part  of  the 
country  feel  that  this  teaching  is  correct. 

SYMPTOMS 

The  smaller  growths  as  a rule  give  rise  to  no 
symptoms,  and  consequently  require  only  to 
be  kept  under  observation.  The  patient  should 
be  assured  that  the  tumor  is  causing  no  trou- 
ble. The  rapidity  of  growth  should  be  noted, 
its  position  and  its  effect  upon  the  menstrual 
periods,  observed.  I sometimes  feel  that  these 
small  tumors,  when  discovered,  should  be 
noted  on  our  history  sheet  without  telling  the 
patient  about  it  at  all.  There  is,  however,  a 
danger  lurking  around.  Some  other  doctor 
may  make  this  discovery  and  make  a great  to 
do  over  it,  thus  leaving  you  in  a dangerous 
position.  Tact  here  must  be  used,  as  the  pru- 
dent handling  of  the  patient — not  the  small  tu- 
mor— is  a part  of  the  treatment. 

As  these  tumors  grow,  certain  degenerative 
changes  take  place.  As  noted  above,  because 
of  the  paucity  of  blood  at  the  central  portion  of 
the  tumor  it  is  apt  to  undergo  either  hyaline 
change  or  calcification,  or  the  myoma  may  be- 
come necrotic,  with  resultant  inflammatory 
change.  This  change  often  causes  dense  adhe- 
sions to  be  formed  to  neighboring  structures, 
making  the  problem  of  removal  or  treatment 
difficult  and  sometimes  impossible,  when, 
without  these  changes,  it  might  have  been  a 
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simple  surgical  procedure.  This  degenerative 
putrefying  tissue  may  give  rise  to  absorption, 
causing  cachexia  and  anemia.  At  the  climac- 
teric, the  tumor  may  atrophy  sufficiently  to 
relieve  any  pre-existing  pressure  symptoms.  It 
was  taught  some  time  ago  that,  if  a woman 
could  be  tided  over  until  the  menopause,  fi- 
broid tumors  would  retrogress  sufficiently  so 
that  they  would  require  no  treatment.  Again, 
the  removal  of  the  ovaries  was  taught  as  a cure 
for  quite  a long  time,  but  this  was  found  to  be 
ineffectual  in  most  cases. 

Hemorrhage  is  by  far  the  most  common 
symptom  complained  of.  At  times  this  is  of  ex- 
treme severity,  resulting  in  profound  anemia. 
Here  the  tumor  is  usually  submucous,  the 
uterine  mucosa  having  been  eroded  through, 
resulting  in  hemorrhage.  The  hemorrhage 
might  be  noted  as  an  excessive  flow  at  the 
period,  flow  between  periods,  or  a continuous 
bleeding. 

Pressure  symptoms  often  result  from  the 
large  size  of  the  growth,  or  from  its  position. 
Again,  one  not  infrequently  sees  enormous 
growths  that  have  given  very  little  disturb- 
ance. Often  a “feeling  of  fulness”  is  described, 
or  constipation  may  be  caused  by  the  growth. 
Frequency  of  urination  is  often  mentioned  by 
the  patient,  as  a result  of  pressure  on  the  urin- 
ary bladder,  but  this  is  rare.  There  may  be 
symptoms  from  pressure  on  one  or  both  ure- 
ters. Of  the  symptoms  mentioned,  bleeding  is 
that  which  usually  prompts  the  patient  to  con- 
sult her  physician. 

One  should  perhaps  discuss  thoroughly  the 
influence  of  these  growths  upon  the  ovary. 
There  is,  no  doubt,  a very  important  inter- 
relationship between  the  uterus  and  the  ova- 
ries. This  must  be  kept  constantly  in  mind  by 
the  gynecologist  when  treating  these  patients, 
but  such  a discussion  is  beyond  the  scope  of 
this  paper. 

In  addition  to  the  growth  changes  noted 
above,  hyaline  degeneration  and  calcification 
must  be  noted. 

So-called  malignant  degeneration,  though  a 
rarity,  is  sometimes  seen.  Malignant  change 
probably  occurs  in  less  than  one  per  cent. 
This,  from  the  nature  of  the  fibroid,  may 
be  either  a carcinomatous  or  a sarcomatous 
change.  Strictly  speaking,  malignant  tumors 
are  not  degeneratoins,  but  a new  growth  in 
the  presence  of  degenerative  changes. 


TREATMENT 

In  taking  up  the  treatment  of  fibroids  of  the 
uterus,  there  are  many  things  to  be  considered 
before  making  a choice  of  the  method.  It  is 
proposed  now  to  enter  upon  a discussion  of  the 
treatment  of  those  most  commonly  met  in 
practice. 

The  size  and  position  of  the  fibroid  in  the 
uterus,  body,  or  cervix,  and  the  type — sub- 
serous,  intra-mural  or  submucous — must  be 
determined  before  the  method  of  treatment  is 
decided  upon.  Nor  must  one  lose  sight  of  the 
physical  condition  of  the  patient  as  an  opera- 
tive risk. 

If  we  have  fibroids  intramurally  located  and 
the  uterus  is  not  larger  than  a three-months’ 
or  four-months’  pregnancy,  then  radium  and 
x-ray  may  be  considered  as  applicable.  At  this 
point  the  question  of  childbearing  must  be 
considered.  In  young  women  who  desire  to 
bear  children,  they  and  their  husbands  should 
help  decide  the  matter,  under  the  guidance  of 
the  doctor,  who  presents  the  issues  in  a fair 
and  open  way. 

The  age  of  thirty-five  seems  to  have  been 
settled  upon  as  the  upper  age  limit  for  recon- 
struction operations  for  the  purpose  of  giving 
the  chance  for  childbearing. 

A careful  reconstruction  of  the  uterus  after 
myomectomy  has  given  many  a woman  the 
chance  of  motherhood  and  I can  see  no  ob- 
jections, at  this  stage  of  medical  science,  to  ex- 
tending the  age  beyond  thirty-five  if  the  wom- 
an desires  it.  It  is  remarkable  what  can  be 
done  to  save  a fibroid  uterus  by  a carefully 
planned  operation  for  the  removal  of  tumors 
and  the  restoration  of  the  uterus.  Of  course, 
one  naturally  thinks  of  the  difference  in  risk 
to  the  patient  in  a myomectomy  or  hysterec- 
tomy. 

In  the  earlier  days  of  operation  upon  the  fi- 
broid uterus,  a hysterectomy  was  by  far  the 
safer,  but  with  a better  technic  and  more  skil- 
ful surgeons,  myomectomy  and  restoration  of 
the  uterus  is  now  about  as  safe  as  the  former. 
There  are  a few  cases,  however,  that  are  read- 
ily seen  to  offer  but  little  chance  of  saving  the 
uterus  for  childbearing.  Of  course,  if  the  tubes 
are  functionless,  then  a hysterectomy  would 
be  the  operation  of  choice. 

As  an  example  of  what  one  can  do  to  give 
a woman  a chance  to  bear  a child,  the  follow- 
ing case  is  given: 
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No.  3706,  Mrs.  M.  H.,  a woman  27  years  of  age; 
rather  fat;  painful  and  too  frequent  menstruation; 
married  13  months — no  pregnancy!  very  anxious 
for  a child.  Examination  June  18,  1921,  showed 
rather  large  fibroids  of  the  uterus.  Operation  was 
done  July  2,  1921,  removing  the  tumors.  As  one  of 
these  tumors  was  well  within  the  cervical  segment, 
a myomectomy  did  not  seem  very  promising,  but 
the  tumors  were  removed  and  the  uterus  carefully 
repaired,  or  reconstructed. 

A beautiful  little  girl  was  born  September  13, 
1923,  two  years  and  two  months  after  the  opera- 
tion was  performed. 

One  feels  that  such  an  event  justifies  taking 
some  further  risk  for  the  chance  of  such  a ben- 
ediction, where  the  parents  desire  it. 

This  woman  has  been  pregnant  since;  she 
was  examined  by  me  July  28,  1930,  and  found 
to  be  pregnant  about  six  months.  She  later 
gave  birth  to  a full-term  baby  in  November. 
1930,  though  it  was  born  dead. 

Radium  and  x-ray  have  a distinct  and  valu- 
able place  in  the  treatment  of  fibroids  of  the 
uterus  that  are  not  too  large  and  are  of  the 
interstitial  type. 

I have  had  this  experience  with  some  cases 
with  fibroids  that  have  had  radiation:  the  pa- 
tient would  have  had  excellent  results  had  not 
some  doctor  told  the  patient  that  nothing  ex- 
cept an  operation  for  removal  would  ever  re- 
lieve her.  This  idea  having  been  implanted  in 
the  patient’s  mind,  she  has  become  so  obsessed 
that  an  operation  for  removal  becomes  neces- 
sary in  order  to  get  complete  relief  of  her  pain 
and  other  symptoms  which  depend  largely  up- 
on her  nervous  condition.  Faith  here  is  an  im- 
portant element  in  the  restoration  of  health. 

Submucous  and  subperitoneal  tumors  should 
not  be  treated  with  radium  or  x-ray.  It  is  bet- 
ter to  remove  them  by  surgery.  One  may 
usually  count  upon  a tumor  being  submucous 
where  there  is  much  bleeding.  This  may  be 
settled  by  a test  curettage.  A surgical  removal 
can,  in  many  cases,  be  done  by  a hysterotomy. 

Many  of  the  cases  of  fibroids  are  found  to  be 
multiple  and  of  different  types,  in  the  same 
uterus.  Here  judgment  has  to  be  used  to  de- 
termine whether  to  attempt  their  removal 
through  the  vagina  by  a combined  hysterotomy 
and  myomectomy.  If  the  tumors  are  small,  one 
can  do  a good  operation  per  vaginam,  but  if 
the  tumors  are  large,  an  abdominal  operation 
would  be  better. 

Radium  and  x-ray  should  not  be  used  where 


degeneration  of  the  tumor  is  suspected,  as  a 
further  degeneration  is  produced,  with  grave 
dangers  of  sepsis  and  absorption  from  the  de- 
composing tumor. 

Radium  and  x-ray  should  not  be  used  in 
cases  where  there  is  evidence  of  disease  of  the 
adnexa  (such  as  old  inflammatory  conditions, 
cystic  ovaries,  pus  tubes,  and  so  forth). 

Then,  we  have  for  consideration  a group  of 
cases  that  are  poor  operative  risks  on  account 
of  heart  and  kidney  disease,  or  through  loss  of 
much  blood;  these  are  more  suitable  for  radium 
and  x-ray,  provided  there  are  no  conditions  to 
contra-indicate  their  use,  as  mentioned  above. 
In  cases  of  hemorrhage  many  of  these  cases 
can  be  made  good  operative  risks  by  the  use  of 
radium;  then  operate  later,  when  the  blood 
condition  warrants  it. 

The  various  degenerative  changes  in  fibroids 
demand  operative  treatment,  preferably  hys- 
terectomy. A fibroid  that  has  undergone  cal- 
careous degeneration  should  not  be  radiated; 
it  ought  to  be  removed  by  operation.  Fibroids 
that  show  themselves  to  be  definitely  soft  are 
usually  found  to  be  undergoing  degeneration. 
If  the  patient  is  running  a temperature  above 
normal  with  this  condition  of  the  fibroid  pres- 
ent, it  is  apt  to  be  highly  infective  and  should 
not  be  cut  into  when  operating — a hysterec- 
tomy had  better  be  done,  getting  well  around 
the  degenerating  growth. 

I once  saw  a surgeon  cut  into  one  of  these, 
against  the  advice  of  his  associate,  and  the  pa- 
tient came  near  losing  her  life  from  infection. 

I feel  that  some  discussion  should  be  made 
of  the  question  whether  a complete  hysterec- 
tomy or  a supravaginal  operation  should  be 
done. 

I think,  if  a surgeon  is  well  trained  in  doing 
pelvic  work,  he  could  make  the  hysterectomy 
complete  with  little  more  danger  than  to  do  a 
supravaginal  removal.  In  the  hands  of  the 
average  surgeon,  a supravaginal  hysterectomy 
would  be  a safer  procedure.  The  principal 
argument  for  a complete  hysterectomy  is  that 
malignancy  may  develop  in  the  cervix  which 
is  left.  This  is  so  infrequent  that  the  risk  of 
death  is  greater  from  operation  than  it  would 
be  were  the  cervix  left  to  become  cancerous. 

Then,  again,  the  woman  is  left  with  a far 
better  support  and  is  in  a better  condition  of 
health,  as  a rule,  by  leaving  the  cervix.  The 
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l'emaining  cervix  can  be  handled  by  other 
methods  just  as  safe  as  removal. 

Where  the  cervix  is  left,  the  mucous  mem- 
brane can  be  destroyed  by  the  cautery,  or  by 
coring  it  out  at  the  time  of  the  operation.  Or, 
if  one  has  access  to  radium,  it  can  be  placed 
within  the  cervix  for  a sufficient  time  to  de- 
stroy the  epithelial  elements  and  thus  lessen 
the  development  of  cancer  within  the  stump. 

I am  showing  one  of  my  cases  that  devel- 
oped an  epithelioma  several  years  after  a su- 
pravaginal hysterectomy.  The  usual  supra- 
vaginal hysterectomy  was  done  without  doing 
anything  to  the  cervix,  as  suggested  above. 

Case  No.  2313,  Mrs.  McA.,  age  33,  wife  of  a phy- 
sician, with  two  children,  came  to  see  me  October 
17,  1921.  complaining  of  lump  in  lower  abdomen 
and  excessive  bleeding  at  each  menstrual  period. 
Period  every  twenty-eight  days,  lasts  nine  days, 
with  much  flow  and  no  pain. 

At  examination,  a tumor  of  nodular  character, 
about  the  size  of  a five-months’  pregnancy,  was 
made  out.  Advised  operation  A supravaginal  hys- 
terectomy was  done  February  27,  1922.  The  patient 
was  seen  by  me  May  28,  1925,  and  was  found  to  be 
in  fine  health  in  every  way. 

On  September  26,  1931,  she  came  to  see  me  about 
a little  bloody  discharge  and  25  mg.  of  radium  was 
applied,  for  22  hours.  She  seemed  to  remain  well 
but  when  she  came  to  see  me  April  20,  1932,  I dis- 
covered, upon  probing  the  cervical  canal,  that  she 
bled  a little.  On  April  21,  1932,  a piece  of  the 
cervex  was  excised.  This  tissue  showed  it  to  be  a 
squamous  cell  epithelioma  of  the  cervix.  Forty-five 
mg.  of  radium  was  applied  ,two  needles  of  10  mg. 
each  were  applied  directly  in  site  of  excised  area 
and  25  mg.  within  the  cei’vical  canal,  for  32  hours. 
I again  applied  radium  September  9,  1932—25  mg. 
within  the  cervix  for  26  hours. 

Examination  November  5,  1932,  shows  no  evidence 
of  the  growth  as  the  parts  appear  nicely  healed. 

This  case  is  one  illustrating  the  development 
of  cancer  in  a non-malignant  uterus  where  the 
cervix  was  left  behind  without  the  cancer- 
bearing part  being  removed.  Statistics  seem 
to  show  this  taking  place  in  about  two  per  cent 
of  the  cases  following  supravaginal  hysterec- 
tomy, whether  for  fibroids  of  the  uterus  or  for 
other  conditions  requiring  hysterectomy. 

I wish  also  to  give  an  example  of  the  danger 
of  a transplant  of  a cancer  to  the  cervix  from 
a carcinomatous  fibroid  uterus,  showing  the 
importance  of  either  doing  a panhysterectomy 
or  treating  the  cervix  as  I do  now  routinely. 

Case  No.  8494,  Mrs.  T.,  age  57,  mother  of  six 
children — youngest  21.  Weight,  202  lbs.;  Hb  85  per 
cent;  much  sugar  in  the  urine;  BP  220/100;  some 


swelling  of  the  feet  and  legs.  Began  having  hem- 
orrhages from  the  uterus;  was  curetted  in  1923; 
specimen  sent  to  pathologist  who  reported  nothing 
malignant.  Three  weeks  before  consulting  me,  De- 
cember 11,  1928,  began  to  have  severe  bleeding. 

I advised  a test  curettage,  which  was  negative  for 
malignancy;  2600  mg.  hours  of  radium  was  given. 

This  patient  did  well  until  about  July  1,  1929, 
when  bleeding  began  again.  I decided  to  remove 
the  large  fibroid  uterus,  as  her  general  condition 
seemed  to  warrant  it.  This  was  done  July  6,  1929. 
She  stood  the  operation  very  well,  and  continued  to 
get  along  nicely. 

The  large  fibroid  and  uterus  were  not  sectioned 
until  after  the  patient  went  to  her  room.  The  rule 
should  be  to  have  these  tumors  sectioned  immedi- 
ately they  are  out,  by  someone  competent.  The 
surgeon  should  see  the  section,  by  all  means. 

We  were  astonished  to  find,  up  in  the  right 
fornix,  a well-defined  adenocarcinoma  which  the 
curette  had  not  reached,  as  it  was  in  behind  an  ele- 
vation cause  by  one  of  the  submucous  fibroids. 

Nothing  was  done  further,  hoping  that  the  cervix 
would  escape. 

The  patient  was  asked  to  return  for  examination, 
but  I did  not  see  her  until  September  5,  1930,  when 
she  came  back  for  bleeding  from  the  vagina.  Upon 
examination,  I found  a growth  within  the  cervix, 
an  adenocarcinoma. 

On  November  11,  1930,  I discovered  upon  exam- 
ination, evidence  of  the  growth  in  upper  and  left 
side  of  the  vault  of  the  vagina. 

Repeated  radiation  was  given,  but  the  patient 
died  from  general  metastasis,  January  19,  1932. 

While  all  of  this  might  have  happened  any- 
way, yet  I feel  that  our  usual  technic  would 
have  given  a better  result. 

Submucous  fibroids  of  very  small  size  may 
cause  very  severe  bleeding.  They  act  by  their 
location,  to  cause  bleeding  from  the  site  of  the 
tumor,  and,  in  addition,  the  presence  of  the 
tumor  reacts  upon  the  ovary  to  stimulate  a 
greater  activity  of  that  organ. 

Pain,  which  is  always  of  so  much  importance 
to  the  patient,  is  not  very  important  to  the  doc- 
tor in  diagnosing  fibroids;  it  is  more  likely  to 
indicate  an  inflammatory  condition  in  the  pel- 
vis than  fibroids  in  the  uterus. 

Nervous  svmptoms  may  present  themselves 
after  the  tumor  is  large,  or  is  located  in  such  a 
position  that  it  is  definitely  fixed  in  the  pelvis. 

A woman  of  any  age,  presenting  herself  with 
a pathological  hemorrhage,  must  be  studied 
sufficiently  well  to  arrive  at  the  definite  diag- 
nosis as  to  the  cause  of  the  hemorrhage.  She 
must  be  examined  and  the  matter  settled.  Pro- 
crastination in  the  case  must  not  be  permitted. 
Don’t  prescribe  and  say  we  will  examine  her 
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later;  examine  the  case  and  make  a diagnosis. 

Cancer  of  the  uterus  or  cervix  is  possible  in 
a woman  of  any  age  with  fibroids,  but  is  more 
likely  in  those  past  thirty-five.  The  two  con- 
ditions may  exist  together,  as  shown  in  one  of 
our  cases  just  recited. 

Make  sure  there  is  no  cancer.  The  presence 
of  a fibroid  is  fairly  easily  made  out  in  a good 
pelvic  examination,  but  don’t  stop  here.  Make 
out,  if  you  can,  the  type  of  the  tumor  and  then, 
before  deciding  exactly  your  course,  examine 
under  an  anesthetic  and  do  a test  curettage  to 
exclude  the  presence  of  cancer  and  to  make 
out  more  definitely  the  type  of  fibroid  present. 
This  ought  to  be  done,  no  matter  what  the  line 
of  treatment  is  to  be. 

SARCOMA  AND  CARCINOMA 

Reference  has  been  made  to  the  presence  of 
malignancy  associated  with  fibroids  of  the 
uterus. 

Fortunately,  fibroids  do  not  often  undergo 
malignant  change.  This  does,  however,  occur 
in  a certain  proportion  of  cases;  hence,  the 
need  of  its  discussion  here. 

As  one  would  expect,  only  sarcomata  could 
develop  from  a fibroid  tumor,  as  it  is  made  up 
of  fibrous  and  muscular  tissue.  Many  surgeons 
hold  this  possibility  of  sarcomatous  change  in 
fibroids  as  a great  danger,  and  they  therefore 
advocate  their  early  removal  in  all  cases. 

Where  a sarcomatous  change  is  suspected, 
or  is  found,  then  a complete  removal  by  hys- 
terectomy should  be  done,  followed  by  deep 
x-ray  treatment. 

Carcinoma  of  the  adenocarcinomatous  type 
is  of  more  frequent  occurrence  in  association 
with  fibroids.  These  of  course  develop  from 
the  endometrial  tissues  and  are  not  a part  of 
the  degenerative  change  in  the  fibroid.  The 
fibroid  tumor  may  have  a tendency  to  stimu- 
late such  a change  in  the  endothelial  tissues; 
one  might  consider  the  tumor  as  being  an  irri- 
tative influence,  and  the  submucous  type 
would  probably  be  among  those  most  frequent- 
ly showing  carcinomatous  change. 

I feel  that  many  of  these  growing  within  the 
fundus  of  the  uterus  could  be  cured  by  radium 
if  it  could  be  properly  placed.  In  such  cases 
radiation,  preferably  by  radium,  in  sufficient 
dosage  and  then  hysterectomy  within  two  or 
three  weeks  after,  would  be  the  method  of 
choice. 

Hysterectomy  in  these  cases  of  fibroids  and 


malignancy  has  given  such  good  results  that  I 
presume  many  would  contend  for  the  opera- 
tion. 

The  combination  is  bound  to  give  more 
cures  than  by  operation  alone. 

DISCUSSION 

DR.  H.  A.  MILLER,  Clovis,  N.  M.,  (opening) : Dr. 
Moore’s  paper  has  been  most  interesting.  The  indi- 
cations he  gives  us  for  surgery  and  irradiation  are 
very  well  defined.  We  realize  that,  in  certain 
fibroid  conditions,  radium  is  absolutely  contra- 
indicated. The  paper  was  well  presented  and  is 
very  instructive. 

DR.  J.  W.  HENDRICK,  (Amarillo,  Texas)  One  of 
the  greatest  values  of  this  paper  is  that  Dr.  Moore 
is  one  of  Texas’  oldest  and  most  useful  surgeons. 
He  evaluates  the  condition  present  and  administers 
whatever  treatment  is  best,  whether  it  is  surgery, 
in  which  he  has  been  so  well  trained,  or  with 
x-ray  or  radium.  Each  type  of  case  is  individual- 
ized, and  so  with  his  treatment. 

Another  thing  that  has  impressed  me  is  that  he 
is  a pathologist  and  has  developed  pathology  along 
with  his  surgery.  Some  years  ago  I was  taking  a 
state  board  examination  in  an  eastern  state  and 
there  was  a question  relating  to  a tumor  of  the 
jaw.  After  I had  turned  in  my  paper,  I asked  the 
examiner  just  what  was  meant,  and  he  said,  "I  am 
a surgeon,  I do  not  know  anything  about  path- 
ology.” Dr.  D.  F.  Jones  of  Boston  used  to  tell  us  that 
the  first  thing  a surgeon  should  know  is  pathology. 

The  essayist  discussed  the  subject  so  well  there 
are  very  few  points  left  to  discuss.  I think  there 
should  be  a clear  distinction  between  a submucous 
fibroid  which  is  causing  symptoms  and  a carcinoma 
of  the  body  of  the  uterus.  A diagnostic  curette- 
ment  should  be  done,  and  if  a malignancy  is  found, 
appropriate  treatment  should  be  instituted  imme- 
diately. Occasionally  we  have  fibroids  in  young 
women,  and  we  send  them  to  our  x-ray  men  for 
radiation  therapy,  and  they  are  able  to  bear  chil- 
dren later. 

In  case  of  an  elderly  individual  with  a fibroid 
that  is  not  too  large  and  with  degeneration  present 
within  the  fibroid,  irradiation  therapy  is  contra- 
indicated. I prefer  to  do  a vaginal  hysterectomy, 
provided  a good  relaxed  perineum  is  present. 

Vaginal  hysterectomy  has  a definite  place  in  the 
management  of  these  cases,  as  it  can  be  done  in  a 
very  few  minutes,  with  very  little  shock  to  the 
patient,  and  will  leave  the  patient  with  a very  good 
pelvic  floor.  If  there  is  no  contra-indication,  spinal 
anesthesia  is  the  anesthestic  of  choice. 

I would  appreciate  it  if  Dr.  Moore  would  discuss 
the  management  of  fibroids  that  are  encountered 
during  the  child-bearing  period,  which  would  pro- 
duce an  obstruction  to  delivery. 

Often  there  is  some  little  difficulty  in  making  a 
diagnosis  between  a fibroid  that  is  soft  and  under- 
going degeneration  and  an  early  pregnancy.  The 
Aschheim-Zondek  pregnancy  test  is  of  distince  val- 
ue, It  is  very  reliable;  also  easy  to  make. 
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DR.  J.  W.  CATHCART,  (El  Paso,  Texas) : It  has 
been  a great  pleasure  to  me  to  listen  to  Dr.  Moore’s 
paper,  because  so  many  times  we  hear  this  subject 
of  fibroids  presented  from  the  viewpoint  of  the 
surgeon  or  radiotherapist.  Dr.  Moore  has  present- 
ed a well-balanced  paper  and  it  teaches  us  that  we 
must  come  to  a point  where  there  is  closer  coopera- 
tion between  the  radiotherapist  and  the  surgeon.  In 
too  many  instances,  the  surgeon  is  leaning  over  into 
the  field  where  radium  is  more  suitable  than  sur- 
gery. I prefer  to  call  the  uterus  of  normal  size 
and  position  at  the  menopausal  age,  that  bleeds 
profusely  every  two  or  three  weeks  and  continues  to 
run  down  the  hemoglobin,  a fibrous  uterus  and  to 
distinguish  it  from  the  fibromyoma.  To  me  it 
seems  wrong  to  do  surgery  on  these.  Sometimes  I 
take  a case  slightly  above  the  normal  limits  to  be 
treated  with  surgery.  I think  men  doing  radium 
work  are,  possibly,  a little  more  careful  in  their  his- 
tories. A woman  goes  into  a surgeon’s  office,  he 
finds  she  has  a history  of  bleeding,  has  fibroids, 
so  he  sends  her  to  the  hospital  and  operates  upon 
her.  In  about  ten  days  he  wants  radium  put  into 
the  cervical  stump,  having  found  he  was  dealing 
with  a cancer.  Had  he  gone  back  and  taken  the 
history,  he  would  have  found  the  menstrual  period 
failed  to  close  off  promptly,  there  was  a terrible 
odor  and  all  the  characteristic  signs  of  malignancy, 
which  were  overlooked  because  the  patient  had  a 
fibroid  and  the  conclusion  was  drawn  that  it  was 
a surgical  case. 

DR.  L.  O.  DUTTON  (El  Paso) : There  is  one  point 
I should  like  to  emphasize.  Having  been  the  pathol- 
ogist in  a 200-bed  hospital  for  eight  years,  I have 
seen  a good  many  surgeons  work;  and  the  surgeon 
who  is  a pathologist  is  the  best  surgeon.  Unlike 
Dr.  Moore’s  experience,  my  effort  was  to  get  the 
surgeon  to  brush  up  on  his  pathology  — to  see 
what  was  there  and  note  what  he  saw.  Many  sur- 
geons do  not  think  about  that.  Certainly  there  is 
no  doubt  but  that  surgical  judgment  rests  upon  a 
fundamental  knowledge  of  pathology. 

DR.  J.  MOTT  RAWLINGS,  (El  Paso,  Texas) : I 
should  like  to  say  how  very  much  I have  enjoyed  Dr. 
Moore’s  paper,  especially  as  he  realizes  the  necessity 
for  pathology.  The  surgeon  must  know  his  path- 
ology. If  the  surgeon  could  make  the  pathologist  be 
in  the  room  with  him  and  render  him  a frozen-pic- 
ture diagnosis  before  he  closed  up  the  opening,  it 
would  increase  his  diagnostic  perception  immensely. 

In  extensive  fibroids  showing  early  degeneration 
grossly,  there  is  nearly  always  on  microscopic  ex- 
amination the  appearance  of  early  sarcoma.  I 
should  like  to  ask  Dr.  Moore  as  to  the  role  of  the 
endocrines  in  the  possible  formation  of  fibroids. 

DR.  MOORE  (closing) : I certainly  appreciate 

words.  I have  not  gotten  beyond  the  stage  where  I 
like  to  hear  words  of  appreciation  when  they  can  be 
spoken.  The  case  of  the  stout  woman  I referred  to 
in  the  paper  as  having  diabetes  and  hemorrhages 
from  very  large  fibroids,  illustrates  the  type  of  case 
in  which,  no  matter  how  thoroughly  you  may  do  a 


curettage  as  a test  procedure,  you  may  overlook  a 
carcinoma.  In  this  particular  case,  we  found,  after 
we  had  sectioned  the  tumor  at  the  operation,  that 
there  was  a bulging  in  the  uterus,  a fibroid  that 
we  curetted  over,  but,  just  in  behind  it  and  above 
it,  was  the  origin  of  the  adenocarcinoma.  I refer 
to  that  as  illustrating  the  necessity  of  a surgeon’s 
seeing  exactly  what  he  has  when  he  has  done  a 
hysterectomy.  If  I had  looked  at  this  specimen,  I 
would  have  done  a panhysterectomy.  I told  you 
this  case  illustrated  a transplant  to  the  cervix  from 
the  fundus  and  a transplant  to  the  vagina  from 
the  cervix.  The  patient  died  from  metastases  from 
the  transplants.  I feel  sure  of  it,  because  carci- 
noma of  the  fundus  rarely  metasizes  until  it  breaks 
through  the  serous  coat.  Of  course,  this  brings  in 
the  immediate  discussion  as  to  the  desirability  of 
using  radium  in  uterine  fibroids  where  they  are 
small  and  there  is  a carcinoma  of  the  fundus.  I 
am  now  convinced,  after  having  had  some  experi- 
ence in  giving  radium  as  a pre-operative  measure, 
that  the  idea  that  you  can  use  radium  and  postpone 
operation  and  later  do  a hysterectomy,  is  meritori- 
ous. The  mortality  in  hysterectomy  is  low  in  good 
hands  and  nearly  all  of  these  cases  of  sarcoma  of 
the  fundus  are  cured  by  hysterectomy. 

Reference  was  made  to  the  diagnostic  curettage. 
That  is  a measure  that  is  one  of  the  most  impor- 
tant that  I know  anything  about.  A very  prom- 
inent surgeon  and  teacher  of  surgery  said,  “Take 
the  little  spoon  curette,  pass  it  up  into  the  uterus 
and  bring  down  some  tissue  so  as  to  determine 
whether  you  have  cancer  or  not.”  Now,  you  cannot 
do  it  that  way.  You  have  to  get  scrapings  from  all 
parts  within  the  uterus.  In  other  words,  lay  out 
the  land,  then  plow  it  out;  i.e.,  you  must  do  as  the 
farmer  does,  go  down  this  side  and  go  up  the  other 
side  and  continue  until  you  have  it  plowed  out.  It 
takes  a highly  trained  man  to  do  this;  you  cannot 
turn  this  kind  of  work  over  to  an  interne.  After 
experience,  you  can  curette  a uterus  completely  if 
there  is  no  obstacle  in  way.  If  fibroids  are  imping- 
ing in  the  cavity  of  the  uterus,  there  are  parts  you 
will  not  be  able  to  get  to  at  all. 

I am  so  glad  to  hear  the  references  made  to 
pathology  and  to  see  that  we  have  a group  of 
pathologists  here.  I was  something  of  a path- 
ologist before  I undertook  to  do  surgery  and  I 
want  to  emphasize  that  the  surgeon  must  be  a 
pathologist,  and,  in  addition,  he  should  have  a 
highly  trained  pathologist  associated  with  him.  For 
years  I have  had  Dr.  M.  A.  Wood,  one  of  the  best 
pathologists  in  Texas,  side  by  side  with  me  all  the 
time.  A man  can  never  become  the  pathologist 
that  the  surgeon  needs  unless  he  goes  with  the 
surgeon  and  sits  with  him  in  the  operating  room. 
The  pathologist  who  sits  on  his  stool  in  his  labor- 
atory can  never  get  the  surgeon’s  view  point  in 
pathology.  He  needs  to  go  with  him  and  be  with 
him  when  he  operates.  The  internist  and  pediatri- 
cian need  to  do  that  too.  One  cannot  learn  these 
things  by  hearing  them  talked  about,  one  must 
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see  how  they  look  in  the  human  being  while  they 
are  fresh. 

In  regard  to  cervical  fibroids,  I think  one  should 
train  himself  to  do  vaginal  operations. 

Pryor  of  New  York  did  nearly  all  of  his  work  by 
the  vaginal  route.  Chanta  of  Vienna  did  every- 
thing practically  per  vaginam.  Some  of  our  in- 
ternes have  told  me  that  they  had  never  seen  a 
vaginal  hysterectomy.  Many  fibroids  can  be  re- 
moved by  the  vagina  without  destroying  the  uterus. 
Fibroids  and  pregnancy  are  frequently  associated 
and  may  be  overlooked.  Dr.  Cathcart  spoke  of  the 
fibrous  type  of  uterus.  That  is  a condition  not  re- 
lated to  fibroids,  being  a different  condition  en- 
tirely, and  is,  I think,  what  we  call  hyperplasia. 
They  bleed  excessively  in  some  cases.  We  used  to 
remove  the  uterus,  as  bleeding  returned  in  many 
cases.  Radium  is  ideal  in  this  type  of  case,  with- 
out hysterectomy. 

Mention  was  made  of  the  uterus,  being  of  some 
functional  value  in  addition  to  its  being  a support. 
I am  sure  of  this  and  its  presence  is  of  great  value. 
You  can  never  make  a support  equal  to  the  support 
you  had.  I am  not  very  well  informed  in  endocrine 
knowledge,  but  there  are  many  operations  being 
done  by  men  now  that  never  ought  to  be  done. 
There  are  many  cases  which  should  have  endocrine 
treatment.  Our  doctors  need  to  learn  the  under- 
lying principles  of  these  things,  because  there  are 
so  many  women  who  would  be  helped  by  this  line 
of  treatment. 

In  conclusion,  I am  a surgeon  and  like  to  oper- 
ate, but  I am  not  one  of  those  who  believe  we 
should  take  out  every  fibroid  of  the  uterus.  I never 
tell  patients  that  there  is  great  danger  of  fibroid 
becoming  a cancer;  I feel  that  is  wrong.  I thank 
you  very  much. 


EXOPHTHALMIC  GOITER  — DI- 
AGNOSIS AND  MANAGEMENT 


JAMES  W.  HENDRICK,  M.  D. 

Amarillo,  Texas. 

(Read  before  the  New  Mexico  Medical  Society,  at 
its  Fifty-First  Annual  Meeting,  at  Roswell,  N.  M., 
May  18-20,  1933.) 

Exophthalmic  goiter,  or  Graves’  disease,  occurs 
much  more  frequently  than  is  generally  supposed. 
Most  writers  are  of  the  opinion  that  it  is  on  the  in- 
crease. That,  no  doubt,  is  a fact,  but  a greater  num- 
ber of  cases  are  being  recognized  now  than  were  for- 
merly, owing  to  better  diagnostic  methods.  It  is 
found  in  the  same  geographical  zones  as  the  goiter 
of  puberty,  but  sporadic  cases  are  observed  through- 
out the  world.  A small  percentage  of  the  cases  give 
a history  of  having  had  a juvenile  or  adolescent  goi- 


ter. There  seems  to  be  a predisposition  for  certain 
families,  and  those  families  have  an  unstable  auto- 
nomic nervous  system.  I have  under  my  care  a ma- 
ternal grandmother,  mother,  and  daughter,  all  of 
whom  have  had  thyroidectomies  for  Graves’  disease. 

From  all  clinical  observations,  the  disease  is  evi- 
dently a dysthyroidism,  that  is,  the  secretion  is  qual- 
itatively abnormal  and  excessive  in  amount.  Not  all 
of  the  symptoms  of  Graves’  disease  can  be  produced 
by  administering  large  amounts  of  thyroid  extract, 
or  thyroxin;  but  in  the  case  of  toxic  adenoma,  which 
is  purely  a hyperthyroidism,  the  symptoms  can  be 
produced  at  will.  It  is  evidently  an  iodine-deficiency 
disease.  In  1915  Kendall  found  that  iodine  was  pres- 
ent in  the  thyroid  gland  in  two  organic  combina- 
tions, A and  B.  The  former  is  insoluble  in  acid,  is 
physiologically  active,  and  contains  about  10  per 
cent  iodine.  In  hyperplastic  glands  (Graves’  dis- 
ease), only  one- twentieth  is  present  as  compared 
with  normal  glands.  The  B combination  is  acid,  sol- 
uble, and  inactive.  Plummer  believes  that  the  nor- 
mal hormone,  thyroxin,  is  not  completely  iodized,, 
and  that  the  incomplete  thyroxin  as  it  leaves  the 
gland  enters  catabolic  reaction  faster  than  the  nor- 
mal stable  molecule,  and,  therefore,  raises  the  meta- 
bolic rate  more  rapidly. 

Pregnancy,  acute  infections — as  tonsillitis,  quinsy, 
influenza — physical  strain,  and  mental  shock  seem 
to  act  as  predisposing  factors  in  ^causing  the  onset  of 
the  disease.  A large  percentage  of  the  cases  date  the 
onset  of  their  nervousness  and  palpitation  to  an 
acute  infection.  This  is  associated  so  often  that  it 
is  believed  to  be  more  than  a mere  coincidence.  Men- 
tal shock  apparently  accounts  for  many  cases.  Re- 
cently, I saw  a very  severe  case  of  Graves’  disease 
that  developed  following  an  automobile  accident. 
The  patient  was  injured  so  severely  that  she  was 
forced  to  remain  in  the  hospital  for  a period  of  three 
months.  Six  weeks  after  the  accident,  she  had  all 
the  cardinal  symptoms  of  the  disease,  with  a basal 
metabolic  rate  of  plus  66.  Physical  and  mental  strain 
appear  in  the  etiology  of  many  cases.  The  house- 
wife who  does  all  of  her  work  and  has  the  care  of 
her  family  unassisted,  drudging  from  morning  until 
night  with  little  respite  from  her  duties,  and  those 
with  occupations  involving  a mental  strain,  such  as 
teachers,  stenographers,  telephone  operators,  are 
prone  to  be  affected. 

Crile  has  summed  up  in  a most  artistic  and  illus- 
trative manner  the  mechanism  of  hyperthyroidism: 
"Hyperthyroidism  is  a state  of  hyperpermeabilitv  of 
all  of  the  cells  of  the  organism.  This  hyperpermeabil 
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ity  of  all  of  the  cells  of  the  organism  at  once  ac- 
counts for  the  symptoms  of  this  condition.  It  ac- 
counts for  the  rapid  development  of  the  body  and 
the  mind  in  children  with  hyperthyroidism,  just 
as  it  accounts  for  the  accelerated  differentiation  in 
tadpoles  to  which  thyroid  tissue  has  been  fed.  It  ac- 
counts for  increased  metabolism. 

"The  membranes  of  the  cells  of  the  organs  of  the 
body,  being  more  permeable,  are  correspondingly 
more  easily  stimulated;  the  nerve  cells  are  equally 
sensitized,  and  having  an  increased  oxidation,  are 
easily  stimulated,  these  conditions  accounting  for  the 
abnormal  responsiveness  to  stimuli  of  all  kinds,  for 
the  increased  appetite  and  the  activity  of  the  di- 
gestive organism,  for  the  soft,  moist  skin,  the  in- 
creased circulation  and  sweating,  the  increased  acuity 
of  vision,  the  abnormally  acute  hearing  and  sensi- 
tiveness to  touch,  taste,  and  smell.” 

Tachycardia,  palpitation,  and  dyspnea  are  among 
the  first  subjective  symptoms  observed  by  the  pa- 
tient. It  frequently  happens  that  patients  are  treat- 
ed for  varied  lengths  of  time  for  "heart  trouble,” 
when  hyperthyroidism  is  the  etiological  factor.  In 
Graves’  disease  the  pulse  rate  is  markedly  accelerated, 
varying  from  90  to  15  0.  It  is  accelerated  during  the 
entire  twenty-four  hours,  and,  as  a rule,  is  faster 
during  the  mornings,  which  will  help  to  differenti- 
ate it  from  the  rapid  pulse  of  other  types  of  cardiac 
diseases. 

The  pulse  rate  will  keep  pace  with  the  basal  met- 
abolic rate,  since  an  increase  in  the  basal  metabolic 
rate  signifies  that  the  rate  of  oxidation  is  increasing, 
so  that  the  blood  must  furnish  more  oxygen  to  the 
tissues.  That  duty  will  cause  the  heart  to  beat  more 
rapidly,  and,  even  when  the  patient  is  at  rest,  the 
pulse  is  quite  rapid.  If  the  individual  performs  any 
muscular  task,  which  will  require  a further  increase 
in  oxidation,  palpitation  and  dyspnea  are  readily  not- 
ed. 

If  the  toxicity  is  permitted  to  continue  and  the 
heart  is  required  to  perform  the  extra  duty,  cardiac 
hypertrophy  will  develop,  and,  eventually,  cardiac 
degeneration  will  ensue.  Periodic  attacks  of  auricu- 
lar fibrillation  will  develop,  as  the  myocardium  is 
further  damaged.  Later,  permanent  auricular  fibril- 
lation results,  and  signs  of  congestive  heart  failure 
appear,  with  edema,  pulmonary  congestion,  and 
orthopnea. 

As  the  hyperthyroidism  develops,  alternations  are 
noted  in  the  blood  pressure  findings.  The  systolic 
pressure  will  often  rise  from  140  to  180  or  190  mm. 
of  mercury;  the  diastolic  pressure  will  remain  at  the 


normal  level,  or  slightly  below.  Therefore,  there  is 
a marked  increase  in  the  pulse  pressure,  which  may 
be  from  60  to  100  mm.  Aortic  insufficiency  is  the 
only  other  condition  which  gives  that  much  pulse 
pressure. 

Cardiac  degeneration,  whose  etiological  factor  is 
thyroidism,  quickly  regains  compensation  following 
thyroidectomy.  Auricular  fibrillation  is  found  in 
about  15  per  cent  of  the  cases  of  hyperthyroidism. 
About  one-half  of  the  cases  with  fibrillation  develop 
a normal  rhythm  within  ten  days  following  thy- 
roidectomy. Many  of  the  other  cases  become  normal 
after  a varying  period  of  time. 

The  skin  also  receives  part  of  the  brunt  of  the  un- 
stable vegetative  nervous  system.  Hyperhidrosis  is 
a constant  factor  and  appears  early.  The  skin  is  soft, 
thin,  warm,  and  moist;  often  dermographia  and  vio- 
lent flushing  are  observed  on  the  neck  and  face. 
Localized  pigment  changes  are  frequently  observed 
around  the  eyelids.  A generalized  pigmentation  in 
patients  with  marked  cardiac  decompensation  has 
been  reported  by  some  writers. 

Hyperthyroidism  early  produces  a disturbance  of 
the  voluntary  muscular  system.  Muscular  weakness 
and  digital  tremor  may  be  noted  before  other  symp- 
toms make  their  appearance.  The  patient  complains 
of  a muscle  weakness  of  the  arms  and  legs.  A test 
devised  by  Dr.  F.  H.  Lahey  is  of  importance  in  test- 
ing the  muscular  strength.  The  patient  sits  forward 
on  a stool  and  raises  his  leg  to  a horizontal  position, 
with  the  knee  extended.  A marked  strain  is  put  on 
the  quadriceps  extensor  tendon.  A normal  indi- 
vidual can  hold  that  position  one-half  to  two  min- 
utes, but  the  patient  with  hyperthyroidism  can  main- 
tain it  for  only  approximately  twenty  seconds. 

There  is  a fine  digital  tremor,  but  often  in  pro- 
nounced cases,  it  involves  the  tongue  and  whole 
body.  The  digital  tremor  is  best  observed  by  hav- 
ing the  patient  stretch  the  arms  away  from  the 
body,  and  extend  the  fingers  fully;  then  place  a 
sheet  from  a prescription  pad  on  each  hand,  and,  if 
a tremor  is  present,  it  is  easily  noted. 

The  basal  metabolism  test  is  of  importance  in  the 
diagnosis  of  hyperthyroidism,  if  it  is  accurately  de- 
termined and  proper  interpretation  is  given  the  find- 
ings. It  must  be  stressed  that  the  basal  metabolism 
test  is  only  a link  in  the  diagnostic  chain.  It  would 
seem  superfluous  to  comment  on  the  importance  of 
a careful  technic.  Frequently,  cases  are  seen  that 
give  a history  of  having  had  a very  high  rate,  but, 
after  well  controlled  tests  are  made,  the  true  basal 
rate  is  found  to  be  normal.  A few  diseases  other 
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than  hyperthyioidism  may  give  an  increased  basal 
metabolic  rate  that  will  vary  from  plus  30  to  plus 
5 0,  among  which  are  severe  arterial  hypertension, 
aortic  regurgitation,  pernicious  anemia,  and  lymph- 
atic leukemia. 

In  a small  percentage  of  cases  of  advanced  hyper- 
thyroidism, it  is  found  that  the  basal  metabolic  rate 
is  normal.  The  patient  may  have  all  the  cardinal 
symptoms,  but  repeated  tests  are  not  found  to  be 
elevated.  It  may  be,  as  Clute  has  stated,  that  these 
individuals  have  a very  low  rate  during  health. 

Exophthalmic  goiter  tends  to  progress  in  cycles, 
and  at  times  there  may  be  exacerbations  and  remis- 
sions. During  the  exacerbations,  all  of  the  symp- 
toms are  pronounced;  the  pulse  rate  may  reach  175 
to  200,  and  attacks  of  vomiting  and  diarrhea  ensue. 
During  the  remission,  there  is  a quiescence  of  the 
symptoms.  If  the  basal  rate  is  taken  during  the  time 
of  quiescence,  it  may  be  found  to  be  within  normal 
limits,  or  the  remission  may  have  been  produced  by 
the  patient’s  taking  iodine.  If  the  patient  has  taken 
iodine  over  any  period  of  time,  the  basal  metabolism 
test  is  of  minor  importance. 

Eye  signs  are  the  least  constant  of  all  thyroid 
symptoms,  but,  when  present,  are  pathognomonic  of 
exophthalmic  goiter.  Larval  cases  may  exist  for  a 
year  or  more  before  any  of  the  eye  signs  appear. 

Exophthalmus,  or  prominence  of  the  eyes,  is  one 
of  the  first  signs  to  appear.  It  is  usually  first  noticed 
by  friends  or  relatives.  Since  many  people  have 
prominent  eyes,  and  also  certain  diseases  accentuate 
prominence  in  others,  too  much  importance  should 
not  be  assigned  to  it  unless  other  symptoms  are  pres- 
ent. However,  the  exophthalmus  may  become  so 
prominent  that  ulceration  of  the  cornea  results.  Uni- 
lateral exophthalmus  occurs  in  about  10  per  cent  of 
the  cases,  and  is  sometimes  mistaken  for  orbital  tu- 
mor. Exophthalmus  is  the  last  of  the  symptoms  to 
disappear  following  thyroidectomy. 

Widening  of  the  palpebral  fissure,  or  Dalrymple’s 
sign,  appears,  as  a rule,  earlier  than  the  other  eye 
symptoms.  There  is  a marked  widening  of  the  pal- 
pebral fissures  which  has  the  appearance  of  begin- 
ning exophthalmus.  It  gives  the  patient  a look  of 
surprise,  and,  later,  of  terror.  It  is  the  first  of  the 
eye  signs  to  disappear  following  thyroidectomy. 

Lid  lag,  or  Van  Grafe’s  sign,  is  the  most  constant 
of  all  the  eye  signs.  It  is  best  detected  by  having 
the  patient  gaze  at  the  finger,  which  is  placed  above 
the  horizontal  line  of  vision,  and  gradually  lower 
the  finger.  In  normal  individuals,  the  lid  and  eye 
move  together,  but  in  case  of  hyperthyroidism,  the 
lid  lags  or  moves  in  jerks,  leaving  an  area  of  sclera 


exposed.  This  condition  is  perhaps  produced  by  a 
spasm  of  the  levator  palpebral  muscle.  There  are 
several  other  eye  signs,  but  they  are  inconstant  and 
unimportant. 

A few  patients  with  hyperthyroidism  will  com- 
plain of  joint  disturbances.  Often  the  arthritis  is  so 
severe  that  it,  and  not  the  hyperthyroidism,  causes 
the  patient  to  seek  medical  advice.  From  a review 
of  the  literature,  the  condition  is  not  rare,  and  ex- 
cellent results  have  been  obtained  following  thy- 
roidectomy. The  histories  of  two  cases  will  exem- 
plify the  findings: 

CASE  NO.  1.  Mrs.  A.,  age  38,  married,  house- 
wife: May  18,  1931. 

Present  Complaint:  Excrutiating  pain  in  left 
shoulder,  left  elbow,  right  ankle,  right  knee;  pal- 
pitation; nervousness;  weakness;  exhaustion;  and 
loss  of  weight. 

History:  About  one  year  ago  patient  became  ex- 

tremely nervous,  with  attacks  of  palpitation,  sensi- 
tiveness to  heat,  and  loss  of  20  pounds'  in  weight, 
although  appetite  was  excessive.  Five  months  later, 
pain  developed  in  the  left  shoulder  and  left  elbow. 
The  patient  had  tonsillectomy,  after  which  she  de- 
veloped pain  in  the  right  knee  and  ankle;  she  had 
all  of  her  teeth  removed,  but  pain  has'  become  grad- 
ually more  severe. 

Condition  on  Admission : Anxious  expression,  skin 
moist,  moderate  exophthalmus  and  stare;  thyroid 
enlarged,  soft  consistency,  loud  bruit,  and  visible 
pulsation.  Pulse  144,  loud  systolic,  murmur  over 
whole  precordium;  blood  pressure  148/74;  basal 
metabolic  rate  plus  66;  left  upper  arm  abducted 
against  the  body,  with  lower  arm  held  in  flexed  po- 
sition; both  shoulder  and  elbow  joints  were  very 
painful,  patient  would  not  permit  manipulation; 
right  knee  and  ankle  swollen  and  tender;  and  all 
joints  were  negative  from  x-ray  viewpoint. 

Diagnosis:  Graves’  disease. 

After  preliminary  treatment,  patient  had  thy- 
roidectomy. The  condition  in  the  right  knee  and  an- 
kle had  disappeared  before  the  patient  left  the  hos- 
pital. Within  four  months  the  left  shoulder  and  el- 
bow had  returned  to  normal,  except  for  a limita- 
tion of  abduction  of  the  arm. 

CASE  NO.  2.  White  man,  age  27,  married:  July 
27,  1931. 

Present  Complaint:  Extreme  nervousness,  palpi- 
tation, loss  of  weight  and  strength,  hyperhidrosis, 
heat  intolerance,  and  severe  arthritis  of  both  wrists 
and  hands. 

History:  Enjoyed  good  health  until  seven  months 
ago,  when  the  symptoms  of  hyperthyroidism  devel- 
oped. Six  weeks  ago  both  wrists  and  finger  joints 
became  painful  and  tender.  Later  wrists  and  fin- 
gers were  swollen,  with  limitation  of  movements. 

Examination:  Patient  very  restless,  constantly 
changing  glances,  skin  moist  and  warm,  moderate 
degree  of  exophthalmus,  lid  lag,  and  widening  of 
palpebral  fissures.  Teeth  negative;  tonsils  small, 
embedded;  bilateral  enlargement  of  thyroid,  con- 
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sistency  elastic,  no  nodules;  bruit  and  thrill  present. 

Cardiovascular  system:  Pulse  122,  soft  systolic 
murmur  over  mitral  area  not  transmitted.  Blood 
pressure  140/76,  transverse  dullness  13  cm.  Wrists 
and  fingers  of  both  hands  swollen.  X-ray  examina- 
tion negative.  Blood  Wassermann  negative.  Basal 
metabolic  rate  plus  56. 

Diagnosis : Graves’  disease. 

After  ten  days’  preliminary  treatment,  patient 
had  thyroidectomy.  The  arthritic  symptoms  became 
very  severe  for  five  days'  following  the  operation, 
after  which  they  gradually  subsided  and  complete- 
ly disappeared. 

Mild  cases  of  hyperthyroidism  are  often  confused 
with  neurocirculatory  asthenia.  A careful  history 
and  physical  examination  are  necessary  to  differen- 
tiate between  them. 

Tachycardia  is  a constant  symptom  of  both  con- 
ditions. In  hyperthyroidism  it  is  observed  while  the 
patient  is  standing  or  reclining,  and  is  present  dur- 
ing the  entire  twenty-four  hours;  palpitation  is 
noted  on  exertion,  and  is  a prominent  feature.  In 
the  neurocriculatory  asthenic  patient,  the  pulse  rate 
may  be  increased  to  HO  when  the  patient  is  stand- 
ing, but  it  returns  to  normal  when  the  patient  is  in 
the  recumbent  position.  Both  the  systolic  and  pulse 
pressures  are  increased  in  hyperthyroidism;  the  op- 
posite is  found  in  neurocirculatory  asthenia. 

Often  there  is  an  enlargement  of  the  thyroid  gland 
in  the  neurocirculatory  asthenic  patient,  the  en- 
largement being  diffuse  and  soft;  thrills,  pulsations, 
and  bruits  being  absent. 

Neurocirculatory  asthenic  patients  will  notice 
slight  changes  in  the  temperature.  As  a rule,  they 
are  verv  sensitive  to  cold;  their  hands  and  feet  are 
moist  and  cold,  and  there  may  be  slight  cyanosis  of 
the  fingers.  In  hyperthyroidism  the  skin  is  thin, 
moist  and  warm,  of  fine  texture,  and  dermographia 
may  be  present.  A slight  digital  tremor  is  also  noted 
in  neurocirculatory  asthenia,  but  it  is  less  constant 
and  not  as  fine  or  forceful  as  in  the  hyperthyroid 
case.  The  patient  with  hyperthyroidism  is  optimistic 
and  ambitious;  is  eager  to  begin  the  day’s  activities, 
only  to  be  stopped  by  fatigue!  has  good  appetite,  but 
has  a slight  weight  loss.  The  other  patient  is  a pessi- 
mist constantly  complains  of  indefinite  pains;  is  ex- 
hausted before  theday  begins;  has  poor  appetite;  con- 
stipation and  various  digestive  symptoms  are  noted. 

If  Lugol’s  solution  is  administered  for  a period  of 
ten  days,  the  condition  of  the  hyperthyroid  patient 
will  improve,  and  there  will  be  an  abeyance  of  the 
symptoms;  whereas,  no  change  will  be  noted  in  the 
neurocirculatory  asthenic  patient. 

The  Goetsch  test  will  also  prove  of  value.  The 
patient  is  given  six  minims  of  1:1000  adrenalin  solu- 


tion hypodermically.  If  hyperthyroidism  is  present, 
all  of  the  symptoms  will  become  markedly  accentu- 
ated, but  there  will  be  no  effect  on  the  neurocir- 
culatory asthenic  patient. 

Sometimes  confusion  will  arise  between  larval  cas- 
es of  hyperthyroidism  and  incipient  cases  of  pul- 
monary tuberculosis.  Breitner  called  attention  to 
the  frequency  of  hyperplasia  of  the  thyroid  in  cases 
of  tuberculosis.  Following  the  World  War,  there  was 
a frightful  increase  in  the  incidence  of  tuberculosis 
among  the  school  children  in  Vienna,  due  to  malnu- 
trition and  housing  conditions.  It  was  observed  that 
most  of  the  young  tuberculous  patients  had  a hyper- 
plastic thyroid.  In  the  early  stages,  there  are  symp- 
toms that  are  constant  to  both  diseases,  such  as 
nervousness,  sweating,  flushing  of  the  skin,  tachy- 
cardia, and  loss  of  weight.  The  tuberculous  patient, 
however,  has  a very  poor  appetite,  and  a low  sys- 
tolic and  pulse  pressure.  The  hyperthyroid  patient 
has  an  increase  in  both  the  systolic  and  pulse  pres- 
sures, with  an  excessive  appetite. 

Frequently,  the  patient  will  have  tuberculosis  and 
hyperthyroidism.  If  the  hyperthyroidism  is  removed, 
the  patient  has  a much  better  opportunity  to  regain 
his  or  her  health.  This  is  illustrated  by  the  following 
case: 

Miss  P.,  age  27,  single. 

Patient  had  a juvenile  goiter  as  a child  at  her 
home  in  Wabash,  Indiana.  During  1928,  she  devel- 
oped influenza  and,  later,  pulmonary  tuberculosis. 
She  was  treated  at  her  home  until  January,  1931, 
at  which  time  she  was  sent  to  Albuquerque,  New 
Mexico,  under  the  care  of  Dr.  C.  C.  Davis.  The 
chest  condition  gradually  improved,  but  was  never 
arrested  to  the  satisfaction  of  Dr.  Davis.  The  pa- 
tient was  extremely  nervous;  had  attacks'  of  palpi- 
tation; shortness  of  breath  on  exertion;  very  sensi- 
tive to  heat;  the  pulse  rate  was  constantly  above 
130;  blood  pressure  146/86;  bilateral  enlargement 
of  thyroid,  consistency  firm;  prominence  of  eyes, 
lid  lag;  and  basal  metabolic  rate  of  plus  32. 

On  March  8,  1932,  patient  had  a thyroidectomy; 
pulse  rate  72  ten  days  after  operation.  On  April 
21,  1933,  Dr.  Davis  reported  as  follows:  No  symp- 
toms of  hyperthyroidism;  chest  condition  has  grad- 
ually improved  since  returning  here.  She  has  no 
activity  in  either  lung,  and  a recent  x-ray  examina- 
tion shows  a complete  fibrosis. 

Iodine,  in  the  form  of  Lugol’s  solution,  is  of  the 
utmost  importance  in  the  management  of  exophthal- 
mic goiter,  if  it  is  used  judiciously.  On  the  other 
hand,  if  it  is  given  promiscuously,  it  increases  the 
mortality  to  an  alarming  degree. 

Marine  explained  the  physiological  action  of  iodine 
in  producing  an  involution  and  a fall  of  the  basal 
metabolic  rate  in  hyperplastic  glands.  "It  is  accom- 
plished by  a distention  of  the  alveoli  with  colloid, 
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thus  causing  an  occlusion  of  the  perialveolar  lymph- 
atics and  capillaries  and  a pressure  retention,  which 
temporarily  block  excretion  until  the  acinar  cells 
have  accommodated  themselves  to  the  pressure  and 
the  vascular  capacity  of  the  alveolar  capillaries  is 
restored.” 

During  the  period  of  involution,  there  is  a marked 
improvement  in  the  patient.  The  nervousness  disap- 
pears; there  is  a gain  in  weight;  the  pulse  rate  is  re- 
duced to  within  normal  limits;  hyperhidrosis  is  not 
so  marked;  the  basal  metabolic  rate  returns  to  with- 
in normal  limits;  and  a sense  of  well-being  is  noted 
by  the  patient. 

Plummer,  observing  the  effects  of  involution,  in- 
augurated the  idea  of  producing  an  involution  by 
large  doses  of  Lugol’s  solution,  before  the  patient 
was  operatetd. 

The  period  of  involution  lasts  from  four  to  six 
weeks,  and,  if  the  patient  is  not  operated  during 
that  time,  the  symptoms  return  to  their  former  se- 
verity or  worse,  even  if  the  Lugol’s  solution  is  given 
to  tolerance.  The  patient  is  then  robbed  of  his 
chance  to  be  taken  safely  through  an  operation,  for 
he  is  then  "iodine  fast.” 

Lahey,  with  his  vast  experience  in  thyroid  work, 
states  that  in  their  clinic  they  have  never  found  a 
frank  case  of  hyperthyroidism  that  was  cured  with 
iodine. 

In  the  borderline  cases  of  Graves’  disease,  Lugol’s 
solution  will  be  of  value  in  making  a differential 
diagnosis.  Lugol’s  solution  may  be  given  in  small 
doses  for  a period  of  ten  days,  and,  if  there  is  a 
marked  improvement,  with  a decrease  in  the  pulse 
and  basal  metabolic  rates,  with  a return  of  the  symp- 
toms after  the  iodine  solution  is  discontinued,  a diag- 
nosis of  hyperthyroidism  can  be  definitely  estab- 
lished. 

Once  established,  there  is  not  likely  to  be  a spon- 
taneous recovery  in  cases  of  hyperthyroidism.  There 
may  be  remissions  when  the  symptoms  will  partially 
subside  for  weeks  or  months,  only  to  be  followed  by 
an  exacerbation.  Each  remission  and  exacerbation 
will  leave  the  patient  in  a worse  condition,  with 
organic  destruction  to  vital  systems.  A few  cases 
will  take  a fulminating  course,  and  will  die  in  crises, 
unless  they  are  carefully  managed. 

If  foci  of  infection  are  present,  as  diseased  tonsils, 
it  is  better  to  remove  the  hyperthyroidism;  then  cor- 
rect any  other  condition  that  may  be  present.  Pa- 
tients with  very  toxic  goiters  do  not  tolerate  other 
surgical  measures  very  well. 

The  mortality  and  morbidity  will  be  reduced  if 
iodine  is  withheld  until  definite  arrangements  have 


been  made  to  have  the  condition  corrected  surgically, 
and,  even  then,  let  the  surgeon  administer  the  pre- 
liminary treatment. 
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DISCUSSION 

DR.  J.  W.  CATHCART,  El  Paso,  Texas'  (open- 
ing) : As  a radiotherapist  I should  like  to  have  the 
radiotherapist  given  credit  for  work  done  in  the 
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conditions  Dr.  Hendrick  mentions.  At  the  last  staff 
meeting  we  had  in  El  Paso,  we  had  a review  of  all 
surgical  cases'  treated  in  the  last  four  years  and  we 
found  that  more  cases  were  being  treated  by  radia- 
tion than  by  surgery.  Referring  men  (being  the 
men  who  do  internal  medicine)  seem  to  think  they 
would  get  good  results  as  quickly  with  irradiation 
as'  with  surgery.  Not  long  ago  I visited  Mayo’s 
Clinic.  One  of  the  fellows  had  just  returned  from 
Germany  and  he  reported  that  in  Germany  they 
were  doing  comparatively  little  operating  in  goiter 
cases,  but  were  treating  them  with  iodine  and  x-ray. 
A few  years  ago  we  heard  how  surgery  was  100 
per  cent  cure  in  goiter  cases.  Now  we  hear  Crile 
advising  removal  of  the  suprarenals  to  supplement 
goiter  operations.  I do  not  know  when  other  sur- 
geons are  going  to  start  it,  but  not  all  goiter  opera- 
tions are  100  per  cent  satisfactory  in  end  results. 
Goiter  patients  are  sick  patients.  Hyperthyroidism 
is  only  one  phase  of  their  trouble. 

DR.  W.  A.  GEKLER  (Albuquerque,  N.  M.)  : A 
number  of  years  ago  I had  a basal  metabolism  to 
deal  with  in  a case  of  tuberculosis  and  noticed  high 
pulse  and  other  symptoms  that  go  with  thyroid  dis- 
turbance. We  treated  with  x-ray  and  had  the  met- 
abolism reduced  within  normal  limits.  Personally 
I dislike  very  much  to  subject  my  patients  to  any 
sort  of  surgery,  and  for  myself  most  heartily  em- 
phasize that  the  condition  of  hyperthyroidism  in 
tuberculosis  is  a vicious  one  and  has  to  be  broken 
up.  I think  it  is  wiser,  if  possible,  to  break  it  up 
with  irradiaton.  with  less  strain  on  the  patient  than 
any  surgical  procedure  would  be.  This  matter  of 
hyperthyroidism  is  a thing  which  every  man  treat- 
ing tuberculosis  should  keep  in  mind.  While  tuber- 
culosis naturally  runs  an  unstable  temperature,  I 
believe  the  metabolic  rate  will  often  give  us  valu- 
able information  and  I would  not  resort  to  surgery 
until  we  had  given  irradiation  a very  fair  trial.  In 
twelve  to  fifteen  cases  in  my  group,  we  were  able 
to  get  by  without  surgery  in  any  of  them.  Incipient 
tuberculosis  itself  is  a very  rare  disease.  You  do 
not  see  as  much  of  it  because  it  just  does  not  exist. 
You  find  it  in  the  textbooks,  but  you  find  very  little 
of  it  in  practice.  The  tuberculosis  cases  we  get  now 
are  not  incipient — they  are  moderately  advanced 
and  far-advanced  cases,  and  the  thyroid  will  play 
a marked  role  in  the  ultimate  recovery  of  the  pa- 
tient. 

DR.  R.  A.  DUNCAN  (Amarillo,  Texas)  : I should 
like  to  inquire  about  the  temperature  readings  in 
these  cases,  especially  in  relation  to  neurocirculatory 
asthenia, 

DR.  HENDRICK  (closing)  : In  response  to  Doc- 
tor Cathcart’s  remarks  regarding  radiation  therapy 
in  the  management  of  toxic  goiter,  I think  that  at 
least  seventy  per  cent  of  all  goiter  patients  that 
consult'  us,  have  been  subjected  either  to  x-ray  or 
radium  treatments,  whether  they  are  of  the  simple 
colloid,  non-toxic.,  toxic  adenoma,  or  exophthalmic 
type.  As  long  as  this  state  of  chaos  exists,  no  bene- 
fit will  be  derived  from  this  important  form  of  ther- 
apy. However,  if  any  value  is  to  be  received  from 
radiation  therapy,  it  is  in  the  exophthalmic  type.  I 


believe  that  it  is  a conceded  fact  that  the  rays  act 
on  the  connective  tissue  of  the  gland,  and  not  on 
the  epithelium.  That  action  will  produce  a sclerosis 
of  the  connective  tissue;  hence,  a shrinkage  of  the 
entire  gland,  and  both  the  patient  and  the  physician 
observe  that  the  goiter  is  smaller.  That  action  does 
not  inhibit  or  limit  the  excessive  secretion  of  the 
gland  and  that  is  the  product  that  • produces  the 
symptoms.  Numerous  radiologists  over  the  country 
are  reporting  good  results  with  radiation  therapy. 
But  the  larger  well-organized  clinics  maintain  that 
their  results  are  satisfactory  with  surgery  and  not 
with  radiation.  Doctor  Cathcart  reports  that  in 
Europe  surgery  has  been  replaced  by  radiation 
therapy.  I know  that  is  not  true  in  Vienna,  Berlin, 
and  Berne,  as  late  as  1930.  Neither  are  the  x-ray 
clinics  there  treating  exophthalmic  goiters. 

Regarding  the  removal  of  foci  of  infection,  that 
was  adequately  covered  in  the  paper  this  afternoon. 
But  to  reiterate,  I think  it  is  advisable  in  cases  of 
mild  hyperthyroidism  to  remove  any  foci  present, 
and  often  a marked  improvement  will  be  noted  fol- 
lowing the  eradication  of  such  foci.  However,  if 
marked  toxicity  is  pi'esent,  the  hyperthyroidism 
should  be  corrected,  as  very  toxic  patients  do  not 
tolerate  other  types  of  surgery. 

We  have  operated  a few  cases  for  Doctor  Duncan 
that  had  developed  deafness  following  the  appear- 
ance of  goiter.  He  reports  that  since  the  removal 
of  the  goiter  their  hearing  is  practically  normal. 

Some  one  inquired  about  the  temperature  of  the 
neurocirculatory  asthenic  patient.  In  the  cases  that 
I have  seen,  the  tempei-ature  is  noi-mal  or  slightly 
below. 


SURGICAL  TREATMENT  OF 
PULMONARY  CAVITIES  IN 
TUBERCULOSIS. 

VICTOR  RANDOLPH,  M.  D. 
Phoenix,  Ariz. 


(Read  before  the  Forty-second  Annual  Meeting 
of  the  Arizona  State  Medical  Association,  held  at 
Tucson,  April  20-22,  1933.) 


The  modern  treatment  of  pulmonary  tuber- 
culosis has  come  to  center  about  the  closure  of 
cavities.  The  fundamental  principle  of  rest  has 
been  by  no  means  discarded.  It  is  now,  and 
will  be  until  the  advent  of  an  Utopian  specific, 
the  sine  qua  non  of  therapeutics.  However, 
such  a large  proportion  of  cases  still  come  to 
us  for  the  first  time  with  lung  destruction  al- 
ready present,  that  physiological  rest  must 
usually  be  supplemented  by  other  means  of 
treatment.  I say  supplemented,  because  rest 
is  fundamental  and  must  still  be  emphasized. 
If  its  primary  importance  can  be  kept  in  the 
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foreground,  other  forms  of  treatment  may  be 
to  some  extent  forestalled. 

But,  however  well  and  universally  the  rou- 
tine of  early  diagnosis  and  effective  rest 
regimes  may  be  established,  we  are  always 
going  to  see  cavity  cases,  because  of  the  in- 
sidious character  of  the  onset  of  tuberculosis. 
The  presence  of  cavity  in  the  lung  is  an  alarm 
signal  which  should  not  be  disregarded.  Some 
of  these  cases  may  be,  and  are,  cured  by  rest 
and  the  regime  of  the  sanatorium  alone.  Nev- 
ertheless we  know  that  statistical  studies  show 
the  rarity  of  such  cavity  closure  and  the  short 
average  duration  of  life  in  cases  with  open 
cavities. 

In  the  average  cavity  case,  we  probably 
wrong  the  patient  and  our  profession  by  await- 
ing the  outcome  of  treatment  by  rest,  when  we 
have  at  hand  a considerable  armamentarium 
for  immediate  active  treatment. 

Artificial  pneumothorax  is  the  simplest  and 
most  adaptable  measure.  It  serves  the  unilat- 
eral case;  the  case  with  major  involvement  in 
one  side  and  some  lesion  in  the  other;  and  also 
the  case  with  major  involvement  in  both  lungs. 
When  pneumothorax  fails  to  collapse  or  close 
completely  the  cavity  or  cavities  being  treated, 
the  surgical  measures  of  which  I will  speak  be- 
gin to  be  considered.  It  is  our  experience  that 
pneumothorax  should  be  attempted  first,  with 
one  occasional  exception  to  be  noted  later. 

The  failures  of  pneumothorax  are  due  to  ad- 
hesions, either  widespread,  which  prevent  any 
degree  of  collapse,  or  partial,  which  prevent 
total  collapse.  Adhesions  are  most  common  in 
the  pleura  overlying  those  pulmonary  areas 
one  wishes  to  collapse.  If  not  uniform  and  dif- 
fused in  these  areas,  but  rather  present  in  one 
or  multiple  small  or  larger  strands,  the  possi- 
bility of  cutting  these  adhesions  should  be  con- 
sidered and  study  should  be  made  with  the 
x-ray,  which  is  only  of  gross  value,  and  by 
thoracoscopy  or  actually  looking  into  the  chest. 
In  our  hands  the  Jacobaeus  method  has  been 
uniformly  satisfactory  although  we  have  used 
also  the  Maendel-Kornitzer  instrument.  By  this 
method  partial  collapse  of  a cavity  may  fre- 
quently be  rendered  complete  and  the  patient 
be  restored  to  health  without  further  surgery. 
Recovery  in  pneumothorax  cases  with  com- 
plete lung  collapse  is  reported  to  be  twice  as 
frequent  as  in  those  with  only  partial  collapse:. 

In  a small  number  of  our  cases,  when  divi- 


sion of  adhesions  has  been  impossible,  paraly- 
sis and  elevation  of  the  diaphragm  on  the  in- 
volved side  has  successfully  closed  cavities. 
Others  have  reported  closure  of  such  cav- 
ities in  partial  pneumothorax  cases  by  cutting 
of  the  scaleni  muscles.  In  general,  however, 
by  phrenicectomy  and  scaleniotomy  we  revert 
to  the  waiting  attitude  of  treatment,  and  cut- 
ting of  adhesions  or  intrapleural  pneumolysis 
is  to  be  preferred,  if  possible. 

When  adhesions  allow  of  no  pneumothorax 
whatever,  we  next  consider  phrenicectomy. 
Many  men — I refer  now  to  the  exception  above 
mentioned — prefer  to  perform  phrenicectomy 
before  pneumothorax.  This  may  be  because 
paralysis  of  the  diaphragm  is  often  a desirable 
final  step  in  treatment  before  reexpansion  of 
a supposedly  healed  lung  is  allowed,  and  be- 
cause the  patient  may  object  less  to  such  a 
preliminary  step.  Diaphragm  paralysis  makes 
possible  less  frequent  pneumothorax  refills 
and  may  tend  to  prevent  formation  of  pleural 
fluid.  We  are  not  yet  sure  that  phrenicectomy 
before  pneumothorax  is  a necessary  or  wise 
program.  But  when  pneumothorax  fails  en- 
tirely, we  do  usually  consider  this  the  next 
step.  Basal,  middle,  and  apical  cavities  are  by 
this  means  partially  or  wholly  closed.  Scaleni- 
otomy may  easliy  be  done  at  the  same  time 
as  phrenicectomy  and  be  of  additional  help. 

At  times  it  may  be  desirable  to  give  a dis- 
eased lung  temporary  rest  by  means  of  paraly- 
sis of  the  diaphragm  which  is  not  permanent. 
This  may  be  done  by  crushing  of  the  phrenic 
nerve.  In  six  months  to  nine  months  as  a rule, 
the  nerve  regenerates  and  diaphragm  action  is 
resumed.  This  form  of  treatment  is  not  ef- 
fective in  closing  cavities,  since  its  duration  is 
not  long  enough,  but  may  be  a means  of  de- 
termining whether  a permanent  paralysis  will 
be  advisable. 

It  is  a comparatively  small  percentage  of 
cavity  cases,  not  amenable  to  any  degree  of 
pneumothorax  treatment,  in  which  phrenicec- 
tomy with  or  without  scaleniotomy,  may  be 
effective  in  closing  the  cavity  or  cavities  and 
in  permanently  arresting  the  disease.  In  the 
majority,  some  other  form  of  closure  must  be 
considered  after  these  minor  surgical  pro- 
cedures have  been  given  a trial.  The  time  of 
trial  one  should  allow  depends  on  the  type  of 
cavity  or  cavities  present,  the  presence  or  ab- 
sence of  effect  on  the  symptoms  and  on  the  le- 
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sions;  and  depends  also  on  the  general  condi- 
tion of  the  patient  and  the  condition  of  the 
contralateral  lung.  All  these  factors  should  be 
carefully  watched  and  major  surgery  should 
be  done  as  soon  as  it  is  evident  the  minor  pro- 
cedures will  not  be  sufficient,  provided  always 
the  general  condition  allows. 

As  the  least  shocking  major  procedure,  we 
may  next  consider  extrapleural  pneumolysis, 
or  separation  of  the  lung  extrapleurally  from 
the  ribs  in  the  area  of  the  cavity.  In  this  op- 
eration, following  the  freeing  and  relaxation  of 
the  walls  of  the  cavity,  light  pressure  is  made 
to  collapse  it  and  some  form  of  packing,  prefer- 
ably a special  type  of  paraffin,  is  packed  into 
the  extrapleural  space  to  keep  the  cavity  col- 
lapsed. This  method  requires  resection  of  only 
one  or  two  inches  of  one  rib  or,  in  some  cases, 
none  at  all.  It  is  applicable  to  single  cavities 
with  thick  walls  or  a layer  of  lung  between 
cavity  and  ribs.  A localized  compression  is 
thus  obtanied.  The  cases  in  which  it  is  pre- 
ferred are  (1)  cases  of  single  apical  cavity 
with  good  lung,  (2)  single  apical  cavity  with 
good  lung  below  but  involved  contralateral 
lung,  (3)  bilateral  apical  cavity,  (4)  some 
cases  of  cavity  remaining  after  posterior  thora- 
coplasty. The  complications  to  be  considered 
are  (1)  rupture  of  external  cavity  wall;  (2)  in- 
fection of  extrapleural  space,  with  resultant 
extrapleural  empyema;  (3)  perforation  of  par- 
affin through  a cavity  wall  into  a bronchus; 
(4)  late  extrusion  of  paraffin.  In  fifteen  cases, 
I have  had  two  ruptures  of  cavity  wall  at  op- 
eration, one  extrapleural  empyema,  and  two 
cases  of  late  extrusion  of  paraffin.  In  one  case 
of  extrusion,  the  paraffin  was  rendered  inef- 
fective; in  the  second  case,  the  compression 
remained  effective  because  chronic  tissue  fixa- 
tion had  already  occurred.  In  the  extrapleural 
empyema  case  and  the  two  cases  of  rupture  of 
cavity  wall,  plastic  operations  on  the  chest  wall 
were  the  final  effective  treatment.  These  com- 
plications of  paraffin  pack  or  “plombage”  have 
made  me  and  the  physicians  with  whom  I 
work  less  favorable  to  its  use  than  formerly. 
However,  in  only  the  one  case  was  there  true 
failure.  This  method  undoubtedly  has  its  place. 

In  one  of  these  cases  I inadvertently  used  a 
wise  form  of  treatment,  i.  e.,  cavity  drainage. 
Picture  a huge  single  cavity  occupying  almost 
the  whole  upper  left  lobe,  in  a man  of  twenty- 
eight,  emaciated,  toxic,  markedly  anemic,  with 


scattered  infiltration  throughout  the  right  lung. 
What  is  the  least  shocking  procedure  which 
may  benefit  him?  Let  us  say  external  cavity 
drainage.  I thought  at  that  time:  this  cavity  is 
much  larger  than  the  bounds  ordinarily  allow- 
ing extrapleural  pneumolysis,  but  I will  try  it. 
The  cavity  wall  ruptured  in  the  process  of  ex- 
trapleural separation.  The  cavity  was  then 
loosely  packed.  Sputum  drained  through  the 
chest  freely  and  completely,  instead  of  incom- 
pletely with  cough,  through  the  bronchus.  For- 
tunately no  hemorrhages  ensued  and  fourteen 
months  later  we  did  a total  posterior  thora- 
coplasty in  three  stages. 

This  is  the  final  stage  of  treatment  in  many 
of  our  advanced  cases.  In  every  case  we  be- 
lieve pneumothorax  should  first  be  tried  and 
other  procedures,  such  as  phrenicectomy,  sca- 
leniotomy,  extrapleural  pneumolysis,  consid- 
ered. Each  case  is  an  individual  problem  de- 
manding in  full  all  our  medical  and  surgical 
skill.  A total  posterior  extrapleural  thora- 
coplasty is  usually  necessary.  In  this  way 
only,  can  complete  compression  of  the  diseased 
lung  and  its  cavities  usually  be  accomplished. 

In  some  cases  with  very  large  upper-lobe 
cavities,  posterior  resection  of  the  ribs  does  not 
provide  sufficient  collapse  of  the  chest  wall 
and  we  must  remove  also  the  remaining  an- 
terior sections  of  some  of  the  ribs  overlying 
the  cavity  or  cavities.  Following  both  of  these 
types  of  operation,  active  pressure  must  as  a 
rule  be  exerted  on  the  then  pliable  chest  wall 
to  insure  its  maximum  collapse. 

In  two  cases  I have  found  localized  collapse 
by  means  of  only  partial  posterior  rib  resec- 
tion effective  in  closing  an  upper-lobe  cavity 
and  arresting  the  diseased  process.  This  is  a 
somewhat  less  mutilating  operation  than  the 
total  collapse.  If  does  not,  however,  render  the 
patient’s  future  quite  as  safe.  Cases  for  this 
type  of  operation  must  therefore  be  carefully 
selected. 

In  closing,  I want  to  emphasize  that  the  sur- 
gical treatment  of  tuberculous  cavities  requires 
all  our  medical  and  surgical  skill.  Each  indi- 
vidual case  is  a new  problem  which  the  sur- 
geon must  study  with  a medical,  as  well  as  a 
surgical,  mind.  Knowledge  of  tuberculosis  is 
essential  to  him.  On  the  other  hand  the  physi- 
cian must  learn  to  regard  that  danger  signal, 
the  cavity,  and  he  must  know  full  well  what 
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hope  of  closing  the  cavity  is  offered  by  surgi- 
cal skill. 

ILLUSTRATIVE  CASES  * 

*Grateful  acknowledgement  is  made  to  Dr.  Fred 
G.  Holmes,  Dr.  Howell  Randolph,  and  Dr.  E.  W. 
Phillips,  for  use  of  their  clinical  records  as  part  of 
this  series. 

Phrenicectomy 

1.  Male,  physician,  age  thirty-three.  First  seen 
in  March,  1930,  with  involvement  of  left  upper  lobe 
and  moderate-sized  cavity  below  the  clavicle.  Pneu- 
mothorax failed  because  of  partial  adhesions; 
crushing  of  phrenic  nerve  was  then  performed  and 
full  phrenicectomy  in  September,  1930.  After  about 
fifteen  months  of  bed-rest,  cavity  had  closed;  pa- 
tient was  allowed  some  return  to  normal  activity. 
The  cavity  has  remained  closed. 

2.  Male,  age  twenty-one,  diagnosed  to  have  tuber- 
culosis in  1929,  when  there  was  a large  cavity  in 
right  upper  lobe.  Artificial  pneumothorax  was  rec- 
ommended but  was  i-efused  and  bed-rest  was  the 
cnly  treatment  used  until  the  fall  of  1930,  when  the 
cavity  was  found  to  be  no  smaller.  Pneumothorax 
was  now  attempted,  but  failed  completely  because  of 
adhesions.  Phrenicectomy  was  perfromed  and  bed- 
rest continued.  About  a year  later,  the  cavity  was 
closed  and  the  patient  was  ambulatory. 

3.  Young  man  under  partial  artificial  pneumo- 
thorax because  of  cavity  in  the  left  lung.  Adhesions 
at  the  top  and  upper  lateral  chest  prevented  col- 
lapse, as  shown  in  film  of  Oct.  7,  1930.  Phrenicec- 
tomy was  performed  and  film  of  Dec.  1st,  1932, 
shows  the  cavity  closed  despite  the  adhesions  pres- 
ent. 

Intrapleural  Pneumolysis  (Unilateral 
Pneumothorax ) 

4.  A young  married  woman,  age  nineteen,  seen 
in  December,  1927,  with  left  upper-lobe  involve- 
ment and  cavity  below  the  clavicle.  Artificial  pneu- 
mothorax was  begun  in  January,  1928,  but  con- 
tinued treatment  with  considerable  pressure  failed 
to  close  cavity,  as  shown  by  chest  films  of  July  17, 
1928,  and  Oct.  4,  1929.  Thoracoscopic  examination 
on  Oct.  16,  1929,  disclosed  fine  adhesions  between 
upper  lobe  and  chest  wall,  which  were  cut  with 
Maendel-Kornitzer  instrument.  Complete  and  selec- 
tive collapse  of  the  upper  lobe  was  obtained  and 
pneumothorax  was  discontinued  about  two  years 
later.  This  patient  is'  well  now. 

5.  Man,  twenty-eight  years  old,  first  seen  Feb. 
27,  1931,  with  marked  exudative  lesions  in  the  upper 
left  lung  and  moderate-sized  cavity  at  the  apex. 
Artificial  pneumothorax  was  begun  soon,  but  ad- 
hesions prevented  collapse  of  the  cavity  and  use  of 
high  pneumothorax  pressure  revealed  a weakness 
in  the  upper  mediastinum.  Intrapleural  pneu- 
molysis was  performed  in  two  sittings  and  the  lung 
was  complete'y  freed,  as  shown  in  the  two  succes- 
sive films'  (Nov.  9th,  1931,  and  April  19th,  1932.) 

Bilateral  Intrapleural  Pneumolysis  (Bilateral 
Pneumothorax) . 

6.  Single  woman,  age  twenty-six,  first  seen 
Aug.  11,  1930,  with  marked  bilateral  tuberculosis 
involving  principally  the  upper  right  lobe,  where 


there  were  large  cavities,  but  having  also  smaller 
cavities  in  the  upper  left  lobe.  She  was'  instructed 
to  go  to  bed  and  was  not  seen  for  a year.  At  this 
time  some  improvement  had  occurred  in  both  sides 
of  the  chest.  However,  artificial  pneumothorax  of 
the  right  chest  was  begun  in  the  early  part  of  1932. 
Adhesions  prevented  adequate  collapse  of  the  upper 
lobe  cavities.  Thoracoscopic  examination  revealed 
about  a dozen  adhesions  between  the  upper  lobe  and 
upper  thoracic  cage.  These  were  for  the  most  part 
small  and  were  all  burned  at  one  operation,  with  a 
resulting  col'apse  of  the  cavities  in  the  right  lung. 
(Film  of  Sept.  12,  1932.)  In  October,  1932,  artifi- 
cial pneumothorax  of  the  left  chest  was  begun  and 
adhesions  were  found  here  which  prevented  ade- 
quate collapse  of  the  cavity.  (Film  of  Dec.  1st, 
1932.)  Intraplueral  pneumolysis,  left  side,  was  done 
Feb.  6,  1933,  and  the  adhesions  were  cut,  causing 
complete  release  of  the  upper  lobe  (Film  April  17, 
1933).  This  patient  is  now  under  bilateral  pneumo- 
thorax, is  free  of  cough  and  expectoration,  is  of 
normal  weight,  is'  free  of  fever,  and  is  ambulatory 
for  necessities  of  life  without  dyspnea. 

Intrapleural  Pneumolysis,  Unilateral 
(Bilateral  Pneumothorax) 

7.  Young  single  woman,  age  twenty-one,  came 
under  observation  in  1927,  with  moderate-sized  cav- 
ity in  the  upper  right  lung  and  some  active  infiltra- 
tion in  the  upper  left.  Pneumothorax  was  begun 
on  the  right  in  March,  1928,  and  continued  for  over 
a year  without  the  cavity  being  compressed,  adhe- 
sions preventing  its  closure.  In  two  operations  the 
adhesions  were  cut  and  the  right  lung  was  then  well 
compressed  in  the  upper  portion,  cavities  being  ob- 
literated. In  July,  1930,  pneumothorax  of  the  left 
chest  was  begun  and,  despite  a long  adhesion,  ex- 
cellent compression  of  the  active  upper  lobe  was  ob- 
tained. Bilateral  pneumothorax  was  continued  for 
about  two  years,  the  right  lung  being  allowed  grad- 
ually to  expand  in  1932  The  last  film  shows  the 
right  lung  fully  expanded  and  the  left  lung  almost 
expanded.  At  the  present  writing,  both  lungs  are 
fully  expanded  and  patient  has  been  working  for 
several  months  and  is  entirely  free  of  symptoms  of 
any  sort. 

Bilateral  Intrapleural  Pneumolysis 
(Bilateral  Pneumothorax) 

8.  Single  woman,  age  twenty-one,  came  under 
observation  Feb.  18,  1930,  with  marked  involvement 
of  the  left  upper  lobe  and  some  involvement  on  the 
right.  She  was  put  to  bed  and  showed  some  gen- 
eral improvement,  but  the  lesions  progressed  to 
cavitation  on  the  left,  with  some  extension  on  the 
right  and  early  laryngeal  tuberculosis.  Artificial 
pneumothorax  was  therefore  begun  on  the  left,  but 
was  found  to  be  only  partia'ly  effective  because  of 
pleural  adhesions.  Two  or  three  operations  were 
necessary  in  order  to  perform  intrapleural  pneu- 
molysis and  completely  liberate  the  lung  on  the  left 
side.  In  the  summer  of  1931,  pneumothorax  of  the 
right  chest  was  also  begun  and  it  was  found  nec- 
essary on  this  side  to  cut  one  adhesion  in  order  to 
allow  complete  cavity  collapse.  X-ray  films  show 
the  present  condition,  with  both  lungs  adequatelv 
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collapsed.  Patient  is  clinically  free  from  symptoms, 
is  ambulatory  for  the  ordinary  needs  of  life,  and 
without  dyspnea.  The  last  two  films,  showing  the 
maximum  collapse  which  was  carried  in  this  case, 
are  remarkable  demonstration  of  the  small  amount 
of  lung  which  will  maintain  life  in  relative  com- 
fort. The  first  film  shows  the  bilaterally  collapsed 
lungs  in  expansion  and  the  second  film  shows  them 
in  deflation. 

Extrapleural  Pneumolysis  and  Paraffin  Pack 

9.  Male,  age  twenty-nine.  Tuberculosis  diag- 
nosed in  1928;  though  the  first  available  roentgen- 
ograms was  taken  in  November,  1930,  at  which  time 
there  was  a large  cavity  involving  the  entire  right 
apical  region  and  extending  well  below  the  clavicle. 
It  was  treated  by  bed-rest  in  a sanatorium  in  Phoe- 
nix, and  in  May,  1931,  the  only  visible  change  was 
an  increase  in  the  size  of  the  cavity.  Pneumothorax 
was  tried,  but  failed,  the  whole  area  overlying  the 
cavity  being  adherent.  Extrapleural  pneumolysis  by 
paraffin  injection  was  done  in  October,  1931.  The 
illustration  shows  one  of  the  chief  drawbacks  to  this 
method  of  compi-ession  cavities,  which  is  the  ten- 
dency of  the  wax  to  gravitate  down  and  allow  the 
cavity  walls  to  separate  above  the  level  of  the  wax 
mass. 

10.  Male,  age  thirty-eight.  Tuberculosis  diag- 
nosed in  1927.  An  x-ray  examination  in  1928,  show- 
ed bilateral  exudative  lesions.  The  patient  then  dis- 
appeared and  did  not  return  until  March.  1931,  at 
which  time  a massive  cavity  involving  the  whole 
right  apex  region  was  found,  with  bilateral  exuda- 
tive lesions.  Pneumothorax  was  tried,  but  failed  to 
separate  the  right  upper  lobs  from  the  chest  wall. 
Extrapleural  pneumolysis  and  paraffin-wax  filling 
was  done  in  June,  1931.  In  January,  1932,  the  par- 
affin filling  is  shown  still  in  place,  with  cavity  ap- 
parently obliterated.  His  profuse  purulent  expec- 
toration has  practically  disappeared.  With  active 
lesons  on  the  left  side,  this  patient  has  a long  fight 
ahead,  but  his  chances  are  much  improved  by  the 
obliteration  of  this  large  infected  cavity. 

Extrapleural  Pneumolysis  with  Paraffin  Pack 
and  Contralateral  Pneumothorax 

11.  A man  of  twenty-two,  first  sean  Jan.  25, 
1931,  with  large  cavity  at  apex  of  right  lung,  small 
cavity  near  left  hilum.  This  patient  was  put  on  bed 
rest  for  several  months,  with  improvement  in  left 
lung.  Right  artificial  pneumothorax  was  advised, 
but  refused.  Finally,  in  November,  1931,  extension 
of  disease  in  the  left  lung  had  occurred  (Film  Nov. 
28,  1931)  and  bilateral  pneumothorax  was  advised. 
The  right  lung  was  found  completely  adherent.  On 
Dec.  5,  1931,  the  cavity  at  right  apex  was  freed 
from  the  ribs  extrapleurally  and  collapsed  and  spe- 
cial paraffin  pack  was  inserted.  About  three  weeks 
later,  artificial  pneumothorax  of  the  left  chest  was 
begun  and  succeeded  in  collapsing  the  cavities  in 
that  lung.  He  has  since  been  free  of  cough  and  ex- 
pectoration and  fever  (Film  of  Sept.  24th,  1932). 

Cavity  Drainage  Before  Thoracoplasty 

12.  A young  physician,  age  27,  first  seen  Dec. 
9,  1930,  with  large  cavity  in  upper  lobe  and  infil- 
tration throughout  the  left  lung.  On  the  right,  in- 


filtration at  the  hilum  and  through  most  of  the 
upper  lobe.  Left  pneumothorax  failed  because  of 
adhesions.  Phrenicectomy  was  done  on  left,  in  Feb- 
ruary, 1931.  Good  elevation  of  left  diaphragm  was 
obtained,  but  cavity  in  upper  lobe  grew  larger.  In 
September,  1931,  the  right  lung  showed  scattered 
fine  infiltration  throughout,  by  roentgenogram,  and 
scattered  moist  rales  throughout  following  cough. 
The  left  upper  lobe  was  one  large  cavity,  the  lower 
lobe  atelectatic  (film  of  Sept.  1931).  Patient’s  gen- 
eral condition  was  desperate.  The  least  shocking 
procedure  offering  hope  of  benefit  seemed  to  be  ex- 
trapleural pneumolysis  and  paraffin  pack.  The  cav- 
ity wall  was  ruptured  in  the  attempt  to  free  it  ex- 
trapleurally. Cavity  drainage  was  done  (film  of 
May  24,  1932).  Such  a marked  improvement  fol- 
lowed, generally  and  in  the  right  lung,  that  total 
posterior  thoi  neoplasty  was  performed  in  three 
stages,  about  fourteen  months  later.  This  patient 
is  in  excellent  general  condition  and  practically 
free  of  cough  or  expectoration,  but  still  has  a small 
bronchial  fistula  at  the  site,  of  the  original  cavity 
drainage.  In  this  case  anterior  costectomy  would 
have  been  necessary  to  close  this  large  cavity,  ex- 
cept for  the  fact  that  marked  shifting  of  the  upper 
mediastinum  to  the  left  occurred, 
the  upper  mediastinum  to  the  left  occurred. 

Total  Posterior  Thoracoplasty 

13.  Woman,  age  twenty-eight.  Onset  in  Febru- 
ary, 1929,  though  was  first  diagnosed  as  tubercu- 
lous in  January,  1930.  At  that  time  the  involve- 
ment was  extensive  throughout  the  entire  right 
side,  with  large  cavities.  Pneumothorax  was  at- 
tempted and  failed,  the  pleura  being  adherent 
throughout.  Phrenicectomy  was  done  in  February, 
1930.  The  results  were  good,  but  complete  closure 
of  cavities  was  not  secured,  in  spite  of  very  high 
elevation  and  fixation  of  the  diaphragm.  Thora- 
coplasty was  performed  in  multiple  stages  during 
April,  1931,  and  cavities  are  now  apparently  entire- 
ly closed.  Patient  is  in  good  condition,  attending  to 
her  household  duties,  with  quiescent  lesions. 

14.  Woman,  age  thirty.  First  found  to  have  tu- 
berculosis in  fall  of  1928.  Came  under  observation 
in  March,  1929,  roentgenogram  showing  a large 
multilocular  cavity  in  upper  right  lobe,  with  exuda- 
tive mottling  below  this.  She  was  placed  under 
pneumothorax,  but  heavy  bands'  of  adhesions  pre- 
vented satisfactory  compression  of  cavities.  Intra- 
pleural pneumolysis  was  not  considered  safe  on  ac- 
count of  proximity  of  cavities  to  lung  surface.  The 
lung  was  allowed  to  expand,  showing  one  large  cav- 
ity and  much  atelectatic  tissue.  Thoracoplasty  ap- 
parently was  the  only  way  out,  and  this  was  done 
in  multiple  stages  in  April,  1931.  The  patient  is  in 
good  physical  condition,  with  only  slight  expectora- 
tion. The  prognosis  is  now  good. 

15.  Woman,  age  thirty-three,  first  diagnosed  as 
tuberculous  in  1927.  Came  under  observation  in 
February,  1929,  showing  extensive  right-sided  in- 
volvement, with  multiple  large  cavities.  Pneumo- 
thorax was  instituted  and  good  compression  was  se- 
cured, almost  closing  the  cavities.  They  were  not 
entirely  closed,  however,  and  intrapleural  pneumoly- 
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sis  was  not  considered  advisable  on  account  of  the 
thickness'  of  the  adhesion  bands,  with  the  additional 
fact  that  the  amount  of  destruction  in  the  lung 
would  probably  result  in  an  atelectatic  lung  after 
healing  occurred.  The  patient  was  therefore  faced 
with  the  alternative  of  continuing  pneumothorax 
indefinitely,  or  accepting  thoracoplasty.  She  wisely 
chose  thoracoplasty,  which  was  done  in  the  early 
part  of  1931.  Roentgenogram  of  September,  1931, 
shows  lung  cavities  obliterated.  Question  arising 
about  the  significance  of  a small  radiant  area  in 
the  cardiophrenic  angle,  this  was  outlined  by  lipi- 
odol  introduced  into  the  bronchial  tree ; it  is  shown 
to  be  an  area  of  lung  tissue. 

Partial  (Upper)  Thoracoplasty 

16.  A single  girl  of  nineteen,  first  seen  Oct.  13, 
1932,  with  a large  cavity  in  the  left  upper  lobe  and 
apparently  well-healed  linear  scars  in  upper  right 
(film  of  Nov.  2,  1932).  General  condition  was  ex- 
cellent when  first  seen,  but  sputum  was  loaded  with 
tubercle  bacilli.  Pneumothorax  failed  entirely  be- 
cause of  diffuse  pleural  adhesions.  On  Nov.  16, 
1932,  posterior  thoracoplasty  of  the  upper  five  ribs 
was  performed,  61%  cm.,  or  almost  25  inches,  total 
being  taken.  In  this  case  complete  closure  of  the 
cavity  has  occurred  so  far  as  can  be  determined  by 
stereo-roehtgenagrams  and  physical  examination. 
Cough  and  expectoration  have  ceased. 

DISCUSSION 

DR.  MEADE  CLYNE  (Tucson)  : Since  the  sana- 
torium was  introduced  fifty  years  ago,  it  remains, 
as  it  probably  always'  will,  the  indispensable  founda- 
tion upon  which  any  treatment  of  tuberculosis  will 
be  built;  but  with  increasing  force,  surgical  meas- 
ures dominate  the  active  treatment  of  the  disease  in 
many  centers. 

Unfortunately,  the  great  majority  of  tuberculous 
patients  come  to  us  with  cavity  formation  already 
developed,  and  only  if  the  cavity  is  small  and  soft- 
walled  may  much  hope  be  held  of  a cure  with  bed- 
rest alone.  To  tbis  other  large  group,  surgery 
should  be  offered,  thereby  holding  out  some  hope  to 
those  who  certainly  are  otherwise  doomed. 

In  the  majority  of  the  cases,  pneumothorax  and 
phrenic  nerve  block  should  precede  any  other  form 
of  surgical  measure  and  upon  their  failure,  one  or  a 
combination  of  the  many  operations  now  available, 
may  be  selected  that  is  thought  most  likely  to  heal 
the  lesion.  Closed  or  open  intrapleural  pneumolysis, 
extrapleural  pneumolysis,  or  scaleniotomy  may  be 
tried.  A persisting  cavity  is  always  a source  of 
grave  danger  and  when  collapse  therapy  has  once 
been  begun,  it  should  be  persisted  in  until  complete 
collapse  of  the  cavity  has  been  actually  effected; 
first  using  the  least  debilitating  operation  that 
promises  success',  and,  in  case  of  failure,  proceed- 
ing to  more  severe  measures'.  Restricted  thora- 
coplasty can  be  used,  but  it  would  seem  that  its 
field  is  small  and  limited  largely  to  small  thick- 
walled  cavities  in  the  extreme  apex. 

Total  thoracoplasty  is  the  operation  of  choice  in 
cases  in  which  much  of  one  lung  is  destroyed.  The 
mortality  of  total  thoracoplasty  has  been  greatly  re- 
duced in  the  last  two  or  three  years;  first,  largely 


because  patients  have  been  operated  upon,  univers- 
ally, earlier  in  the  course  of  the  disease;  second,  be- 
cause of  more  careful  preparation  for  the  operation ; 
third,  by  increasing  the  number  of  stages  of  the  op 
eration  from  two  to  three,  or  four  or  more,  as  indi- 
cated by  the  condition  of  the  patient;  and  fourth,  by 
more  careful  attentive  after-treatment. 

To  control  over-enthusiasm  in  the  selection  of  the 
operation,  the  combined  judgment  of  the  medical 
and  surgical  points'  of  view  are  necessary. 

DR.  C.  A.  THOMAS  (Tucson)  : In  listening  to 
Dr.  Randolph’s  paper  and  viewing  his  slides,  I have 
been  greately  impressed  with  the  manner  in  which 
he  has  handled  these  cases.  I am  thoroughly  sold 
on  the  idea  of  collapse  therapy  and  feel  sure  that  it 
is  the  only  way  to  handle  these  far-advanced  cases. 
Whi'e  Dr.  Randolph  does  not  lay  stress  on  the  idea 
of  progressive  methods  of  handling  these  problems, 
nevertheless  I fell  sure  that  he  uses  this  method, 
and  for  clarity  I would  like  to  stress  this  point  in 
his  paper. 

Instead  of  using  pneumothorax,  phrenicectomies, 
or  thoracoplasties  to  the  exclusion  of  any  one  or  the 
other  of  these  methods,  it  has  been  our  practice  to 
study  all  cases  with  the  idea  of  progressing.  Our 
first  thought,  of  course,  in  collapse  therapy  for  any 
individual  case,  is  pneumothorax.  If  it  is  apparent 
that  this  method  would  fail  to  produce  a collapse,  or 
if  trial  proves  conclusively  that  a collapse  by  this 
method  is  not  obtainable,  we  immediaetly  think  of 
the  other  methods  possible.  A phrenic  would  be  our 
next  thought  and  might  be  all  that  was  required  to 
complete  the  patient’s  cure.  Or,  in  the  event  a pneu- 
mothorax is  only  partially  successful,  we  frequently 
add  to  this  a phrenic  neurectomy  and  the  combina- 
tion of  the  two  is  often  successful  in  bringing  about 
a collapse.  Should  these  fail,  if  it  is  apparent  that 
adhesions  are  prevening  complete  collapse,  we 
may  add  to  the  pneumothorax  an  intrapleural  pneu- 
molysis. By  this  means',  we  are  frequently  able  to 
succeed — as  Dr.  Randolph  has  so  beautifully  dem- 
onstrated. 

In  the  event  none  of  these  or  all  of  these  pro- 
cedures are  successful,  as  they  frequently  are  not, 
then,  the  patient’s  condition  permitting,  we  imme- 
diately progress  to  a partial  or  complete  thoraco- 
plasty as  the  case  may  require. 

Many  cases  of  apical  cavities  can  be  completely 
closed  by  a 3,  4,  or  7 rib  posterior  thoracoplasty, 
thus  saving  the  lower  lobe  to  the  patient  for  further 
function.  With  this  idea  in  mind,  we  are  now  doing 
many  crushing  or  temporary  phrenics.  If  the  tem- 
porary interruption  of  the  phrenic  does  not  promise 
a complete  closure  of  the  cavities,  then,  before  a 
partial  thoracoplasty  is  done,  the  function  of  the 
diaphragm  through  the  restoration  of  the  phrenic 
will  give  the  patient  back  the  function  of  the  lower 
portion  of  the  lung,  which  will  be  of  great  advan- 
tage when  only  a partial  thoracoplasty  is  necessary. 

So  completely  sold  am  I on  collapse  therapy  in 
advanced  cases,  that  I feel  that  a patient  with  ad- 
vanced pulmonary  tuberculosis,  particuarly  with 
cavitation,  is  just  as  much  entitled  to  surgical  con- 
deration  as  the  patient  with  acute  appendicitis.  It 
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is  true  that  many  so-called  phthisiologists  differ 
with  me  on  this  point  and  no  doubt  feel  this  a rad- 
ical statement,  but  some  of  us  can  remember  the  day 
when  the  question  of  operating  all  cases  of  acute 
appendicitis  was  seriously  called  into  question  by 
the  internists.  These  have  long  since  been  con- 
vinced of  the  rationality  of  such  procedure  and  I 
feel  that  it  is'  only  a matter  of  time  until  the 
phthisiologist  will  come  around  to  the  surgeon’s 
way  of  thinking.  During  the  meantime,  however, 
many  cases  that  have  clear  indications  for  surgical 
procedure  are  being  kept  in  bed  and  permitted  to 
progress  to  the  point  where  successful  surgical  in- 
terference is  impossible — as  many  cases  of  appen- 
dicitis were  permitted  to  go  on  to  peritonitis  and 
ultimate  death  while  the  argument  proceeded. 

DR.  JOHN  W.  FLINN  (Prescott):  All  students 
of  tuberculosis  agree  that  tuberculous  cavitation  in 
the  lungs  is  a serious  condition.  So  long  as  the 
cavity  remains  open,  the  patient  is  in  more  or  less 
imminent  danger  of  extension  of  the  disease  to 
other  portions  of  the  lungs,  to  severe  pulmonary 
hemorrhage,  or  to  other  serious  complications. 

One  hears  a lot  of  discussion  these  days  about  the 
curability  of  the  disease  tuberculosis.  As  a matter 
of  fact,  a purely  tuberculous  lesion  is  one  of  the 
most  easily  curable  of  all  chronic  diseases.  On  the 
other  hand,  when  a tuberculous  lesion  is  secondarily 
infected  by  pus-forming  organisms,  it  becomes  one 
of  the  most  difficult,  to  cure. 

Dr.  A.  K.  Duncan  referred  to  the  seriousness  of 
this  complication  in  bone  and  joint  tuberculosis  in 
his  discussion  this  morning.  In  the  treatment  of 
bone  and  joint  tubercu’osis,  no  other  complication  is 
so  dreaded  as  a secondary  infection  of  a cold  ab- 
scess by  pus-forming  organisms.  In  pulmonary  tu- 
berculosis this  complication  arises  whenever  a tu- 
berculous cavity  establishes  free  communication 
with  a member  of  the  bronchial  tree.  The  inner 
wall  of  the  cavity  becomes  covered  with  soft  granu- 
lation tissue  harbering  myriads  of  pus-forming  or- 
ganisms. It  is  in  the  closure  of  these  cavities  that 
the  various  forms  of  col’apse  therapy  are  used  to 
greatest  advantage. 

Cavities  in  the  lower  lobes  can  usually  be  closed 
by  a phrenicectomy.  Thick-walled  cavities  at  the 
apex  often  require  a thoracoplasty.  As  indicated 
by  Dr.  C.  A.  Thomas  in  his  discussion,  an  upper- 
stage  thoracoplasty  is  the  operation  of  choice  in 
these  cases,  and  the  operation  can  usually  be  lim- 
ited to  a resection  of  the  upper  five  or  six  ribs.  In 
this  way  very  little  normal  lung  is  sacrificed,  and 
the  patient  is  much  better  fitted  for  return  to  a 
useful  life. 

In  those  cavities  in  which  c’osure  is  not  like’y  to 
be  effected  by  an  upper-stage  thoracoplasty  alone, 
a combination  of  posterior  upper-stage  thoraco- 
plasty and  external  pneumolysis,  as  devised  by  Col- 
one1  Caspar,  would  seem  to  be  the  operation  of 
choice. 

DR.  RANDOLPH  (closing)  : I am  glad  that  Dr. 

Clyne  has  brought  out  the  fact  that  oftentimes  large 
apical  cavities  cannot  be  closed  by  thoracoplasty 
unless  this  includes  a wide  resection  of  ribs  pos- 


teriorly, and  at  times  also  an  anterolateral  cos- 
tectomy  of  the  upper  ribs. 

This,  of  course,  should  be  avoided  if  possible,  and 
if  patients  are  operated  upon  sufficiently  early  in 
their  cavity  development,  a partial  plastic  may 
succeed,  as  illustrated  in  the  slides  we  have  shown. 
I first  performed  a partial  plastic  by  resection  of 
six  upper  ribs  on  a man  aged  about  48,  two  years 
ago,  and  the  result  was  entirely  satisfactory.  How- 
ever, I feel  that  these  patients  must  be  carefully 
selected  and  that  they  are  not  quite  as  safe  from  the 
danger  of  reactivation  and  extension  as  those  cases 
on  which  complete  thoracoplasty  is  done.  Longer 
after  care  and  more  careful  watching  is  necessary. 

I believe  that  the  operation  described  by  Brun 
and  Caspar,  mentioned  by  Dr.  Flinn,  is  a very  ef- 
ficient procedure.  It  is  especially  applicable  to 
cases  that  are  institutionalized,  but  in  my  opinion, 
has  some  practical  disadvantages  in  private  prac- 
tice because  of  the  long-continued  after-care. 

I am  glad  that  Dr.  Thomas  has  emphasized  the 
need  for  careful  study  and  the  use  of  progressive 
treatment  in  handling  cavity  cases.  I believe  that 
pneumothorax  is  the  first  procedure  to  be  consid- 
ered; that,  if  adhesions  are  present,  intrapleural 
pneumolysis  should  be  given  first  consideration; 
that  phrenicectomy  and  scaleniotomy  may  be  cf 
value  in  closing  partial  collapse  cases,  if  intra- 
pleural pneumolysis  is  not  available;  and  that,  if 
these  measures  fail,  partial  or  complete  thoraco- 
plasty, or  some  means  of  local  compression,  should 
be  employed  without  delay. 


THE  USE  OF  DRUGS  IN  THE 
TREATMENT  OF  HEART 
FAILURE 


P.  T.  BOHAN,  M.  D. 

Kansas  City,  Mo. 

(Presented  before  the  New  Mexico  Medical  So- 
ciety, at  its  Fifty-first  Annual  Meeting,  Roswell, 
New  Mexico,  May  18-20,  1933.) 

The  institution  of  rational  and  adequate 
treatment  in  heart  failure  should  invariably 
be  preceded  by  a clinical  study  from  three 
separate  points  of  view,  namely:  etiology,  path- 
ology, and  the  particular  functional  disturb- 
ances of  the  heart  muscle.  Etiology  and  path- 
ology, such  as  valvular  disease  or  hyperten- 
sion, are  helpful  only  in  explaining  the  cause 
of  the  muscle  failure. 

Disturbed  function  of  the  myocardium  may 
cause  a variety  of  symptoms.  These  symptoms 
are  the  direct  result  of  abnormalities  in  one 
or  more  of  the  fundamental  properties  of  the 
heart  muscle;  viz.:  conductivity,  irritability 
rythmicity,  tonicity  and  contractility. 
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The  older  clinicians  recognized  the  five  sep- 
arate functions  of  cardiac  muscle  and  classified 
heart  failure  according  to  the  derangement  of 
one  or  more  of  these  functions.  Electrocardi- 
ographic studies  support,  in  my  opinion,  the 
justification  of  this  classification. 

When  all  of  the  properties  are  intact  and 
functioning  normally,  heart  failure  cannot  ex- 
ist. Although  these  are  to  a certain  extent 
nterdependent,  high-grade  disturbance  of  the 
circulation  can  supervene  from  perverted 
function  of  a single  property.  An  example  is 
heart  block,  either  auriculo-ventricular  or  in- 
traventricular. Why  not  speak  of  heart  block 
as  impairment  of  the  property  of  conductivity? 
Clinically  and  therapeutically,  lessened  con- 
duction is  of  importance  only  when  it  affects 
the  bundle  or  one  of  its  branches. 

Increased  irritability,  due  to  a multiplicity 
of  causes,  seems  to  be  a more  plausible  ex- 
planation for  such  rhythmic  disturbances  as 
extrasystoles  and  paroxysmal  tachycardia, 
than  the  explanation  given  by  some  writers 
that  such  irregularities  are  manifestations  of 
“an  abnormal  response  to  artificial  excitation, 
mechanical,  chemical  or  electrical.”  Disturb- 
ances of  rythm  alone,  as  in  auricular  fibrilla- 
tion, can,  and  sometimes  do,  so  affect  the  cir- 
culation that  death  may  occur  with  all  other 
properties  of  the  heart  muscle  intact.  In  my 
opinion,  rhythmicity  should  be  considered  a 
distinct  property  of  cardiac  muscle. 

Tonicity,  according  to  the  researches  of  En- 
gelman,  is  an  important  property  of  heart 
muscle.  This  teaching  is  accepted  by  many 
clinicians  who  believe  that  pathological  dila- 
tion of  the  heart  is  due  to  impaired  tonicity, 
resulting  in  abnormal  relaxation  of  the  ven- 
tricular walls  during  diastole.  That  tonicity  is 
a special  property  of  heart  muscle  is  doubted 
by  many  pharmacologists,  whose  views  are 
based  largely  on  the  action  of  drugs  on  normal 
hearts  in  animals. 

In  his  discussion  of  dilatation  of  the  heart, 
White,1  in  his  new  book,  speaks  of  “stretching 
of  the  heart  wall,  due  to  an  atonic  (italics  my 
own)  state  of  the  muscle.”  Following  stretch- 
ing of  the  wall,  he  continues,  “the  tone  of  the 
muscle  may  partly  recover  but  a permanent 
stretching  of  the  heart  may  persist.”  Macken- 
zie2 said:  “I  am  unable  to  conceive  how  cardi- 
ac dropsy  can  occur  with  the  tone  of  the  heart 


muscle  intact.”  With  both  of  these  statements 
I fully  agree. 

From  the  above  consideration,  heart  failure 
may  be  defined  as  an  impairment  in  function 
of  one  or  more  of  the  fundamental  properties 
of  the  myocardium.  The  definition  is  suffi- 
ciently accurate  for  clinical  purposes.  When 
heart  cases  are  studied  from  this  viewpoint,  a 
diagnosis  can  be  made  of  the  functional  dis- 
turbances of  the  heart  muscle  in  at  least  80 
per  cent  of  the  cases,  without  graphic  records. 
Drugs  modify  the  function  of  the  heart  muscle 
largely  by  their  effect  on  the  fundamental 
properties.  Only  by  recognition  of  this  fact  can 
the  physiological  action,  the  therapeutic  bene- 
fit and  the  result  of  toxic  doses  be  identified. 

DIGITALIS 

In  the  beginning  it  should  be  emphasized 
that  the  action  of  digitalis  may  be  wholly  dif- 
ferent on  a normal  heart  in  animals  than  on  a 
diseased  heart  in  man,  and,  moreover,  that  the 
action  on  all  diseased  hearts  is  not  the  same. 

Summarizing  the  digitalis  effects  upon  the 
heart,  Bastedo,3  in  his  new  book,  states:  “Digi- 
talis may  affect  the  heart  in  regard  to  its  rate 
and  rhythm,  its  tonicity,  contractility,  irritabil- 
ity and  conductivity.”  Digitalis  modifies  the 
function  of  the  myocardium  by  depressing  con- 
ductivity, increasing  tonicity,  and,  when  toxic 
doses  are  given,  heightening  irregularity. 

The  effect  on  the  property  of  contractility 
is  not  positively  established,  but  if  pulsus  al- 
ternans  can  be  considered  a sign  of  impaired 
contractility,  then  there  is  evidence  that  digi- 
talis decreases  contractility.  This  was  clearly 
demonstrated  to  me  when,  working  under  Mac- 
Kenzie’s  supervision  some  years  ago,  I took 
polygraphic  tracings  on  a number  of  patients 
showing  a marked  alternans  within  20  minutes 
following  intravenous  injections  of  strophan- 
thin. 

Recognition  of  the  separate  properties  of 
cardiac  muscle  is  not  only  helpful  in  explain- 
ing the  therapeutic  action  of  digitalis,  but  it 
also  indicates  the  cardiac  signs  that  may  ap- 
pear from  toxic  doses. 

Based  on  the  above  considerations,  the  mode 
of  action,  indications,  contraindications,  signs 
of  toxic  doses,  methods  of  administration,  and 
preparations  will  now  be  discussed.  The  mode 
of  action  is  explained  in  part  by  stimulating 
the  vagus,  and  in  part  by  becoming  fixed  in 
the  muscle  cells,  where  it  exists  in  a physical 
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or  chemical  combination  (Cushny).  This  ex- 
plains its  delayed  action  and  also  its  continued 
effect  for  days  after  the  drug  is  discontinued. 

The  cardinal  indication  for  digitalis  is  auric- 
ular fibrillation.  It  is  only  in  this  type  of  heart 
failure  that  marked  slowing  of  the  rate  is  a 
fairly  constant  effect.  Conductivity  is  de- 
pressed, partial  heart  block  is  produced,  fa- 
tigued ventricles  regain  their  tone,  arterial  cir- 
culation improves,  and  the  venous  congestion 
and  dropsy,  if  present,  rapidly  subside.  Au- 
ricular fibrillation,  regardless  of  its  etiological 
factors,  can  be  considered  a definite  indication 
for  digitalis.  To  withhold  the  drug,  even  in 
rare  cases  with  a slow  rate,  until  the  ventricles 
become  exhausted  and  dropsy  ensues,  is,  in 
my  opinion,  poor  therapeutics.  The  theoretical 
objections  to  giving  digitalis  for  fibrillation 
due  to  goiter,  are  contrary  to  the  known  thera- 
peutic action  of  the  drug  and  to  the  clinical  re- 
sults. In  many  of  these  cases  it  is  life  saving. 

Digitalization  should  be  maintained  indefi- 
nitely in  fibrillation  cases,  instead  of  stopping 
the  drug  when  the  symptoms  disappear  and 
resuming  it  when  a break  in  compensation  oc- 
curs, as  is  so  often  done.  I have  a number  of 
patients  who  are  living,  active  and  happy,  as 
a result  of  taking  digitalis  every  day  for 
twelve  to  fifteen  years.  It  owes  its  action 
largely  to  its  cumulative  effect.  The  best  re- 
sults are  obtained  when  fibrillation  is  due  to 
mitral  stenosis.  When  the  cause  is  coronary 
disease  or  hypertension,  results  depend  upon 
the  degree  of  the  underlying  pathological  le- 
sion of  the  heart  muscle. 

Myocardial  insufficiency  without  fibrillation 
also  calls  for  digitalis.  The  indicative  symp- 
tom in  these  cases  is  breathlessness,  due  to 
failure  of  either  ventricle,  with  or  without 
dropsy.  Reduction  in  the  heart  rate  in  non- 
fibrillating  cases  is  minimal  and  cannot  be 
used  as  a gauge  to  dosage.  The  beneficial  effects 
which  are  sometimes  seen  in  these  cases,  indi- 
cate that  digitalis  apparently  tones  up  the  re- 
laxed muscle.  Christian14  advocates  the  use  of 
digitalis  in  arterial  hypertension  in  order  to 
delay  the  onset  of  myocardial  insufficiency. 
Why  not?  If  effective  after  insufficiency  de- 
velops, why  should  it  not  do  some  good  as 
preventive?  To  withhold  digitalis  to  use  as  a 
whip  in  the  stretch,  is  poor  therapy.  Tonic 
doses  are  never  harmful. 

In  a rather  rare  form  of  arrhythmia,  auric- 


ular flutter,  digitalis  may  act  as  a specific  in 
re-establishing  the  normal  rhythm. 

The  chief  contraindications  to  the  use  of 
digitalis  are  in  those  cases  exhibiting  signs  of 
depressed  conductivity,  such  as  incomplete 
heart  block,  or  where  there  is  evidence  of  in- 
creased irritability,  such  as  extrasystoles  and 
paroxysmal  tachycardia.  In  nervous  tachy- 
cardia and  in  neurocirculatory  asthenia,  it 
does  no  good  and  may  have  a bad  psycholog- 
ical effect.  In  the  first  few  weeks  of  myocard- 
ial infarction,  the  danger  is  in  accentuating 
the  tendency  to  an  abnormal  rhythm.  Digitalis 
should  not  be  used  in  acute  or  chronic  infec- 
tions, unless  there  is  either  fibrillation  or  dila- 
tation. In  pneumonia,  according  to  Wychoff 
et  al5,  the  mortality  is  materially  increased  by 
digitalis.  The  reasons  for  this  are  obvious.  In 
pneumonia,  as  in  all  cases  of  severe  infection, 
the  heart  muscle  is  usually  hyperirritable,  and 
digitalis,  which  further  increases  irritability, 
may  produce  a serious  disturbance  of  rhythm. 

Recognition  of  the  signs  of  toxic  doses  is 
quite  important.  Such  general  symptoms  as 
anorexia,  nausea,  and  vomiting  headaches, 
and  mental  symptoms,  are  generally  known, 
but  do  not  always  occur.  Cardiac  signs  are 
both  graphic  and  clinical.  The  electrocardio- 
graphic evidence  of  toxic  doses,  such  as  inver- 
sion of  the  T wave  and  prolonged  P-R  interval, 
are  frequently  found  without  any  general 
symptoms  whatever,  or  even  any  reduction  in 
rate.  Depression  of  conductivity,  unless  of 
sufficient  degree  to  cause  dropped  beats,  is 
difficult  to  recognize  clinically.  An  extrasys- 
tole after  every  normal  beat — coupled  rhythm 
— is  a common  manifestation  of  digitalis  intox- 
ication. This  is  especially  true  when  the  heart 
is  hyperirritable,  as  in  cases  of  auricular  fibril- 
lation or  when  coronary  sclerosis  is  present. 
Coupled  beats  can  be  easily  recognized  clini- 
cally; should  be  looked  for  in  every  patient 
taking  digitalis  and,  when  found,  should  be 
considered  evidence  of  excessive  dosage.  Auri- 
cular fibrillation  and  paroxysmal  tachycardia 
occasionally  occur  when  too  much  of  the  drug 
is  given.  Sudden  death  following  ventricular 
fibrillation  due  to  increased  irritability  from 
toxic  doses  of  digitalis,  is  more  common  than 
is  generally  supposed. 

The  choice  of  preparation  is  much  less  im- 
portant than  the  exorbitant  claims  made  by 
the  pharmaceutical  houses  would  indicate. 
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Avoid  the  high-priced  special  tinctures  with 
trade  names.  The  preparations  of  choice  are 
the  U.  S.  P.  tinctures  or  the  powdered  leaf  in 
tablet  or  capsule.  The  claims  made  that  these 
preparations  rapidly  deteriorate  have  been 
proved  to  be  untrue,  through  the  excellent  re- 
searches of  Drs.  Haag  and  Hatcher.'  There  are 
no  reliable  preparations  for  subcutaneous  or 
intravenous  use. 

Dosage  is  quite  important.  The  amount  of 
the  tincture  required  to  digitalize  (usually 
much  less  if  the  patient  has  fever)  is  the  num- 
ber of  cubic  centimeters  represented  by  10  per 
cent  of  the  body  weight,  but  this  is  not  an  in- 
variable rule.  Neither  does  it  mean  that  this 
amount  should  be  given  to  the  average  case  in 
one  dose  or  even  in  one  day.  Although  a defi- 
nite concentration  of  the  drug  in  the  heart 
muscle  is  necessary  to  produce  an  effect,  mas- 
sive doses  may  be  harmful,  even  dangerous. 

The  clinical  manifestations  are  the  safest 
and  the  most  reliable  guide  to  dosage.  To  rely 
on  the  electrocardiographic  evidence  of  an  in- 
verted T,  or  a prolonged  P-R,  to  determine  the 
therapeutic  effect,  is  not  evidence  of  careful 
scientific  observation;  it  is  just  the  opposite. 

The  maintenance  dose  for  a patient  of  aver- 
age size  varies  from  5 to  8 cc.  of  the  U.  S.  P. 
tincture,  or  the  same  number  of  IV2  grain  tab- 
lets of  the  powdered  leaf  a week.  I have  a 
number  of  patients  who  have  maintained  the 
digitalis  effect  for  ten  years  on  this  amount. 
More  than  this  often  causes  coupled  rhythm  or 
nausea.  The  average  doctor  gives  too  much  of 
the  drug  rather  than  too  little — a fact  often 
noted  by  the  consulting  cardiologist.  The  tox- 
icity of  digitalis  and  the  dangers  from  over- 
dosage are  just  as  great  today  as  in  Wither- 
ing’s time. 

STROPHANTHIN 

This  is  the  only  reliable  substitute  for  digi- 
talis. Its  action  on  the  heart  muscle  is  identi- 
cally the  same  as  that  of  digitalis,  but  the  ef- 
fects last  only  about  half  as  long.  It  should  be 
used  only  in  emergencies  or  when  digitalis 
cannot  be  taken  by  mouth.  The  maximum 
dose  is  1/120  grains,  and  should  always  be  giv- 
en intravenously  and  never  intramuscularly. 
It  should  not  be  repeated  within  6 to  8 hours. 
Ouabain  (strophanthin)  in  solution)  may  be 
given  either  intravenously  or  intramuscularly 
and  is  a reliable  preparation,  if  marketed  in 
ampoules  of  Jena  glass.  Strophanthin  is  more 


reliable  and  is  no  more  dangerous  than  any  of 
the  digitalis  preparations  for  intravenous  or  in- 
tramuscular use.  I have  used  strophanthin, 
when  indicated,  for  over  twenty  years,  and  I 
have  never  observed  a bad  result.  I feel  con- 
fident that  some  lives  have  been  saved  by  its 
use. 

CAFFEINE  SODIUM  BENZOATE 

Caffeine,  grains  7,  given  intramuscularly  or 
intravenously,  in  circulatory  collapse,  follow- 
ing surgical  operations  or  in  infectious  dis- 
eases, is  a more  useful  drug  than  digitalis, 
which  may  be  contraindicated.  Professor 
Jagic7  has  reported  favorable  results  with  caf- 
feine in  cases  of  cardiac  asthma;  an  observa- 
tion that  I have  been  able  to  confirm  in  a few 
instances. 

QUINIDINE 

This  is  a drug  of  some  value  in  certain  types 
of  disordered  rhythm,  but  it  is  used  much  of- 
tener  than  indicated  and  its  use  is  not  without 
danger.  Its  favorable  action  is  in  abolishing 
rhythmic  disturbances  due  to  increased  irri- 
tability, such  as  auricular  fibrillation,  par- 
oxysmal tachycardia  and  extrasystoles.  Its 
chief  indication  in  fibrillation  is  when  the  un- 
derlying cause  is  extracardiac,  as  in  goiter  or 
infection.  When  the  fibrillation  is  due  to,  or 
associated  with,  disease  of  the  valves  or  heart 
muscle,  and  is  abolished  by  quinidine,  the  ab- 
normal rhythm  usually  recurs  when  the  drug 
is  discontinued.  The  rule  is  to  give  two  3-grain 
doses  the  first  few  days,  and  if  no  toxic  effects 
appear,  six  grains  every  four  hours  during  the 
day  and  every  six  hours  during  the  night.  If 
the  normal  rhythm  is  not  restored  at  the  end 
of  a week,  the  drug  should  be  stopped.  The 
maintenance  dose  is  6 to  10  grains  daily,  which 
can  be  kept  up  for  months.  The  signs  of  toxic 
effects  of  quinidine  are  tinnitus,  headache, 
urticaria  and  diarrhea.  The  dangers  in  auricu- 
lar fibrillation  are  embolism  from  resumption 
of  auricular  contractions,  or  sudden  death,  due 
to  lessened  excitability  of  the  sino-auricular 
and  auriculoventricular  node.  The  latter  dan- 
ger is  rather  remote,  but  exists.  Quinidine  is 
the  only  drug  of  known  value  in  paroxysmal 
tachycardia  and  its  action  in  such  cases  is  ex- 
plained by  lessening  the  irritability  of  the  new 
focus  of  impulse  formation,  and,  when  the  in- 
dication is  urgent,  it  may  be  given  in  large 
doses. 

A woman  was  seen,  one  year  ago,  on  the 
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seventh  day  of  her  paroxysm  and  the  attack 
terminated  abruptly  after  she  was  given  nine 
grain  doses,  two  hours  apart.  The  frequency 
of  recurrence  of  attacks  may  be  lessened  by 
giving  6 to  12  grains  daily. 

Extrasystoles  usually  do  not  call  for  the  ad- 
ministration of  any  drug,  but  when  frequently 
repeated  and  causing  discomfort,  if  relieved 
by  bromides,  quinidine  may  be  given  in  3-grain 
doses,  two  or  three  times  a day.  To  prevent 
post-operative  fibrillation  in  hyperthyroidism, 
I have  used  quinidine  with  apparent  success. 
There  is  no  contraindication  to  giving  quini- 
dine and  digitalis  at  the  same  time.  I always 
give  quinidine,  6 to  9 grains  daily,  to  patients 
with  myocardial  infarction  to  prevent  such  a 
serious  disturbance  of  rhythm  as  ventricular 
tachycardia. 

EPHEDRINE  AND  EPINEPHRINE 

These  drugs  are  useful  remedies,  when  judi- 
ciously used,  in  heart  block  and  in  some  cases 
of  cardiac  asthma.  The  dose  should  not  be 
large:  % grain  of  the  former,  by  mouth  or 
hypodermically,  and  not  to  exceed  6 minims  of 
the  latter,  always  hypodermically.  Two  doc- 
tors, who  are  under  observation  at  the  present 
time  with  bundle  branch  block  and  severe 
asthma,  obtain  more  prompt  and  lasting  relief 
from  6 minims  of  adrenalin  than  from  codeine, 
morphine  or  dilaudid. 

DIURETICS 

In  many  cases  of  myocardial  failure,  with 
chronic  dropsy,  diuretics  are  of  more  value 
than  digitalis  or  strophanthin.  In  some  in- 
stances, the  digitalis  effect  cannot  be  obtained 
until  the  edema  is  reduced.  Whether  or  not 
there  is  anything  in  the  view  that  digitalis  ac- 
tion is  prevented  by  edema  fluid  in  the  heart 
muscle,  the  importance  of  removing  edema 
fluid  in  the  tissues  or  in  the  cavities  (particu- 
larly right  side  of  chest)  cannot  be  over  em- 
phasized. To  rely  solely  on  digitalis — exclud- 
ing diuretics — in  relieving  edema,  is  poor  ther- 
apy. In  some  cases,  paracentesis  of  the  thorax 
and  multiple  punctures  of  the  ankles  are  ur- 
gently demanded. 

In  nearly  all  cases,  cardiac  dropsy  can  be  re- 
lieved, and  the  newer  diuretics  are  usually  ef- 
fective without  mechanical  therapy.  Of  the 
mercurial  diuretics,  salyrgan  is  the  one  of 
choice.  It  should  always  be  given  intravenous- 
ly— never  subcutaneously.  The  initial  dose  is 
1 cc.  gradually  increased  to  2 cc.  and  repeated 


every  three  or  four  days.  Diuresis  begins  with- 
n a few  hours  and  an  output  of  urine  of  3000 
to  4000  cc.  in  24  hours  is  not  uncommon.  Al- 
buminuria is  not  a contraindication.  Ammo- 
nium nitrate,  grains  30  to  35,  three  times  a/ 
day,  is  frequently  used  in  conjunction  with 
salyrgan:  used  alone  it  is  a fair  diuretic,  does 
not  disturb  the  stomach  and  may  be  kept  up 
for  months. 

THEOPHYLLIN,  THEOBROMINE-SODIUM  SALICYLATE 

Theophyllin,  grains  3 to  5,  after  meals,  or 
theobromine  sodium  salicylate,  grains  90  daily, 
are  usually  effective  but  are  stomach  irritants 
and  cannot  be  given  more  than  two  or  three 
times  a week. 

A word  of  warning  in  the  use  of  these  pow- 
erful diuretics  is  necessary.  Chronic  edema- 
tous fluid  is  laden  with  drugs  and  poisonous 
metabolic  products  which,  if  conveyed  too  rap- 
idly into  the  blood  stream,  may  cause  serious, 
if  not  fatal,  intoxication.  In  many  of  these 
cases  the  24-hour  output  of  urine  should  not 
exceed  1500  cc.  for  the  first  few  days  and  dur- 
ing this  time  plenty  of  liquids  should  be  given. 

SUMMARY 

Thus,  a simple  and  practical  classification  of 
heart  failure  has  been  described:  one  that  sim- 
plifies cardiac  therapeusis.  The  importance  of 
using  diuretics  in  removing  cardiac  edema  is 
urged,  but  the  dangers  of  too  rapid  diuresis  in 
chronic  edema  are  emphasized. 
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DISCUSSION 

DR.  W.  C.  BUCHLY  fRoswell,  N.  M.) : When  I 
was  a student  in  New  York  in  the  clinics,  the  prin- 
cipal thing  we  looked  for  was  a heart  murmur  and 
if  the  patient  had  a murmur,  that  was  the  end 
of  our  search.  Digitalis  was  our  sheet  anchor  in 
cases  of  heart  failure.  In  the  early  days  digitalis 
was  given  in  comparatively  small  does,  not  effec- 
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tive  probably  in  a good  many  cases.  Our  prepara- 
tions were  not  standardized  and  when  you  gave  it, 
you  did  not  know  how  much  effect  you  were  going 
to  get.  When  an  impairment  of  the  heart  was  ob- 
served, or  even  a likelihood  of  failure,  we  com- 
menced digitalis  in  small  doses.  The  thing  to  do 
is  to  give  digitalis  before  the  impairment  com- 
mences. Impairment  produces  dilatation  and  dila- 
tation runs  ahead  of  hypertrophy.  The  doctor  re- 
commends digitalis  early  and  continuously;  if  we 
commence  digitalis  before  any  signs  of  heart  failure, 
we  are  liable  to  make  a chronic  out  of  the  patient; 
so  we  must  take  this  under  consideration. 

In  heart  block  we  do  not  want  to  give  digitalis. 
I believe,  as  Dr.  John  Bohan  said,  a good  many  of 
us  give  digitalis  in  too  large  does  and  too  fast.  In 
my  early  experience  I was  rather  cautious  with 
digitalis  and  did  not  believe  in  rushing  it  and  still 
think  we  should  make  haste  slowly,  except  in  an 
emergency.  I also  think  that  we  are  too  careless 
in  giving  it  by  drops.  A drop  might  contain  any- 
where from  two  to  four  minims  and  if  we  give 
it  by  drops  we  do  not  know  how  much  the  patient 
is  getting.  We  should  have  some  graduate  which 
would  measure  it  by  minims.  In  giving  digitalis, 
we  should  watch  very  carefully  to  see  the  effect. 
All  patients,  even  of  the  same  weight,  do  not  stand 
the  same  amount  of  digitalis.  We  should  be  pre- 
pared to  reduce  the  dose,  or  even  increase  it  if 
necessary.  I was  glad  to  hear  Dr.  Bohan  say  what 
he  did  about  having  used  it  as  a heart  stimulant. 
I believe  opiates  are  a good  thing  sometimes  in 
these  heart  cases.  I have  an  old  asthmatic  patient, 
with  a cardiac  regurgitation.  He  is  often  very  rest- 
less and  more  or  less  delirious.  I give  him  codeine 
to  use  at  these  times  and  bromides  to  quiet  him 
down  and  the  trouble  clears  up.  It  is  most  satis- 
factory to  the  family  and  to  the  nurse. 

DR.  G.  WERLEY  (El  Paso,  Texas):  In  regard  to 
digitalis,  some  give  it  in  massive  does  routinely.  I 
have  seen  very  serious  results  from  this  procedure 
where  the  signs  of  over-dosage  had  not  been  rec- 
ognized. A sick  person  has  enough  to  contend  with 
without  slowing  the  pulse  to  the  point  of  heart 
block.  That  is  approaching  the  lethal  dose.  How- 
ever, in  heart  block  due  to  disease,  digitalis  may  be 
given  if  there  is  heart  failure. 

As  to  fibrillation  with  slow  pulse  rate,  I do  not 
know  whether  digitalis  is  always  indicated,  espe- 
cially if  the  heart  rate  and  the  pulse  rate  are 
equal.  I have  a patient  who  has  been  fibrillating 
20  years.  He  has  taken  no  digitalis  because  it 
makes  him  dizzy  and  causes  ocular  disturbances. 
He  has  remained  fairly  well. 

Occasionally  in  cardiac  asthma,  adrenalin  or 
ephedrine  is  helpful.  A great  many  cases  of  heart 
failure  give  history  of  allergy  and  such  may  de- 
velop a true  asthma  along  with  their  heart  failure. 

In  heart  failure  with  edema  I am  convinced  that 
getting  rid  of  the  edema  is  most  essential.  Salry- 
gan  is  the  least  toxic  of  the  mercurial  diuretics  and 


also  the  most  efficient.  It  may,  if  necessary,  be 
used  for  months  with  only  short  intervals  of  rest. 
Ammonium  nitrate  given  in  large  doses  at  the 
same  time,  increase  the  urinary  output.  Theocin  is 
highly  useful  in  getting  rid  of  edema.  Where  con- 
tinous  heart  failure  is  to  be  dealt  with  and 
edema  tends  to  recur,  I combine  a small  dose  of 
theocin  with  digitalis  . Theocin  also  goes  well  with 
salyrgan.  I find  compound  jalap  powder  also  ex- 
cellent in  edema  and  it  too  works  well  with  salyr- 
gan, perhaps  because  the  potassium  bitartrate  in  it 
tends  to  make  the  urine  acid.  In  a recent  case, 
elaterin  seemed  to  succeed  after  modern  drugs  had 
not  entirely  removed  the  edema.  Digitalis  is  still 
the  old  standby  in  heart  failure,  but,  so  long  as  any 
edema  is  left,  the  heart  will  not  work  so  well  as  it 
will  when  the  edema  is  all  gone. 

In  some  cases  of  heart  failure  full  doses  of  thy- 
roid will  get  rid  of  the  edema  where  other  drugs 
have  failed.  So  one  should  remember  to  look  for 
signs  of  hypothyroidism  in  these  cases. 

Dr.  Bohan  has  handled  the  subject  in  masterly 
fashion  and  I have  enjoyed  his  paper  very  much. 

DR.  H.  A.  MILLER  (Clovis,  N.  M.) : I think  the 
mentality  of  the  general  practitioner  is  very  cha- 
otic in  regard  to  the  use  of  digitalis  and  wish  to 
thank  Dr.  Bohan  for  giving  us  definite  indications 
for  its  use.  I should  like  to  ask  him  in  regard  to 
the  use  of  mercurial  diuretics  when  the  blood  pres- 
sure is  high — also  whether  he  pays  any  attention  to 
the  use  of  calcium. 

DR.  F.  D.  VICKERS  (Deming  N.  M.) : I should 
like  to  ask  Dr.  Bohan  if  he  believes  in  giving  digi- 
talis in  flu  cases. 

DR.  BOHAN  (closing) : Regarding  the  question 
of  the  use  of  digitalis  in  flu  cases,  I think  it  is  con- 
traindicated unless  fibrillation  develops.  This  is  a 
good  question  to  bring  up,  however,  as  it  becom- 
ing recognized  that  serious  forms  of  heart  failure 
may  complicate  the  flu.  We  have  had  autopsies  on 
three  such  cases  this  year. 

As  to  Dr.  Miller’s  question  about  the  use  of  mer- 
curial diuretics  when  there  is  a high  blood  chem- 
istry our  practice  is  to  use  them  very  cautiously,  if 
at  all.  We  do  not  use  mercurials  for  nephritic 
edema,  but  albuminuria,  due  to  congestive  heart 
failure,  is  not  a contraindication  to  the  use  of 
salyrgan  in  cases  with  cardiac  edema. 

I was  glad  to  hear  Dr.  Werley  emphasize  the 
frequency  of  heart  block  from  over  dosage  of  digi- 
talis. I would  hesitate  to  use  digitalis  for  its  effect 
on  tone  when  there  is  evidence  of  incomplete  block 
or  bundle  branch  block,  but  if  the  block  is  complete 
it  can  do  no  harm. 

Adrenalin  relieves  the  broncho-spasm  in  about  50 
per  cent  of  the  cases  of  cardiac  asthma.  Neither 
clinical  studies  nor  post  mortem  findings  support 
the  belief  that  either  cardiac  asthma  or  angina 
pectoris  is  an  allergic  phenomenon. 

I want  to  express  my  appreciation  for  your  cour- 
tesy and  for  the  generous  discussion  of  my  paper. 
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THE  UNDERNOURISHED  CHILD 

At  the  invitation  of  the  Children’s  Bureau, 
U.  S.  Department  of  Labor,  I was  privileged  to 
attend  on  October  6 a conference  in  Washing- 
ton which  was  held  under  the  modish  title  of 
Child  Health  Recovery.  This  title  was  severe- 
ly criticized  by  some  of  the  participants  on 
the  ground  that  there  cannot  be  recovery  with- 
out a setback  and,  as  Professor  Haven  Emer- 
son, president  of  the  American  Public  Health 
Association,  insisted,  the  health  of  America’s 
children  as  judged  by  all  kinds  of  mortal- 
ity statistics  has  been  steadily  improving  all 
through  the  depression.  He  would  not  admit 
that  malnutrition  had  increased  to  any  marked 
degree  between  1929  and  1933  or  that  any  new 
machinery  is  necessary  to  discover  which  chil- 
dren are  malnourished. 

Under  such  criticism  the  plan  presented  by 
Dr.  Julius  Hess  on  behalf  of  an  “executive 
committee"  was  accepted  with  only  moderate 
enthusiasm.  The  plan  called  for  the  initiation 
of  committees  by  states,  counties,  and  locali- 
ties, whose  function  would  be,  first,  the  dis- 
covery of  cases  of  malnutrition  and,  second, 
the  application  of  remedies. 

Mr.  Hopkins,  the  federal  relief  administra- 
tor, addressing  the  conference,  flatly  refused 
to  allow  money  for  routine  medical  examina- 
tions of  children,  but  insisted  that  money  is 
available  to  give  adequate  nourishment  to  the 
six  million  children  on  the  relief  rolls  who  are 
not  now  getting  what  they  should.  If  special 
diets  are  indicated,  they,  too,  must  be  provided. 

It  is  comforting  to  know  that  no  child  on  the 
relief  rolls  need  be  malnourished  for  lack  of 
the  money  needed  to  buy  food.  But  one  won- 
ders, rather  sadly,  how  many  will  be  malnour- 
ished because  they  eat  the  wrong  food,  or  eat 
under  the  wrong  conditions  (fatigue,  emotion) 
so  that  they  do  not  digest  their  food,  or  fail  to 
eat  what  is  provided  because  they  have  no  ap- 
petite (focal  infections,  insufficient  sleep,  can- 
dy between  meals).  How  comparatively  in- 
expensive is  the  public  health  nurse  who  in- 
culcates “health  habits”  and  brings  to  the  fam- 
ily doctor  those  children  who  need  his  help 


more  than  they  need  that  of  the  local  relief 
committee. 

PASADENA,  1934 

The  next  meeting  of  the  American  Public 
Health  Association  will  be  held  at  Pasadena. 
No  doubt  the  Southwest  will  be  more  ade- 
quately represented  than  it  was  at  Indianapo- 
lis this  year.  Many  distinguished  sanitarians 
will  pass  through  our  cities  on  their  way  to 
and  from  the  convention.  Let  us  bear  in  mind 
the  opportunity  to  secure  some  of  them  as 
speakers  at  our  own  health  conventions  in  the 
fall  of  1934. 

Santa  Fe  contended  unsuccessfully  for  the 
honor  of  being  host  to  the  next  convention. 
Pasadena  had  a great  advantage  in  that  it  had 
entered  for  several  years  in  the  intercity  cham- 
ber-of-commerce  health-conservation  contests. 
Southwestern  chambers  of  commerce  please 
note  the  moral. 

Many  excellent  papers  read  at  the  conven- 
tion will  be  appearing  in  the  American  Jour- 
nal of  Public  Health.  One  that  especially 
roused  my  interest  was  read  by  Dr.  Louis  I. 
Dublin  on  the  increase  in  the  death  rate  from 
diseases  of  the  heart.  By  analysis  of  these 
deaths  into  sex  and  age  groups,  Doctor  Dublin 
showed  that  deaths  in  the  younger  age  groups 
from  heart  disease  are  actually  declining  and 
that  the  great  increase  is  in  the  older  age 
groups  and  almost  all  among  males.  Doctor 
Dublin  pointed  out  that  deaths  from  heart  dis- 
ease in  the  younger  age  groups  are  due  to  in- 
fection and  that,  due  to  better  housing  as  well 
as  to  preventive  medicine,  rheumatic  infection 
is  being  combated  successfully.  He  did  not  at- 
tempt to  explain  the  great  increase  in  the  force 
of  mortality  from  degenerative  disease  of  the 
heart  among  the  older  males.  Some  years  ago 
Dr.  P.  K.  Holmes1  drew  attention  ot  the  fact 
that  “in  the  last  45  years  the  use  of  cigarettes 
has  increased  700  per  cent  in  the  United 
States,”  and  to  the  parallel  increase  in  deaths 
from  the  degenerative  diseases  and  to  the  dis- 
proportion in  the  force  of  mortality  as  between 
the  sexes.  The  rapid  acquisition  of  the  cigar- 
ette habit  by  the  present  generation  of  women 
should  provide  a useful  control. 

Among  the  scientific  exhibits,  one  that  at- 
tracted much  attention  was  the  exhibit  of  the 
food  and  drug  administration  of  the  U.  S.  De- 
partment of  Agriculture.  This  was  in  illustra- 
tion of  their  bill  which  has  been  introduced  in- 
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to  the  Senate  and  will  come  up  for  debate 
early  in  the  new  year  with  the  following  ob- 
jects: 

(1)  Prevention  of  false  advertising  of  foods, 
drugs  and  cosmetics; 

(2)  Prevention  of  traffic  in  poisonous  cosmetics; 

(3)  Establishment  of  safe  tolerances  for  added 
poisons  in  food; 

(4)  Establishment  of  legally  binding  definitions 
and  standards  for  foods; 

(5)  Power  to  lequire  permits  for  manufacture 
of  potentially  dangerous  products  when  public 
health  cannot  otherwise  be  safeguarded ; 

(6)  Prevention  of  curative  claims  for  drugs 
when  such  claims  are  contrary  to  the  general  agree- 
ment of  medical  opinion; 

(7)  Requirement  for  definitely  informative  la- 
bels for  food  and  drugs;  and 

(8)  Power  to  protect  the  public,  health  from  fu- 
ture products  and  practices  which  may  prove  dan- 
gerous. 

It  is  desirable  that  physicians  should  ac- 
quaint themselves  and  their  patients  with  the 
provisions  of  this  bill — Senate  Bill  1944. 

REFERENCE 

1 Holmes,  P.  K. : Tobacco  in  its  relationship  to 
Public  Health.  Am.  J.  of  Pub.  Health.  11:793,  1921. 

EMERGENCY  RELIEF  AND  THE 
PHYSICIAN. 


Although  nearly  every  medical  journal  ot 
recent  months  has  had  something  on  Emerg- 
ency Relief  and  the  reimbursement  of  physi- 
cians for  services  rendered,  there  is  still  much 
confusion  in  the  minds  of  many  physicians  re- 
garding this. 

The  following  editorial  from  the  Journal  ot 
the  American  Medical  Association  summarizes 
the  situation  very  definitely,  and  is  here  re- 
printed for  the  information  of  reader's  of  this 
journal  who  may  not  have  seen  the  former 
journal: 

According  to  ,a  rule  promulgated,  June  23,  by  the 
Federal  Emergency  Relief  Administration,  state 
emergency  relief  administrators'  must  provide  ade- 
quate medical  service  for  persons  on  relief  rolls.  The 
administration  has  now  issued  rules  . . . showing 

how  this  is  to  be  done.  Money  granted  to  the  states 
from  the  Federal  Emergency  Relief  Fund  may  be 
used  to  pay  for  medical  services  and  supplies  for 
patients  in  their  homes.  All  hospital  expenses  must 
be  paid  for  from  state  or  local  funds.  Federal  mon- 
ey is  not  to  be  used  to  support  existing  medical, 
dental  and  nursing  relief  services  but  only  to  aug- 
ment those  services.  State  and  local  relief  agencies 
are  expected  to  operate  through  agreements  with 
the  organized  medical,  dental  and  nursing  profes- 
sions, state  and  local.  Within  legal  and  economic 
limitations,  the  traditional  relations  between  pa- 
tients and  their  physicians,  dentists  and  nurses  are 
to  be  maintained.  Professional  services  rendered 
ratirnts  on  relief  rolls  must  be  cf  tho  same  type  as 
those  rendered  private  patients  and  are  to  be  paid 
for  at  agreed  rates,  due  allowance  being  made  for 
the  conservation  of  relief  funds.  The  common  aim 
as  stated  by  the  administration,  is'  the  provision  cf 


good  medical  service  at  low  cost,  to  the  benefit  of 
of  the  indigent  patient  and  the  physician,  nurse, 
dentist  and  taxpayer.  It  is  hoped  that  physicians 
will  enter  heartily  into  the  spirit  of  these  rules  and 
join  with  the  Federal,  state  and  local  relief  agencies 
in  making  them  effective. 

In  addition,  we  print  below,  in  full,  the 

“Rules  and  Regulations  Governing  Medical 
Care  Provided  in  the  Homes  for  Recipients  of 
Unemployment  Relief.” 

The  final  and  essential  step  is  for  state  and 
county  medical  societies  to  formulate  an  agree- 
ment with  the  local  administrators  of  federal 
relief.  If  they  are  unable  to  come  to  agreement 
under  the  Rules  and  Regulations  promulgated 
from  Washington,  it  would  be  in  order  to  take 
the  matter  up  with  the  national  headquarters, 
so  that  local  administrators  who  are  out  of 
sympathy  with  the  ideas  of  the  medical  pro- 
fession may  be  brought  to  time. 

The  Federal  Emergency  Relief  Administration, 
Washington,  D.  C.,  makes  available  the  following- 
statement  as  a guide  to  its  personnel  and  to  the 
public : 

The  following  regulations,  governing  the  provi- 
sion in  the  home  of  medical  care  (includes  “medi- 
cine, medical  supplies  and/or  medical  attendance”) 
to  persons  eligible  for  unemployment  relief,  are  here- 
by established. 

1.  Policy. — A uniform  policy  with  regard  to  the 
provision  of  medical,  nursing,  and  dental  care  for 
indigent  persons  in  their  homes  shall  be  made  the 
basis  of  an  agreement  between  the  relief  adminis- 
tration and  the  organized  medical,  nursing,  and 
dental  professions,  state  and/or  local.  The  essence 
of  such  a policy  should  be:  : 

(a)  An  agreement  by  the  relief  administration 
to  recognize  within  legal  and  economic  limitations 
the  traditional  family  and  family-physician  rela- 
tionship in  the  authorization  of  medical  care  for  in- 
digent persons  in  their  homes;  the  traditional 
physician-nurse  relationship  in  the  authorization  of 
bedside  nursing  care;  the  traditional  dentist-patient 
relationship  in  the  authorization  of  emergency  den- 
tal care;  and 

(b)  An  agreement  by  the  physician,  nurse  (or 
nursing  organization)  and  dentist  to  furnish  the 
same  type  of  service  to  an  indigent  .person  as'  would 
be  rendered  to  a private  patient,  but  that  such  auth- 
orized service  shall  be  a minimum  consistent  with 
good  professional  judgment  and  shall  be  charged 
for  at  an  agreed  rate  which  makes  due  allowance 
for  the  conservation  of  relief  funds. 

The  common  aim  should  be  the  provision  of  good 
medical  service  at  a low  cost — to  the  mutual  bene- 
fit of  indigent  patient,  physician,  nurse,  dentist  and 
taxpayer. 

The  policy  adopted  shall  be  to  augment  and  ren- 
der more  adequate  facilities  already  existing  in  the 
community  for  the  provision  of  medical  care  by  the 
medical,  nursing  and  dental  professions  to  indigent 
persons.  It  shall  imply  continuance  in  the  use  of 
hospitals,  clinics  and  medical,  dental  and  nursing 
services  alreadv  established  in  the  community  and 
paid  for.  in  whole  or  in  part,  from  local  and/or 
state  funds  in  accordance  with  local  statutes  or 
charter  provisions.  Federal  emergency  relief  funds 
sha1!  net  be  used  in  lieu  of  local  and/or  state  funds 
to  nav  for  these  established  services. 

The  phras°  “in  their  homes”  shall  be  interpreted 

(Continued  on  page  435) 
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HIGH  LIGHTS  OF  SOUTHWESTERN 
MEETING 

It  was  a highly  successful  and  satisfactory 
meeting.  Officers,  program  committee  and  en- 
tertaining society,  in  spite  of  an  excellent  pro- 
gram and  fine  preparation,  feared  the  attend- 
ance would  be  small  and  the  interest  not  up  to 
average.  This  did  not  prove  to  be  the  case,  the 
attendance  and  interest  being  equal  to  those 
for  any  meeting  of  recent  years.  At  the  even- 
ing clinical  meeting  at  Beaumont  Hospital,  at 
least  140  members  and  guests,  outside  of  the 
hospital  staff,  attended.  At  the  banquet,  when 
the  ladies  participated,  about  200  were  pres- 
ent. Some  of  the  scientific  meetings  were  not 
well  attended,  and  those  who  failed  to  attend 
the  closing  discussions  on  Saturday  afternoon 
probably  missed  the  most  enjoyable  and  val- 
uable hour  of  the  convention.  However,  it  is 
nothing  unusual  for  doctors  to  “cut”  the  sci- 
entific programs  at  a medical  meeting.  The 
local  arrangements  were  well  taken  care  of, 
the  spacious  quarters  of  the  El  Paso  Club,  on 
the  tenth  floor  of  the  Hotel  Hussmann,  being 
turned  over  to  the  El  Paso  County  Society  for 
this  meeting,  permitting  a very  excellent  ar- 
rangement for  registration,  scientific  exhibits, 
one  commercial  exhibit,  and  the  auditorium 
for  the  scientific  meetings. 

The  registration,  in  charge  of  Dr.  Leslie  M. 
Smith,  was  taken  care  of  very  efficiently  by 
Mr.  Appel  and  assistants  from  the  Ladies’ 
Auxiliary.  The  women  also  had  their  own  reg- 
istration in  the  lobby  of  the  hotel. 

This  meeting  for  the  first  time  had  a credit- 
able Scientific  Exhibit;  arrangements  for  this 


were  in  charge  of  Dr.  George  Turner.  Light 
boxes  for  films  and  tables  for  other  exhibits 
were  provided.  This  is  just  a beginning,  be- 
cause the  use  of  scientific  exhibits  has  become 
a major  feature  in  all  medical  meetings  of  any 
importance,  and  they  will  continue  to  grow  in 
size  and  importance  in  our  own.  Perhaps  the 
most  interesting  exhibit  shown  was  the  one  by 
Dr.  Dutton,  demonstrating  the  preparation  of 
bacteriophage,  the  Eagle  flocculation  test  for 
syphilis  and  the  electrophoretic  charge  of  bac- 
teria. Several  series  of  x-ray  films,  illustrating 
various  interesting  medical  and  surgical  condi- 
tions, were  on  exhibit.  The  development  of  the 
scientific  exhibit  will  be  an  important  phase  of 
the  next  annual  meeting. 

The  clinical  meeting  at  the  William  Beau- 
mont Hospital  was  not  only  the  most  interest- 
ing session  of  the  convention,  but  was  a model 
for  the  presentation  of  clinical  case  reports. 
The  Association  remains  under  great  obliga- 
tion to  the  staff  of  this  hospital  for  their  coop- 
eration in  the  El  Paso  meetings. 

There  was  no  tendency  at  this  meeting  for 
authors  of  papers  to  exceed  their  time  limit. 
The  enthusiasm  of  some  discussants  caused 
them  to  emulate  Joshua  and  fancy  they  had 
stopped  the  passage  of  time,  but  this  proved 
not  to  be  serious  and  the  program  was  com- 
pleted on  time.  Four  papers  were  read  by  ti- 
tle, the  time  allotted  to  them  being  given  over 
to  discussion  in  preference  to  having  the  pa- 
pers read  in  the  absence  of  the  authors. 

In  the  election  of  officers.  Dr.  David  M.  Da- 
vis of  Phoenix,  a comparatively  new  member 
of  the  Association,  who  evidently  has  very  fa- 
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vorably  impressed  the  members  of  the  organ- 
ization, was  chosen  president-elect,  with  Dr. 
J.  J.  Gorman,  of  El  Paso,  vice-president,  and 
Dr.  W.  W.  Watkins  re-elected  secretary-treas- 
urer. The  Association  chose  to  return  to  El 
Paso  for  the  1934  meeting,  on  account  of  im- 
portant plans  which  will  affect  the  develop- 
ment of  the  organization  and  for  the  proper 
consideration  of  which  a large  body  of  the 
membership  is  necessary. 

Detailed  report  of  the  meeting  will  appear  in 
next  month’s  journal. 


MEDICAL  LIBRARY  IN 
PHOENIX 

With  the  formation  of  a library  Board  with- 
in the  Maricopa  County  Medical  Society,  with 
the  responsibility  of  developing  and  maintain- 
ing a medical  library,  this  project  took  on  a 
new  lease  of  life.  With  commodious  quarters 
supplied,  without  rental  charge,  in  the  Profes- 
sional Building,  this  Society  has  the  opportun- 
ity to  develop  and  maintain  a library  of  great 
value  to  all  doctors  within  reach  of  its  facili- 
ties. 

The  amendment  to  the  Constitution  provid- 
ing for  the  Board  is  as  follows: 

There  shall  be  a Library  Board  which  shall  be  re- 
sponsible for  the  maintenance  and  development  of 
the  medical  library  of  the  Society.  This  Board  shall 
consist  of  five  members,  one  of  whom  shall  be  elect- 
ed annually,  to  serve  five  years.  (Immediately  upon 
the  adoption  of  this  amendment,  the  Beard  members 
shall  be  elected  as  follows:  One  to  serve  the  remain- 
der of  the  current  year  (1933)  ; one  to  serve  through 
the  year  1934;  one  to  serve  through  the  year  1935; 
one  to  serve  through  the  year  1936;  one  to  serve 
through  the  year  1937.  At  the  annual  meeting  at 
which  officers  for  the  year  1934  are  elected,  a 
Board  member  shall  be  elected  to  serve  five  years, 
and  annually  thereafter  one  member  shall  be  elect- 
ed.) 

The  Board  may  elect  its  own  chairman,  secretary 
and  treasurer,  and  shall  have  authority  to  solicit, 
collect  and  expend  funds  for  the  maintenance  of  the 
library  and  the  development  of  its  facilities.  Such 
funds  are  to  be  voluntary  contributions,  supple- 
mentary to  any  appropriation  made  by  the  Society 
for  library  expense. 

If  a vacancy  occurs  in  the  Library  Board,  by  rea- 
son of  death,  removal  or  resignation,  the  vacancy 
shall  be  filled  by  election  at  the  next  regular  meet- 
ing of  the  Society.  Three  members  of  the  Board 
shall  be  a quorum  for  the  transaction  of  business. 

The  Board  shall  elect  a librarian  from  the  mem- 
bership of  the  Society  and  may  employ  such  clerical 
help  as  necessary  for  maintaining  the  library  and 
developing  its  facilities;  provided,  however,  that 
they  will  contract  no  indebtedness  in  the  name  of 
the  Society,  and  that  they  will  furnish  the  Board 
of  Directors  with  a budget  showing  their  proposed 
expenditures  and  sources'  of  income  and  secure  the 
approval  of  the  said  Board  of  Directors,  or  of  the 
society. 


The  Library  Board  is  empowered  to  make  and 
enforce  rules  regarding  the  use  of  the  library  and 
its  facilities,  subject  to  the  approval  of  the  society. 
They  shall  report  to  the  Board  of  Directors,  when 
requested,  and  annually  to  the  Society,  regarding  all 
funds  collected  and  expended  by  them,  as  well  as 
regarding  all  other  activities  connected  with  the 
Library. 

The  Library  Board  shall  copoerate  with  the  Com- 
mittee on  Scientific  Work  and  Program  by  assem- 
bling, summarizing  and  distributing  information; 
by  helping  to  arrange  attractive  and  interesting 
scientific  programs;  and  by  stimulating  the  mem- 
bers of  the  Society  to  improve  themselves  in  the 
knowledge  of  the  art  and  practice  of  medicine. 

The  Board  members  elected  were  Drs.  Fred 
G.  Holmes,  Orville  H.  Brown,  Louis  B.  Bald- 
win, George  E.  Shields  and  Thomas  W.  Wood- 
man. At  their  first  meeting,  Dr.  Orville  H. 
Brown  was  made  chairman  and  Dr.  George  E. 
Shields,  Secretary-Treasurer.  Dr.  W.  W.  Wat- 
kins was  elected  Librarian  by  the  Board.  A 
custodian  of  the  library  will  be  on  hand  each 
day  (except  Sundays  and  Holidays)  from  11 
a.  m.  to  3 p.m.;  later  the  hours  will  be  length- 
ened. The  library  has  available  about  90  medi- 
cal journals,  besides  several  hundred  books. 


RICHARD  EMORY  YELLOTT 

(Benson,  Ariz.) 


One  of  the  best  known  practitioners  of 
southern  Arizona  was  lost  to  the  profession, 
in  the  death  of  Doctor  Richard  E.  Yellott,  of 
Benson,  on  November  28th.  He  died  as  the  re- 
sult of  cardiac  complications.  Dr.  Yellott  was 
fifty-eight  years  of  age,  took  his  medical  work 
in  the  University  of  Virginia,  from  which  he 
graduated  in  1905.  He  was  licensed  in  Arizona 
in  1912,  and  had  practiced  for  more  than 
twenty  years,  pracitcally  all  of  this  time  at 
Benson.  He  was  an  active  member  of  the  Co- 
chise County  Medical  Society,  the  Arizona 
State  Medical  Association  and  was  a Fellow 
of  the  American  Medical  Association.  In  his 
community  and  in  the  medical  profession  gen- 
erally there  will  be  a loss  hard  to  fill. 


ROBERT  F.  HOGSETT 

(Albuquerque) 

The  accidental  death  of  Doctor  Robert  F. 
Hogsett,  of  Albuquerque,  cut  short  a very 
promising  career  in  medical  practice  and  was 
a shock  to  all  his  confreres  in  Bernalillo  Coun- 
ty. He  sustained  a fractured  skull  as  the  result 
of  a fall  through  an  open  trap-door  in  a garage. 
He  never  regained  consciousness,  and  died  on 
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November  26th.  Dr.  Hogsett  was  only  thirty 
years  of  age,  was  unmarried  and  resided  with 
his  parents.  He  was  born  in  Bethlehem,  Pa., 
and  graduated  from  Jefferson  Medical  College 
in  Philadelphia  in  1926.  He  had  practiced  in 
Albuquerque  four  years,  and  was  one  of  the 
most  prominent  of  the  younger  professional 
men.  He  was  a Mason  and  was  president  of 
the  20-30  service  club.  He  was  medical  ad- 
visor for  the  Sandia  Civilian  Conservation 
Corps  camp  and  worked  with  the  county 
health  board.  He  was  a member  of  the  Berna- 
lillo County  Medical  Society  and  of  the  New 
Mexico  State  Medical  Society. 

EL  PASO  COUNTY  MEDICAL 
SOCIETY. 


November  13,  1933.  . 

(Reported  by  Dr.  Leslie  M.  Smith,  Secretary). 


1.  Impressions  Concerning  Surgery  in  Europe: 

J.  Leighton  Green,  El  Paso,  Texas. 

2.  Horseshoe  Kidney,  Report  of  Four  Cases: 

K.  D.  Lynch,  M.  D„  and  Robt.  F.  Thompson,  M.  D., 
El  Paso,  Texas. 


The  El  Paso  County  Medical  Society  met  Mon- 
day, November  13,  at  8 o’clock,  at  Hotetl  Hussman. 

Dr.  Mitchell  presented  a case  from  the  county 
hospital  for  further  observation.  This  patient  had 
been  presented  at  the  previous  meeting.  The  diag- 
nosis lay  between  syphilis  of  the  stomach  and  ulcer. 
Marked  benefit  had  resulted  from  medical  treat- 
ment. The  case  was  dicussed  by  Dr.  T.  J.  Mc- 
Camant. 

Dr.  F.  D.  Garrett  presented  a case  of  tumor  at 
the  brim  of  the  right  pelvis,  which  was  thought  to 
be  an  extra  lobe  of  the  liver,  and  another  case  of 
tumor  in  the  epigastric  region  causing  jaundice. 
This  patient  was  operated  on  elsewhere  and  cystic 
tumor  containing  a gelatinous  mass  was  found.  It 
was  adherent  to  the  liver,  intestines,  and  gall- 
bladder. These  cases  were  dicussed  by  Doctors  Paul 
Gallagher,  F.  P.  Miller,  W.  L.  Brown  and  K.  D. 
Lynch. 

Dr.  J.  Leighton  Green  gave  his  impressions  of 
surgery  and  surgeons  in  the  various  European 
clinics  which  he  recently  visited.  He  contrasted 
the  type  of  work  done,  the  hospital  atmosphere, 
and  the  personalities  of  the  surgeons  of  different 
nationalities.  Dr.  Green  stated  that  his  visits  to 
the  European  clinics  were  quite  interesting  and  in- 
structive: but  that  on  the  whole  American  surgery 
compares  very  favorably  with  that  of  any  European 
nation.  Dr.  Green’s  paper  was  read  by  Dr.  E.  W. 
Rheinheimer  and  discussed  by  Dr.  Mott  Rawlings. 

Drs.  K.  D.  Lynch  and  Robt.  F.  Thompson  pre- 
sented a paper  on  horseshoe  kidney,  with  a report 
of  four  cases.  They  stated  that  the  horse-shoe 


kidneys  are  very  prone  to  pathological  developments 
on  account  of  urinary  stasis.  The  usual  conditions 
met  with  are  renal  calculi,  hydronephrosis,  pyone- 
phrosis, pyelitis,  tuberculosis,  and  tumors.  The 
treatment  is  usually  surgical  and  depends  upon  the 
type  of  pathology.  The  paper  was  illustrated  by 
lantern  slides.  Discussion  by  Drs.  W.  R.  Curtis, 
W.  R.  Jamieson,  M.  Rawlings,  and  Major  Raycroft. 

The  secretary  read  a letter  from  the  management 
of  Hotetl  Hussman  offering  the  Medical  and  Surgi- 
cal Association  of  the  Southwest  the  use  of  the  El 
Paso  Club  for  their  meetings  and  social  functions. 
The  society  instructed  the  secretary  to  write  a 
letter  of  appreciation  to  the  Hussman  for  this 
courtesy. 

Dr.  Ralph  Homan  moved  that  four  dollars  of  the 
dues  be  refunded  to  each  member  for  1934.  This 
motion  was  seconded  and  carried. 

Dr.  T.  J.  McCamant  stated  that  he  could  supply 
a room  in  the  Health  Department  Building  for  the 
medical  library.  The  society  voted  to  accept  this. 

Adjournment  was  at  10  p.  m. 


PIONEER  DAYS  IN  ARIZONA  by  Frank  C.  Lock- 
wood,  University  of  Arizona.  Tucson,  Ariz.  Publish- 
ed by  the  Macmillan  Company.  Price  $4.00.  Can 
be  bought  from  the  author. 

This  is  the  only  one  volume  history  of  Arizona 
from  the  Spanish  occupation  to  statehood.  It  gives 
the  best  panoramic  description  of  the  stirring  events 
which  have  made  Arizona  a land  of  romance.  The 
different  Indian  uprisings  and  revolts  are  treated 
with  a sympathetic  understanding  and  eminent  fair- 
ness to  the  Indian  chiefs.  While  its  subject  matter 
is  concerned  chiefly  with  Arizona,  it  must  neces- 
sarily include  much  of  interest  to  New  Mexico  and 
California.  The  book  was  read  in  two  evenings  by 
the  reviewer  with  no  desire  to  lay  it  aside.  It  is 
more  interesting  than  any  book  of  fiction.  The 
author  is  a brother  of  Dr.  Charles  D.  Lockwood, 
now  deceased,  formerly  widely  known  surgeon  of 
Pasadena,  Calif. 

The  book  will  serve  many  useful  purposes,  be- 
sides giving  pleasure  and  profit  to  any  reader.  As 
a Christmas  present  to  any  boy  or  girl  in  Arizona, 
or  to  friends  or  relatives  in  the  east,  it  will  be  an 
excellent  demonstration  of  one’s  own  pride  in  Ari- 
zona. It  is  not  likely  that  second  edition  of  the 
book  will  be  printed.  The  author’s  former  book 
on  “Arizona  Characters”  is  now  out  of  print  and 
copies  are  in  demand  at  a high  premium  when  they 
can  be  found.  The  following  abstract  is  taken 
from  “The  Yale  Review:” 

“The  author  is  a professor  in  his  State  University 
and  the  book  is  evidently  a labor  of  love.  It  is 
scholarly,  comprehensive  and  entertaining.  Well- 
nigh  a model  of  what  a single-volume  state  history 
designed  for  the  general  reader  should  be.  Visitors 
to  the  Southwest  who  care  enough  about  the  region 
to  read  a serious  and  informative  narrative  of  how 
it  came  to  be,  will  hardly  find  a better  reference 
than  Lockwood’s  “Pioneer  Days  in  Arizona.” 

W.W.W. 
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EMERGENCY  RELIEF  AND  THE  PHYSICIAN 

(Continued  from  page  431) 
to  include  office  service  for  ambulatory  patients, 
with  the  understanding  that  such  office  service  shall 
not  supplant  the  services  of  clinics  already  provided 
in  the  community. 

2.  Procedure. — A uniform  procedure  for  authori- 
zation of  medical,  nursing,  and  dental  care  in  the 
heme  shall  be  established  by  each  state  and/or  local 
emergency  relief  administration.  This  procedure 
shall  not  be  in  conflict  with  the  following  require- 
ments : 

(«.)  Written  Order. — All  authorizations  for  medi- 
cal, nursing  and  dental  care  shall  be  issued  in  writ- 
ing by  the  local  relief  officer,  on  the  regular  relief 
order  blank,  prior  to  giving  such  care;  except  that 
telephone  authorization  shall  immediately  be  fol- 
lowed by  such  a written  order;  and  provided  that 
authorizations  for  bedside  nursing  care  shall  be 
based  on  a recommendation  by  the  attending  physi- 
cian, in  cases  where  a physician  is  in  attendance, 
who  shall  certify  to  the  need  for  nursing  service  as 
part  of  the  medical  care.  Authorizations  for  medicine 
and  medical  supplies'  shall  also  be  issued  in  writing 
and,  in  general,  such  authorizations  shall  not  be  is- 
sued except  on  written  request  of  the  physician 
authorized  to  attend  the  person  for  whose  use  they 
are  desired. 

(b)  Acute  Illness. — Authorizations  for  medical 
care  for  acute  illness  shall  be  limited  to  a definite 
period  and  a maximum  expenditure  or  number  of 
visits  (i.  e.,  not  more  than  two  weeks  or  ten  visits), 
according  to  the  standard  agreement  made  between 
relief  officials  and  physicians  under  regulation  1. 
Medical  care  in  excess  of  this  period  shall  not  be 
authorized  until  after  a reinvestigation  of  the  case 
in  the  home  by  the  local  emergency  relief  adminis- 
tration. 

(c)  Chronic  Illness. — Medical  care  for  prolonged 
illnesses,  such  as  chronic  asthma,  chronic  heart  dis- 
ease, chronic  rheumatism,  diabetes,  etc.,  shall  be  au- 
thorized on  an  individual  basis,  and,  in  general,  vis- 
its shall  be  limited  in  frequency  (i.  e.,  not  more  than 
one  visit  per  week  for  a period  not  exceeding  two  or 
three  months)  by  agreement.  Nursing  care  for  such 
chronic  illnesses  shall,  in  general,  be  authorized  in 
accordance  with  the  need  for  such  care  as  indicated 
by  the  attending  physician.  If  necessary,  more  fre- 
quent visits,  by  the  physician  or  nurse,  for  an  acute 
attack  occurring  in  the  course  of  a chronic  illness, 
may  be  authorized.  Care  for  chronic  illness  author- 
ized under  this  section  shall  supplement  and  not 
supersede  existing  community  services',  such  as  vis- 
iting nursing  service  or  institutional  care. 

( d ) Obstetric  Care. — Authorization  for  obstetric 
service  in  the  home  shall  include  an  agreed  mini- 
mum number  of  prenatal  visits  (where  possible), 
delivery  in  the  home,  and  necessary  postnatal  care. 
Due  caution  shall  be  exercised  that  this  authoriza- 
tion for  delivery  in  the  home  does  not  involve  un- 
due risk  to  the  patient  for  whom  hospital  care  may 
be  imperative.  The  physician  authorized  to  attend 
the  confinement  in  the  home  shall  be  responsible  for 
certifying  to  the  local  relief  administration  that,  in 
his  professional  judgment,  delivery  in  the  home  will 
be  safe. 

(e)  Special  Services. — Medical  and  nursing  serv- 
ices not  covered  above  shall  be  authorized  on  an  in- 
dividual basis,  subject  to  the  general  provisions  of 
the  agreement  made  under  regulation  1.  Special 
dental  service  shall  be  subject  to  a similar  proce- 
dure. 

Medical  care  shall  not  ordinarily  be  authorized  by 
relief  administrations  for  conditions  that  do  not 
cause  acute  suffering,  interfere  with  earning  capac- 


MALNUTRITION 

— especially  in  children  who  dislike  milk 

While  malnutrition  in  children  may  be  due  to 
premature  birth,  to  some  constitutional  debility  or 
the  development  of  some  serious  disease,  the  great 
majority  of  cases  are  due  to  improper  or  faulty  diet. 

Insufficient  milk  is  by  far  the  most  serious  fail- 
ing in  children’s  diets.  This  is  due,  no  doubt,  to  the 
fact  that  so  many  youngsters  dislike  milk  and  re- 
fuse to  drink  it.  More  and  more  physicians  are 
meeting  this  problem  by  prescribing  Cocomalt — 
which  is  as  alluring  as  chocolate  soda  to  children. 

Prepared  as  directed.  Cocomalt  adds  110  extra 
calories  to  a cup  or  glass  of  milk — increasing  the 
protein  content  45%,  the  carbohydrate  content 
184%,  the  mineral  content  (calcium  and  phosphor- 
us) 48%'.  It  is  rich  in  Vitamin  D,  containing  no 
less  than  30  Steenbock  (300  ADMA)  units  of  Vita- 
min D per  ounce  funder  license  by  Wisconsin  Uni- 
versity Alumni  Research  Foundation). 

This  rich  Vitamin  D content,  combined  with  the 
extra  calcium  and  phosphorus  Cocomalt  mixed  with 
milk  provides,  aids  substantially  in 
the  development  of  strong  bones 
and  teeth. 

At  grocery  and  drug  stores  in  ‘/2-lb.  and  1-lb. 
vacuum-sealed  cans.  Also  in  5-lb.  cans  for  hos- 
pital use,  at  a special  price.  R.  B.  Davis  Co., 

Hoboken,  N.  J. 

FREE  TO  PHYSICIANS 

Send  your  name  and  address  for  a 
trial-size  can  of  Cocomalt,  free. 

WOO  OUR  MIT 


Cocomalt  is  a scientific  food  concentrate  of  sucrose,  skim  milk, 
selected  cocoa,  barley  malt  extract,  flavoring  and  added  Vita- 
min D. 

ADDS  70%  MORE  FOOD-ENERGY  TO  MILK 

(Prepared  according  to  label  directions) 


R.  B.  DAVIS  CO.,  Dept.  BX12,  Hoboken,  N.J. 

Please  send  me  a trial-size  can  of  Coco- 
malt, free. 


Dr. 


Address  


City  State. 


Cocomalt  is  ac- 
cepted by  the 
Committee  on 
Foods  of  the 
American  Med- 
ical Association 
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ity,  endanger  life,  or  threaten  some  permanent  new 
handicap  that  is  preventable  when  medical  care  is 
sought. 

(/)  Accessory  Services. — Emergency  dental  care 
and  bedside  nursing  service,  for  indigent  persons  in 
their  homes,  may  be  authorized  subject  to  the  exist- 
ing general  policy  of  the  state  and/or  local  relief  ad- 
ministration. 

(1)  Dental  care  shall,  in  general,  be  restricted  to 
emergency  extractions  and  repairs.  Dentists  and 
dental  care  shall  be  subject  to  the  same  general  re- 
strictions indicated  for  physicians  under  regulation 
1. 

(2)  Bedside  nursing  care,  where  authorized, 
shall  conform  to  a procedure  comparable  to  the  one 
outlined  lor  physicians  above,  and  shall  be  provided 
under  an  agreement  made  between  relief  adminis- 
trations and  nursing  organizations,  state  and/or 
local,  under  the  same  principles  suggested  for  physi- 
cians under  regulation  1.  Standards  of  accredited 
local  nursing  organizations  shall  be  followed  by 
nurses  giving  authorized  bedside  nursing  care  to  in- 
digent persons  in  their  homes.  Such  authorized  bed- 
side nursing  care  shall  not  supersede  or  supplant 
existing  local  official  services  giving  such  care  un- 
der the  provisions  of  local  law. 

(</)  Fee  Schedule. — The  agreement  between  the 
state  and/or  local  relief  administration  and  the  or- 
ganized professional  groups  of  physicians,  nurses 
and  dentists,  state  and  /or  local,  established  under 
regulation  1,  shall  include  a fee  schedule  covering 
the  basic  and  special  services  outlined  in  sections 
( b ) to  (/),  inclusive,  of  this  regulation.  In  the  in- 
terests of  simplified  accounting  it  is  suggested : 
That  a flat  rate  be  established,  on  a per  visit  basis 
for  the  usual  care  given  to  acute  and  chronic  ill- 


ness (sections  (6)  and  (c)  above),  for  attendance 
at  confinement  (section  (d)  above),  for  emergency 
extractions  (section  (/)  above),  and  for  a bedside 
nursing  visit  (section  (/)  above) ; and  that  all  spe- 
cial services  (medical,  nursing  or  dental)  be  cov- 
ered by  an  agreed  reduction  from  the  usual  mini- 
mum fee  schedule  for  such  services  with  an  agreed 
maximum  fee.  A recognized  differential  in  fee  shall 
be  established  between  a home  and  an  office  visit. 
All  fees  shall  be  established  on  the  basis  of  an  ap- 
preciable reduction  from  the  prevailing  minimum 
charges  for  similar  services  in  the  state  and  local 
communities,  with  due  recognition  of  the  certainty, 
simplicity  and  promptness  of  payment  that  author- 
ization from  the  local  relief  administration  insures. 
This  schedule  shall  only  apply  where  the  expendi- 
ture of  federal  relief  funds  is  involved  and  shall  not 
pieclude  the  payment  of  additional  amounts  from 
local  funds. 

Where  bedside  nursing  care  is  authorized,  the  flat 
rate  per  visit  shall  be  established  by  agreement  at 
not  to  exceed  the  certified  cost  per  visit  established 
for  accredited  visit  nursing  organizations  in  the 
state  or  local  district. 

(h)  Bills.  — Physicians,  nurses  (or  nursing  or- 
ganizations) and  dentists  who  are  providing  auth- 
orized medical  care  to  indigent  persons  in  their 
homes  shall  submit  to  the  local  relief  official, 
monthly  (within  ten  days  after  the  last  day  of  the 
calendar  monht  in  which  such  medical  care  was 
provided),  an  itemized  bill  for  each  patient.  Each 
bill  shall  be  chronologically  arranged  and  shall  con- 
tain at  least  enough  information  to  permit  proper 
audit  (i.  e.,  name,  age  and  address  of  patient;  gen- 
eral nature  of  illness  or  diagnosis;  whether  home 
or  office  treatment;  dates  of  service;  and  status  of 


THE  LONG  SANATORIUM 

EL  PASO,  TEXAS. 


Modernly  equipped  for  the  care 
and  treatment  of  tuberculosis  in 
all  stages.  Rates  $15.00  per  week 
and  up.  Nurses  care  and  medical 
attention  included.  $10.00  per  week 
for  convalescents.  Write  for  de- 
scriptive booklet. 


A.  D.  Long,  M.  D. 

Medical  Director 


Founded  1896  by  Dr.  Hubert  Work 


A modern,  newly  constructed 
Sanitarium  for  the  scientific 
care  and  treatment  of  those 
nervously  and  mentally  ill,  the 
senile  and  drug  addicts. 


CRUM  EPLER,  M.  D. 


WOODCROFT  HOSPITAL,  PUEBLO,  COLORADO 


S uperintendent 
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case  at  end  of  month — cured,  sent  to  hospital,  dead, 
needs  further  care,  etc.).  Bills  for  medical  care 
shall  be  accompanied  by  the  original  written  order 
for  such  care,  except  for  cases  in  which  medical 
service  under  an  authorization  has  not  terminated 
during  the  calendar  month  covered  by  the  bill,  in 
which  cases  the  bill  shall  show,  in  addition  to  the 
details  required  above,  the  date  and  serial  number 
of  the  outstanding  order.  Retroactive  authorizations 
shall  not  be  issued  or  honored  for  payment. 

Bills  for  special  and  accessory  services,  outlined 
under  sections  (e)  and  (/)  above,  shall  give  full  de- 
tails of  such  services,  and  bill  for  medicines  and 
medical  supplies,  under  (?)  below,  shall  be  subject 
to  the  same  general  requirements.  Bills  for  drugs 
shall  list  the  name  and  quantity  of  each.  The  form- 
ula and  number  of  each  prescription  costing  more 
than  25  cents  shall  be  submitted  with  or  made  a 
part  of  the  pharmacist’s  bill. 

Note. — The  submission  of  bills  and  their  audit  and 
authorization  for  payment  will  be  simplified  if  the 
state  emergency  relief  administration  provides  a 
suitable  bill  form. 

(?)  Medicine  and  Medical  Supplies. — Physicians 
providing  authorized  medical  care  to  indigent  per- 
sons shall  use  a formulary  which  excludes  expen- 
sive drugs  where  less  expensive  drugs  can  be  used 
with  the  same  therapeutic  effect.  When  expensive 
medication  is  considered  essential  by  the  authorized 
attending  physician,  it  may  be  authorized  after  con- 
sultation with  the  local  medical  advisory  commit- 
tee. 

Prescriptions  for  necessary  drugs  and  medicine 
shall  be  restricted  to  the  National  Formulary  or 
the  United  States'  Pharmacopeia.  To  avoid  exces- 
sive expenditures  for  remedies  of  unknown  or  doubt- 
ful value,  proprietary  or  patent  medicines  shall  not 
be  authorized. 


State  and/or  local  relief  officials  are  urged  to 
make  trade  agrgeements  with  pharmaceutical  or- 
ganizations and  druggists  for  uniform  or  reduced 
rates  for  prescriptions. 

Authorizations  for  medical  supplies  shall  be  re- 
stricted to  the  simplest  emergency  needs  of  the  pa- 
tient consistent  with  good  medical  care. 

In  general,  authorizations  for  medicine  and  med- 
ical supplies  shall  not  be  issued  except  on  written 
request  of  the  physician  authorized  to  attend  the 
person  for  whose  use  they  are  desired. 

3.  Authority. — The  state  emergency  relief  ad- 
ministration, responsible  for  the  distribution  of  fed- 
eral and  state  emergency  relief  funds  to  local  relief 
administrations,  shall  give  approval  to  such  state- 
ments of  policy,  proposed  fee  schedules,  and  de- 
tailed procedures,  governing  the  provision  of  medi- 
cal, nursing  ard  dental  care  in  the  home  to  recipi- 
ents of  unemployment  relief,  as  may  be  established 
by  state  and/or  local  relief  administrations,  in  ac- 
cordance with  the  provisions  of  regulations  1 and 
2,  above,  before  such  policies,  schedules  and  proce- 
dures shall  take  effect.  It  shall  be  the  responsibil- 
ity of  the  state  emergency  relief  administration  to 
formulate  a nrogram  of  medical,  nursing  and  den- 
tal care  for  indigent  persons  in  their  homes,  which 
shall  not  be  in  conflict  with  the  provisions  of  regu- 
lations 1 and  2,  above,  and  to  make  sure,  bv  giving 
or  withholding  apnrova1,  that  analogous  programs 
formulated  by  local  relief  administrations  shall  not 
be  in  conflict  with  such  state  program 

(a)  State  and  Local  Professional  Advisory  Com- 
mittees.— State  and  local  relief  administrations  shall 
request  the  presidents  of  the  state  and  ’o^al  m°r’i- 
cal,  nursing,  dental  and  nharmac°utical  organiza- 
tions, respectively  to  designate  an  existing  commit- 
tee or  appoint  a special  committee,  to  advise  them 
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in  the  formulation  and  adoption  of  adequate  pro- 
grams for  medical,  nursing  and  dental  care  in  the 
nome  for  indigent  persons.  The  relief  administra- 
tions shall  be  responsible  for  the  final  adoption  ox 
such  programs,  fhe  medical,  nursing,  dental  and 
pharmaceutical  advisory  committees  can  assist  these 
aamm’strations  in  maintaining  proper  professional 
standards  and  in  enlisting  the  cooperation  of  the 
constituent,  professional  membership  in  such  pro- 
grams. Local  medical,  nursing  and  dental  pro- 
grams submitted  to  the  state  relief  administration 
ror  approval  should  be  submitted  to  the  appropriate 
professional  advisory  commitee  for  comment,  before 
tinal  approval  is  given.  The  appropriate  profes- 
sional advisory  committees  should  be  consulted  by 
re.ief  administrations  with  regard  to  disputed  prob- 
lems of  medical,  nursing  and  dental  policy  and 
practice. 

( b ) Licensed  Practitioners  of  Medicine  and  Re- 
lated P)  ofessions. — When  a program  of  medical 
care  in  the  home  for  indigent  persons  has  been  offi- 
ciallv  adopted,  participation  shall  be  open  to  all 
nhysicians  licensed  to  practice  medicine  in  the  state, 
subject  to  local  statutory  limitations  and  the  gen- 
eral policy  out  ined  in  regulation  1,  above.  Physi- 
cians authorized  by  relief  officials  to  give  medical 
care  under  this  program  shall  have  accepted,  or 
shall  be  willing  to  accept,  the  regulations  and  re- 
strictions inherent  in  such  a program.  In  order  to 
provide  adequate  medical  care  it  may  be  desirable 
for  local  relief  officials  to  manitain  on  a district  ba- 
sis a list  or  file  of  physicians  in  the  community  who 
nave  agreed  in  writing  to  comply  with  the  officially 
adopted  program.  Such  a list  of  physicians  should 
a’so  facilitate  a more  equitable  distribution  of  or- 
ders for  medical  services. 

A similar  policy  and  procedure  shall  be  followed 
in  the  preparation  of  approved  lists  of  nurses,  den- 
tists and  pharmacists  Licensure  and/or  registra- 
tion to  practice  their  respective  professions  in  the 
state  shall  be  a prei'equisite  to  approval  of  gradu- 
ate nurses,  dentists  and  pharmacists  for  author- 
ized particiration  in  the  officially  approved  state 
program  for  the  provision  of  medical  care  for  indi- 
gent persons  in  their  homes. 

(c)  State  Program  for  Medical  Care  to  Indigent 
Persons  in  Their  Homes. — When  the  state  emerg- 
ent’' re'ief  administration  has  adopted  a uniform 
n’-og’-am  for  medical,  nursing  and  dental  care  for 
’nd'gent  n^rsons  in  their  homes,  in  accordance  with 
t>e~°  r'il°s  a coov  of  such  program,  including  the 
rt’>t°merit  of  nolicv.  fee  schedules  and  detailed  pro- 
cedures. shall  he  filed  immediatelv  with  the  Federal 
Fme-o-pey  ReMe*  Administration. 


BOOK  REVIEWS 

SURGICAL  ANATOMY,  by  Grant  Massie,  M.  B., 
M.  S.,  ( London),  F.R.C.S.  fEng.);  Assistant  Sur- 
geon, Guy’s  Hospital;  Surgical  Tutor,  Guy’s  Hos- 
pital Medical  School;  Examiner  in  Anatomy  for 
the  Fellowship  of  the  Royal  College  of  Surgeons  of 
England;  Late  Senior  Demonstrator  of  Anatomy, 
Guy’s  Hospital  Medical  School.  Second  edition, 
enlarged  and  revised,  published  1933;  Octavo,  458 
pages,  with  147  illustrations,  many  in  colors.  Cloth, 
$6.00,  net;  Lea  & Febiger;  Washington  Square; 
Philadelphia,  Pa. 

The  medical  student  learns  or  should  learn  so 
much  anatomy  in  his  curricular  studies  that  a large 
part  of  it  must  of  necessity  be  buried  in  cerebral 
depths  beneath  a great  mass  of  later  acquired  facts. 
His  training  in  surgery  calls  now  and  then  upon 
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his  storehouse  of  anatomical  facts,  but  probably 
usually  fails  to  sufficiently  impress  him.  The  med- 
ical practitioner,  particularly  the  surgeon,  needs  a 
reference  work  upon  that  part  of  his  anatomy 
knowledge  which  may  be  of  frequent  use  to  him 
in  actual  practice,  and  from  which  he  may  have  to 
make  sudden  withdrawals. 

Grant  Massie  has  prepared  his  book  aparently 
with  the  thought  that  certain  anatomical  facts 
need  to  be  frequently  reviewed. 

The  book  is  about  six  by  nine-and-a-half  contain- 
ing 441  pages  of  text  and  an  index  of  17  pages. 
There  are  six  divisions:  The  head  and  neck;  the 

upper  limb;  the  abdomen  and  pelvis;  the  lower 
limb;  the  thorax;  and  the  vertebral  column.  Many 
of  the  illustrations  are  in  colors — often  with  as 
many  as  four — and  are  most  instructive.  The  fact 
that  a second  edition  is  being  demanded  is  proof 
of  the  popularity  of  the  book.  This  edition  has  a 
section  upon  the  anatomic  nervous  system,  which 
the  former  edition  lacked.  The  book  is  unhesi- 
tatingly recommended.  O.H.B. 


THE  FAILING  HEART  OF  MIDDLE  LIFE,  The 
Myocardosis  Syndrome,  Coronary  Thrombosis,  and 
Angina  Pectoris;  with  a section  upon  The  Medico- 
Legal  Aspects  of  Sudden  Death  From  Heart  Disease ; 
by  Albert  S.  Hyman,  A.B.,  M.D.,  F.A.C.P.;  Cardio- 
ilogist,  Beth  David  and  Manhattan  General  Hos- 
pitals; Attending  Physician  and  Cardiologist,  Hos- 

NEUROSYPHILIS  — 


pital  for  the  Aged;  Consulting  Cardiologist,  Haar- 
lem Day  Nursery;  Chief,  Cardiac  Clinics,  Beth 
David  and  Manhattan  General  Dispensaries;  Direc- 
tor, Witkin  Foundation  for  the  Study  and  Preven- 
tion of  Heart  Disease,  New  York,  N.  Y.);  and  Aaron 

E.  Parsonnet,  M.  D.,  C.M.,  F.A.C.P.,  Attending  Phy- 
sician and  Cardiologist,  Newark  Beth  Israel  Hos- 
pital; Cardiologist,  Evening  Heart  Clinic,  Newark 
Beth  Israel  Hospital;  Medical  Director,  Home  for 
the  Aged;  Fellow,  Witkin  Foundation  for  the  Study 
and  Prevention  of  Heart  Disease,  Newark,  N.  J. 
with  Preface  by  David  Riesman,  M.  D.  Sc.  D., 

F. A.C.P.  Professor  of  Clinical  Medicine,  University 
of  Pennsylvania  School  of  Medicine,  Philadelphia, 
Pennsylvania;  with  166  illustrations,  some  in  col- 
ors; Philadelphia;  F.  A.  Davis  Co.;  1933;  $5.00. 

“The  failing  heart  of  middle  life”  is  responsible 
for  a large  portion  of  the  heart  deaths;  and  “heart 
disease”  leads  all  other  causes  of  death.  Hyman 
and  Parsonnet  are  pioneering  in  the  literary  field 
of  “failing  hearts  of  middle  life.” 

The  book  is  divided  into  six  parts.  Part  I is  de- 
voted to  coronaries  and  is  divided  into  six  chap- 
ters: anatomy,  physiology,  sclerosis,  arteritis  and 
occlusion. 

Part  II  is  the  myocardosis  syndrome  and  has  five 
chapters:  Thrombosis  and  occlusion  are  discussed 
in  Part  III,  in  twelve  chapters.  Electrocardio- 
graphic changes  are  taken  up  in  Part  IV,  in  ten 
chapters.  Part  V is  devoted  to  angina  pectoris  and 
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has  sixteen  chapters.  The  book  is  concluded  with 
medicolegal  aspects  of  sudden  deaths,  and  this  part 
has  six  chapters. 

There  are  538  pages,  including  an  index  of  thir- 
teen pages.  The  bibliography  has  reference  to  1250 
articles. 

This  book  is  one  which  every  physician  and  every 
surgeon  should  read — really  study — from  cover  to 
cover.  O.H.B. 


NEWS  ITEM 

Application  blanks  are  now  available  for  space  in 
the  Scientific  Exhibit  at  the  Cleveland  Session  of 
the  American  Medical  Association,  June  11th  to 
15th,  1934.  The  Committee  on  Scientific  Exhibit 
requires  that  all  applicants  fill  out  the  regular  ap- 
plication form  and  requests  that  this  be  done  as 
early  as  convenient. 

The  final  date  for  filing  applications  is  February 
26,  1934.  Any  persons  desiring  to  receive  an  ap- 
plication blank  should  address  a request  to  the 
Director,  Scientific  Exhibit,  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Chicago,  111. 


“For  Sale  or  Rent:  New  Mexico,  new  outfit,  six- 
room  house,  mostly  furnished;  all  other  out  houses; 
two-rocm  office,  good  general  practice,  good  schools; 
5"00  elevation.  For  details,  address  Southwestern 
Med'cine,  A.  F.  & M.” 
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Anterior  view  in  five  months*  pregnancy  showing 
relation  of  fetus  to  bones  and  superficial  muscles 
of  abdomen.  Figure  at  right  illustrates  influence  of 
supporting  garment  on  structures. 
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THE  CHILD  AND  THE  ELEPHANT 
HAVE  THIS  IN  COMMON 


The  elephant,  they  say,  never 
forgets. 

While  it’s  hardly  accurate  to 
say  that  a child  never  forgets,  he 
is  very  likely  to  cling  to  the  mem- 
ory of  an  unpleasant  experience 
— of  a dose  of  distasteful  med- 
icine, for  instance.  And  he’s 
likely,  from  then  on,  to  turn  bitter 
eyes  toward  the  doctor  who  pre- 
scribed that  medicine. 

Today, Parke-Davis  HaliverOil 
products  are  saving  many  a doc- 
tor from  such  resentful  looks. 
Because  of  its  great  potency. 


Haliver  Oil  can  be  given  in 
friendly  drops  or  tiny  tasteless 
capsules.  These  small  doses  do 
the  work  of  teaspoonfuls  of  cod- 
liver  oil. 

And,  of  course,  Haliver  Oil  is 
proving  just  as.  helpful  in  the 
treatment  of  adults.  No  doctor 
need  be  told  how  child-like  a 
full-grown  man  or  woman  can  act 
in  the  face  of  distasteful  medicine. 
Haliver  Oil  makes  it  easier  to 
cope  with  them,  too.  In  fact, 
Parke-Davis  HaliverOil  products 
have  simplified  and  solved  the 


troublesome  question  of  how  to 
administer  vitamins  A and  D 
scientifically  and  at  the  same 
time  pleasantly. 

Parke-Davis  Haliver  Oil  is  sup- 
plied in  two  ways:*  either  with 
Viosterol  or  Plain.  Practically 
every  druggist  in  rhe  United 
States  and  Canada  carries  these 
products  in  stock. 
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Containing  32,000  vitamin  A units  (Lr.  S.  P.  X. ) 

and  3,333  vitamin  D units  ' Steenbock)  per  gram. 

Haliver  Oil  Plain 

3 2,000  vitamin  A units  ( V.  S.  P.  X. ) and  200 
vitamin  D units  (Sreenbock)  pergrjm. 
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